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Abstract
This paper explores low levels of women’s health service utilization for Sexually Transmitted Infections (STIs) in Nepal.
We interviewed 120 women individually and 53 in focus groups. Predictors of lower utilisation were self-medication,
consultation with faith healers, inadequate knowledge of STIs, beliefs about causes, fear, social taboos and
stigmatisation, women’s secondary status, and presence of male health professionals. Results indicate the importance of
people’s beliefs in their decisions about health care. Strategies to improve access to health services in Nepal should
systematically investigate the role of all these factors to improve access to and utilisation of health services for STIs.

Utilisation of services for sexually transmitted infections in Nepal
Nepal is one of the poorest countries in the world. The level of human development index (HDI) of Nepal
was 0.480 in 1999, which is among the lowest in South Asia (UNDP 2001). The population of Nepal in 2000
was estimated to be 24 million (WHO 2001). Nepal has at least 75 ethnic groups and some 50 languages
(Hannum 1997).
As in other developing countries, STIs are common in Nepal. STIs are among the top five diseases for which
adults seek health care in developing countries where the HIV epidemic is in the progressive stage (WHO
2001). The prevalence rates of STIs are estimated to be high, but there is very little data in Nepal (Chin et al.
1994). It is estimated that about 200,000 (9.60 per 1000) STIs occur every year in Nepal (National Centre for
AIDS and STD Control 1997).
The professional community believes that STIs are a serious problem in Nepal. Several studies have found that
10% (or more) of the general adult population in some parts of Nepal have histories of STI infection (Baker et
al. 1993). A survey conducted in 1993 reported higher numbers of STI cases in the plain (terai) region (along
the border of India in eastern Nepal) and in urban areas than in other parts of the country (Burathoki 1993).
In addition, the survey reported high-risk behaviours and high prevalence of STIs in the plain region of eastern
Nepal, which has a high population density with many industries and urban centres, and is closely linked to
India, where prostitution is openly practised. Furthermore, 25 to 27% of young men from border towns
reported multiple partners (Brown et al. 2000).
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The infection rates of STIs have been increasing among the women of reproductive age in many developing
countries (Siriwasin et al. 1998; Wilkinson et al. 1999). Women’s STIs risk results primarily from their
husband’s sexual behaviour (Allen et al. 1991; Hunter 1993). Nepal has a male-dominant society where women
have low status. Men have pre- and extra- marital sexual relationships with multiple partners, including sex
workers (Shrestha et al. 1998). This is considered normal and rarely admitted at home. Furthermore, women
have little knowledge of their husband’s behaviour (Hannum1997). It means women are likely to be infected
from their partners and husbands who may be engaged in high-risk sexual encounters (Cox and Suvedi 1994).
Compared to women, men are more likely to seek treatment for their STIs in Nepal (Chin et al. 1994). One
hospital-based retrospective study conducted in Kathmandu reported the ratio of males to females presenting
with STIs as 12:1 (O’Dea 1993). More than 80% of reported patients were male out of total STIs cases
registered in two hospitals of Nepal (John 1991). However, little is known about the health-seeking behaviour
of women in Nepal. While the prevalence of STIs is high, the number of cases of STIs reported by women to
government health institutions is very low; only 0.40 per 1000 and 0.15 per 1000 in the Sunsari district
(Department of Health Service 2001).
This paper addresses the dilemma that, while there is an escalation of STIs in women in Nepal, little is known
about what makes women decide to seek professional attention for a suspected STI. Services for women with
STIs will be improved if we know more about why they do not use formal health services, and what services
they do use.

Materials and Methods
Study setting and population
Sunsari is one of the plain districts (area of 1257 square km) of eastern Nepal bordered by India in the south.
It is approximately 539 km from Kathmandu, the capital of Nepal. It consists of three municipalities and 49
Village Development Committees (VDCs). A VDC refers to a local government unit of Nepal consisting of
2000 to 5000 people.
Sunsari has 461,481 people (1991 census) with a female population of 229,264. Manual labour and agriculture
are the most common forms of work in this district. There are several industries in Sunsari and a mixture of
commerce and trade, offices and shops. It has a multi-ethnic and multi-lingual society. Muslim, Tharu and
Jhangad are the predominant religious and ethnic groups.

Study design
This was an exploratory study using a structured questionnaire delivered by face-to-face interview and focus group
discussions. The study was conducted from February to April 2000. To qualify for inclusion, the study participants
had to be female, married, aged between 15 to 44 years and belonged to one of the religious/ethnic groups of
Muslim, Tharu and Jhangad. Purposive sampling was used because of the difficulties of recruiting women in such
sensitive issues as STIs. The participants were selected from six VDCs (two VDCs for each religious/ethnic groups).
The two VDCs were selected according to the first and second highest number of population of each
religious/ethnic group. One hundred and twenty married women (Muslim-40, Tharu-40 and Jhangad-40) were
interviewed. The interviews involved a pre-tested structured questionnaire, conducted in Nepali language. The
study team consisted of a principal investigator and three trained local female interviewers who conducted face-toface interviews of 20 to 30 minutes. Questionnaires asked about: demographic characteristics, knowledge of STIs,
history of signs and symptoms of STIs, mode of transmission, perception of reasons for STIs, home medication,
sources of first consultation and treatment and treatment history of the partner.
Six focus groups, with 54 participants, each with 8-10 participants were conducted in six different VDCs. The
participants, selected by the snowballing method, were divided into three age groups of 15-24 years, 25-34 years
and 35-44 years. The focus group discussions aimed to collect in-depth information about health seeking
practices. The principal investigator facilitated focus groups and trained local females made detailed notes,
recorded the focus group conversations. The study team summarised all the information on the day of each
focus group.
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Data from the questionnaire were analysed by using the Epi-Info Version 6 statistical package to prepare descriptive
statistics. For focus groups, common statements reflecting health seeking practices and beliefs were coded and
compared with information from the questionnaires. The principal investigator translated the focus group
information directly into English to minimize data loss, keeping the original phrases and key words used by the
participants. An independent person checked the translation. The analysis involved open coding, grouping of
findings from these codes and constant comparison of open codes and the categories within the various subgroups.
We obtained verbal consent from all participants before conducting the interviews and focus groups. The study
objectives were described to the interview and focus group participants before the interviews and focus groups
took place and they were assured of the anonymity of their response.

Results
Knowledge of STIs
Of the 120 women interviewed, 60.0% (72) agreed that sexual relations can cause STIs, 12.5% (15) disagreed,
while 27.5% (33) did not know.
The focus group participants described both sexual and non-sexual modes of transmission, such as touching an
infected person, polluted food, water and air, sitting and sleeping together and sharing of towels, cloths and bed
linen. They also thought that witches and evil spirits could also transmit the disease to people through the air
and by magic spells.

STIs among women
Of the 120 participants, 37.5% (45) had experienced signs and symptoms of STIs in the last five years.
All focus group participants expressed that STIs were common but invisible in their community, especially
among women. They said women with STIs did not want to identify themselves because of shyness and fear of
stigmatisation. As a result, STIs were not as visible as other health problems. One participant said that “Maybe
the problem is serious in our community, but we do not know. Those who have a problem, they do not want
to expose because of shyness and fear of stigmatisation.”
Participants were worried about STIs among females because it was so common in their community. One member
of the focus group, with signs and symptoms of STIs, said “... I have the problem of smelly discharge and ulcer in
my genital organ. My family member doesn’t care about my problem. What should I do for this problem?”
This shows that many people have little information and few people to whom to turn.

Reasons for STIs
Table 1 shows the participants’ opinions about the cause of their STIs. Of the 45 participants, only 6.7% (3)
believed that sexual relations caused STIs. The most common reason given for their STIs was eating of hot foods
like red meat, chicken, fish, lentils, spicy and oily food. The next most common reason was “physical weakness”
as a result of hard manual agricultural and industrial work.

Table 1: participants’ opinion about the reasons of their STIs (N= 45)
Reasons
Eating hot foods
Physical weakness
Sexual relations
Poor personal hygiene
Eating/drinking in same plate/glass
Gods or evil spirits
Don’t know

N
20
11
3
2
2
1
12

%
44.4
24.4
6.7
4.4
4.4
2.2
26.7
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Focus group participants strongly highlighted hot foods, supernatural reasons and other beliefs behind having
STIs. Representative comments made by the participants were:
“STIs are due to the eating of hot foods.”
“We are not sure. It may be due to poor personal hygiene, eating of hot foods and weakness in the body.”
“It is because of the spirits of dead person, witches and evil spirits.”
“Those persons who urinate nearby the natural water sources, temple areas and on the sand suffer from the
problem of STIs.”
“If the person walks through the rice cooked water, then they have the problem of genital organs.”
(During the rice cooking process, first they boil the rice in the pot and drain the rice water in open space around their
house. They commonly believe that if they walk through that rice cooked water then they will suffer from STIs.)
The only participant who had participated in a non-formal education class said that “Sexual relations with an
unknown person are the cause of STIs.”

Home medication
Of the 45 participants who experienced the signs and symptoms of STIs, 60.0% (27) reported a history of home
medication. Participants used seeds, roots and leaves of different plants and trees. They took these herbal remedies
with sugar, milk and water. Table 2 shows how home medication practices varied between ethnic groups.

Table 2: home medication practices used by participants having STIs
Common practices for Muslim, Tharu and Jhangad participants
Applying and eating different types of jadibuti (herbal remedies)
Apply mustard oil in the affected parts
Taking cold foods (fruits and green vegetables) and drink milk
Drinking rice washed water
Clean affected parts with antiseptic soap and water
Practices of Muslim participants
Clean the affected part with neem (name of tree) leaves infusion
Eating tuthamalanga (herbal remedy)
Drinking ash water
Eating flower of mehendi (name of plant), silawari (herbal remedy), methi (plant seeds), mishri (crystal form of sugar)
Eating the boil roots of tikur (name of tree)
Eating vajumkal and suwa (herbal remedies) with mishri (crystal form of sugar)
Eating the flower of tulashi (name of plant)
Practices of Tharu participants
Drinking shishau (name of tree) leaves infusion
Clean the affected parts with hot water mixed with milk
Practices of Jhangad participants
Applying grind paste of bamboo bark
Eating jwano and mungraelo (plant seeds)
Eating bark of chhatwan (name of tree)
Note: Words in italics are transliteration of Nepali words

The focus group participants stated that they used different herbal remedies for their medication of STIs. They
took leaves, seeds, flower and roots of selected plants, but they did not know the names of all the plants.
Experienced members of the community who were friends and local practitioners prescribed herbal remedies.
Participants bought some herbal remedies from their local weekly market. Common home medication practices
quoted by focus group participants were:
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“We used to mix and grind products of plant seeds like ‘shoap’, ‘suwa’, ‘methi’ and ‘mishri’ in milk. Then, we
offer this drink to the person having problem.”
“Mixing of ground product of simal (name of tree) tree’s bark and leaves of sishau (name of tree) in cows milk
with mishri. This liquid remedy is also very effective for this problem.”
“Patients have to eat more cold foods and drink lots of chaulani pani (rice washed water) with sugar.”
“We are taking different herbal remedies like seeds of mehendi (name of herbal plant), jamun ko fal (fruit),
mishri, tutamalanga (herbal remedy) and shoap (seeds) with milk and water.”
“We used to apply the paste of grind jadibuti (herbal remedies) in the genital organ.”
Some of these preparations were designed for application to the affected part of the body and others for
drinking. Participants believed that the effectiveness of home medication depended on the type of disease,
severity of disease, type and duration of herbal remedies taken.

First contact person
Table 3 depicts the health seeking behaviour of the 45 participants who had experienced STIs. Friends were
most frequently consulted, followed by family members. Only one person contacted a health worker.
The focus group results showed that participants usually sought a first consultation with their female friends because
they feared social stigma. They were reluctant to consult with male health care providers and scared they would be
stigmatised if family members found out that they had STIs. One stated that “In our culture, most of the female do
not want to share their problem with family members and husband because of the fear of stigmatisation. We prefer
to consult friends.” Another said, in a very sad voice, “We don’t feel secure to share our problem with husband, too.
When one of my friends shared her problem with her husband, he threatened her to leave the house.”
They were also reluctant to share their problem with male health care providers, for example “It is quite
embarrassing to consult male health care providers for our problem. I feel hesitant to consult with them.”

Table 3: health seeking behaviours in relation to STI signs and symptoms (N = 45)
Characteristics
N
First contact person
Friends 23
51.1
Family members
13
No one: used own knowledge
Health workers
1
Source of treatment
Faith healers
23
Hospital/Health Post 14
Pharmacy 3
6.7
Ayurvedic clinic
1
No consultation
4
Partner treatment
Yes
5
11.1
No
29
64.4
Don’t know
11

%

28.9
8
2.2

17.8

51.1
31.1
2.2
8.9

24.4

Source of treatment
Table 3, 51.1% (23) describes the way participants consulted faith healers for their STIs. Only 31.1% (14)
participants sought treatment from health institutions and 8.9% (4) of them did not seek any treatment.
Some participants with STIs consulted faith healers when their problem was not improved by home medication.
They only consulted health institutions when referred by healers:
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“If the faith healer asks us to go to health post, then only we prefer to go to the health post.”
“If our problem does not get cured by home medication and faith healing then only we used to visit either the
health post or hospital.”
In severe cases, a few participants consulted both a traditional healer and health institutions at the same time.
However, participants said that most of the poor people could not afford the medicines prescribed by the health staff:
“The doctor asks us to buy different types of expensive white tablets. We don’t think that those white tablets
can cure the problem.”
“We don’t like to go to the health post. Health post staff ask us to buy expensive capsules. We do not have money
to buy the medicine.”
Participants felt comfortable to visit private medical shops to purchase medicine without examination, for
example, “We females feel hesitation to consult male staff of health institutions for our problems related to the
genital organ. We prefer to take medicine from medical shops. It is easy to share our problem with female staff
of medical shops. They give us medicine without examination.”

Partner treatment
Table 3 shows that 64.4% (29) of the participants knew their partner was not treated, and 24.4% (11) did not
know whether their partner was treated or not. Focus group participants did not feel comfortable to talk with
their husbands about STIs because of stigma and the male dominated society, for example, “If we talk about
sexual issues with our husband and family members, then we are considered as bad women. We are scared and
do not want to talk about it.”

Discussion
The results of this study confirmed other findings that STIs are a serious, but virtually invisible problem because
of shyness, unequal power relationships between men and women and fear of stigmatisation (Chin et al. 1994).
Our study revealed that women are especially vulnerable to STIs because of their secondary status in their own
family and in society.
Most participants had heard about STIs, but held a range of beliefs about transmission. Many believed that hot
foods and supernatural powers could cause STIs. Many thought that STIs could be transmitted by both sexual
and non-sexual modes of transmission like touching an infected person, eating from the same plate, drinking
from the same glass, sitting and sleeping together and sharing of same cloths, bed linen and towel. Previous
studies in Nepal showed that the general population had very little understanding of the epidemiology of STIs
(Dixit 1991). Other studies found little and inaccurate information on the causes, consequences and treatment
of STIs among women in developing countries (Bhatti and Fikree 2002).
Focus group discussions showed that women preferred to consult friends rather than family members, husbands
or male health care providers because of stigma, social taboos and gender relationships. Nepali culture considers
it indecent for a woman to take the initiative in sexual encounters. If they do so, they risk being perceived as
sexually active, with severe consequences, including expulsion from the home (UNAIDS 1998). Cultural norms
prohibit or constrain public discussions about sexuality and sexual practices Our study confirmed other findings
that many societies view STIs as a shameful illness and, in many cases, dangerous to the stability of marriage
(International Women’s Health Coalition 1991). Our study showed that most women in Nepal, even after
realizing the problem of STIs, continued to suffer in silence because of stigma and gender inequality.
Home medication practices were very common among study participants. They rarely contacted health
institutions without first trying some treatment at home. Females were more likely to self-medicate or attend a
traditional healer in Nepal (O’Dea 1993). Women seek treatment at home because of fear that information
about their infection might be disclosed (Chin et al. 1994). Herbal remedies were common among our
participants, as in other countries. A study in the Philippines concluded that women reported drinking cold
water and avoiding salty fishy and sour foods for the treatment of STIs (Field 1996). In South Africa, men drink
an herbal beverage before sex because they believe it protects from any attack of evil, including STIs (Flanagan
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1996). Therefore, existing socio-cultural barriers and taboos associated with diseases are major hindrances to
women seeking help for STIs (Luthra and Saxena 1991).
Women in our focus group discussions described how they consulted faith healers when STIs were not improved
by self-medication. They visited health institutions only after consulting faith healers and if their problem had
not improved. A study in Kenya also found that western medical practitioners were consulted for STIs only
when herbalists and faith healers failed to provide relief (Mulder 1994). Our participants hesitated to share
problems of the genital organs with male health care providers and preferred to take medicines directly from the
pharmacy because they could avoid an examination. This is consistent with findings that women are reluctant
to seek treatment because of cultural inhibitions and the shame of consulting male doctors for gynaecological
problems (Bhatti and Fikree 2002). Our study showed that women’s alternative health seeking behaviour
depended on their economic status. Those who could afford their treatment consulted the hospitals for further
medication. Some went to India for their treatment. People of low economic status visited the nearest health
institutions. Some did not want to visit health institutions because they knew they would be asked them to buy
medication that they could not afford and they did not believe in the effectiveness of allopathic medicines.
We conclude that women’s use of health service is influenced by their knowledge, perceptions and beliefs about
the causes and mode of transmission of STIs, their status in the society, and social taboos on discussion about
sexual issues. Women are more likely to seek treatment at home. Women do not bring up the subject of sexual
issues even with a regular partner for fear of a violent reaction or abandonment by a man on whom they are
totally dependent for survival. STIs are a great social and economic burden on the health and well being of
women. It is a broad social issue, not just a medical problem. This study shows the importance of understanding
people’s beliefs about health, illness and healing in order to make the health care decisions. The study also
suggests the urgency of health education programme on STIs. We do not know the medical value of herbal
remedies. Further studies are recommended to evaluate their effectiveness. Future national strategies and
intervention programs designed to improve access to health services in Nepal should formally investigate the
role of all those factors addressed above, both in relation to issues of access and the impact of utilising such
services on the experience of STIs.
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