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There are no solid data on the magnitude, the determinants and processes of 

trafficking in Nepal, and the needs of trafficked persons who return. Similarly, 

interventions strategies are seldom systematically assessed and, thus, their 

rate of success is not known. Women and girls who are trafficked face abuse, 

exploitation, and a high risk of infection by HIV/AIDS. Health need, health 

services utilization practices and other health risk behaviour of these trafficked 

women and girls are not known. 

Given above background, this thesis focuses on context, process and 

determinants of trafficking of women and girls from Nepal to India and health 

seeking behaviour and health need of trafficked women and girls in Nepal. 

Information was collected from returned trafficked women and girls by 

using ethnographic study (42 in-depth interviews and observation) and field 

surveys (n=206). It also examined national laws as well as documents 

produced by anti-trafficking projects, interviewed key policymakers, program 

managers, and activists. 

Women and girls from more than 25 ethnic groups from 37 districts 

were found to be trafficked in Indian brothels. The root cause of trafficking is 

multiple and complex. Poverty, lack of employment opportunities, gender 

discrimination, lack of female education, a lack of awareness among the 

general population, and abuse in migration were seen as important causes for 
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trafficking in Nepal. Study also discovered that trafficking operates primarily 

through personal connections and social network. 

This study found that awareness on sexual health issues, particularly 

about STls, and HIV/AIDS was poor among the returned trafficked women and 

girls. The Nepali trafficked sex workers in Indian brothels are powerless to 

negotiate any terms of sex in order to protect themselves from HIV infection. 

These women and girls held a holistic view of health in which dietary balance, 

avoidance of 'addictions' (such as drinking and smoking) and emotional 

stability were seen as essential to well being. 

The study found that there is no consistent definition of trafficking in 

law and policy documents in Nepal, which leads to confusion about what 

activities constitute trafficking. This study also revealed that many trafficking 

policies and programmes may inadvertently infringe on the human rights of 

women who wish to migrate. 

There is no easy or uni-dimensional solution to human trafficking, since 

it is influenced by a complex set of factors, often working in combination with 

one another. It concludes that control measures alone cannot stop the flow of 

trafficking in women and that a legal approach which relies solely on one type 

of legislation would be too narrow. 

Anti-trafficking strategies must shift from paternalistic approaches to 

more holistic and participatory empowerment approaches. An effective strategy 

must combine and balance punitive measures with protection of human rights, 

women empowerment and the removal of the root causes. Measures must be 

agreed and coordinated between origin, transit and receiving countries as well. 

Anti-trafficking interventions need to be re-focused so that they do not infringe 

upon the human rights of women who wish to migrate but who are at risk of 

trafficking. Interventions should provide support systems to permit safe 

migration and to help women once they reach their destinations. 

III 



Acknowledgements 

I am very much delighted to express my sincere gratitude to my 

supervisor Professor Chris Bagley for his invaluable direction, constructive 

comments and valuable guidance in the completion of this thesis. I would like 

to express my sincere gratitude to my advisor Dr. Monique Hennink for her 

advice, support and encouragement in both academic and personal matters 

throughout the course of my studies. Their positive remarks and trust in my 

work always helped me to be optimistic and enthusiastic 

I wish to extend my gratitude and sincere appreciation to Professor 

Joan Orme, Jackie Powell, Frances Sheldon, Dr. Roger Ingham and Anita 

Sargeant for their support and help. I would like to express my sincere thanks 

to all staff and all lecturers in Southampton University who directly or indirectly 

helped me to complete this thesis. 

I'm very grateful to Mrs Laxmi Pokhrel (ABC Nepal), Shandha 

Shresthal (CWIN), sister Deepa (Karuna Bhawan), Shanta Sapkota (Peace 

Home Nepal) and Evana (Naba Joti Kendra Nepal) for their support, co

operation in accessing the research participants during my field study. 

I must salute and extend my gratitude to the innocent women and girls 

who were interviewed and were very co-operative during fieldwork. I wish to 

thank my research assistants, who helped me for the data collection. 

I wish to thank all my family for their inspiration and unstinting support 

during my study and field work. I'd like to thank my wife, Bibha Simkhada, for 

her continuous support and encouragement, which helped a lot not only in this 

study but also in every area of my life. 

Finally, I acknowledge with gratitude to the Department of Social Work 

Studies, University of Southampton, Opportunities and Choices University of 

Southampton, Parkes Foundation and Simon Population Trust for their 

financial support. 

IV 



Table of Contents 

Title I 
Abstract II 
Acknowledgements IV 
Table of contents V 
List of tables VIII 
List of figures VIII 
Abbreviations used IX 

CHAPTER ONE 

1 The Problem of Trafficking: The Research Background 1 
1.1 Introduction 1 
1.2 The magnitude of the problems 2 
1.3 Rational of the study 4 
1.4 Aims and objectives of the present study 8 
1.5 Structure of the thesis 9 
1.6 Limitation of the study 10 

CHAPTER TWO 

2 Socio-Political Overview of Nepal 11 
2.1 Introduction 11 
22 Nepal-initial overview 11 
2.3 Health service utilisation and human resources 13 

2.3.1 Doctors 15 
2.3.2 Nurses 15 
2.3.3 Auxiliary Nurse Midwives (ANM) 15 
2.3.4 Maternal and Child Health Workers 16 
2.35 Village Health Workers 16 
2.3.6 Female Community Health Volunteers 17 
2.3.7 Traditional Birth Attendants 17 
2.3.8 Traditional Healers 18 

2.4 Financing of Health 18 
2.4.1 Public expenditure 19 
2.4.2 External sources 19 
2.4.3 Private enterprises 19 
2.45 Non-governmental organisations 20 

2.5 Organisation of Health System 20 
2.6 Gender Issues in Nepal 26 

2.6.1 Socialisation Patterns of the Male and Female Child 27 
2.6.2 Women in Work 27 
2.6.3 Women in the Family Environment 29 
2.6.4 Women in the National Environment 34 

2.7 Law and Policy related to Trafficking 35 
2.8 Policy on rescue and rehabilitation 37 

v 



2.9 Conclusions 38 

CHAPTER THREE 

3 Literature Review and Conceptual Framework 40 
3.1 Introduction 40 
3.2 Definition of trafficking 40 
3.3 Approaches to Trafficking 42 

3.3.1 A Moral problem 42 
3.3.2 A Criminal problem 42 
3.3.3 A Migration problem 43 
3.3.4 A Human rights problem 43 
3.3.5 A Public order problem 43 
3.3.6 A Labour issue problem 43 

3.4 Prostitution from different perspective 44 
3.4.1 The structuralist perspective 45 
3.4.2 The sex worker's perspective 45 
3.4.3 The feminist perspective 46 

3.5 Trafficking and prostitution 48 
3.6 Trafficking and migration 51 
3.7 Women contrasted with children: Issues of consent and choice 53 
3.8 Trafficking in women and girls: Global overview 55 
3.9 Trafficking and prostitution in Asia 58 

3.10 Trafficking in Nepal 61 
3.11 Trafficking for prostitution and HIV/AIDS 66 
3.12 Trafficking and other health problems 69 
3.13 Health services for trafficked women and sex workers 70 
3.14 Research framework 79 
3.15 Problems and weakness of available literature 84 
3.16 Conclusions 89 

CHAPTER FOUR 

4 Research Methodology 90 
4.1 Introduction 90 
4.2 Approach of my research 91 
4.3 Ethnography within case study framework 95 
4.4 Case Study 100 
4.5 Research process and methods 103 

4.5.1 Access to study site 103 
4.5.2 Preliminary visit, recruitment of research assistants and pilot study 107 
4.5.3 Tools of the data collection and sample size 108 
4.5.4 Recording interview data 114 
4.5.5 Analysing data 116 

4.6 Validity and Reliability 119 
4.7 Ethical Considerations 124 
4.8 Conclusions 126 

VI 



CHAPTER FIVE 

5 The Context, Determinant and Process of Trafficking 
5.1 Introduction 
5.2 Background Information of trafficked women and girls 
5.3 Recruitment, Movement and Initiation 

5.3.1 Methods and means of trafficking 
5.3.2 Family involvement in trafficking 
5.3.3 Causes of trafficking 

5A Ways of trafficking, Traffickers and Destination 
5.5 Life in Brothels 

5.5.1 Debt Bondage and earning in the brothels 
5.5.2 Illegal confinement 
5.5.3 Working conditions 

5.6 Back home from brothels (The return) 
5.7 Discussion and Conclusions 

CHAPTER SIX 

129 
129 
129 
132 
132 
138 
139 
143 
146 
150 
153 
155 
156 
160 

6 Awareness about Sexual Health and Health Seeking Behaviour 170 
6.1 Introduction 170 
6.2 Socio-demographic information 172 
6.3 Access to information about sexual health and condom use 177 
6A Understandings of health and health problems 177 
6.5 Choice of healthcare providers and utilisation 180 
6.6 Therapy management 194 
6.7 Discussion and conclusions 199 

CHAPTER SEVEN 

7 Conclusions and Implementations on Policy and Further 
Research 

7.1 Introduction 
7.2 Conceptual clarification and approach 
7.3 Causes and context of trafficking 
7A Care support for trafficked persons and preventive strategies 
7.5 Health seeking behaviour and appropriate health services for 

returned trafficked women and girls 

7.6 Further research on health seeking behaviour 

References 

Appendixes 

206 

206 
206 
209 
210 

216 

222 

224 

245 

VII 



List of Tables 

Table no Title 

3.1 Conceptual frameworks to understand the health 
seeking behaviour 

5,1 Selected socio-demographic characteristics 

5.2 Distribution of trafficking by district, zone and region 

5.3 Major motivating methods and means of trafficking 

5.4 Ways of trafficking, traffickers and destination 

5.5 Life in brothels 

5.6 Total duration stay in brothels in month * mode of return 

6.1 Selected socio-demographic characteristics 

6.2 Glossary of terms for sexually transmitted diseases and 
other related problems 

List of figures 

Figure no Title 

1.1 Map of Nepal 

4.1 Conceptual Framework 

Page 
number 

80 

130 

131 

138 

145 

149 

159 

171 

178 

Page 
number 

12 

83 

VIII 



ACRONYMS AND ABBREVIATIONS USED 

AATWIN Alliance Against Trafficking in Women and Children in Nepal 

ABC Nepal Agro-forestry Basic Health and Co-operatives Nepal 

ADB Asian Development Bank 

AIDS 

ARI 

ATSEC 

CAR 

CATW 

CBO 

CBS 

Acquired Immune Deficiency Syndrome 

Acute Respiratory Infection 

Alliance Against Trafficking and Sexual Exploitation of Children 

Children At Risk (Network) 

Coalition Against Trafficking in Women 

Community-Based Organization 

Central Bureau of Statistics 

CEDAW Convention for the Elimination of All Forms of Discrimination Against 

Women 

CeLRRd Centre for Legal Research and Resource Development 

CSW Commercial Sex Worker 

CWIN Child Workers in Nepal Concerned Centre 

DOC District Development Committee 

ESCAP Economic and Social Council for Asia and Pacific 

FCHV Female Community Health Volunteer 

F/P Family Planning 

GAATW Global Alliance Against Trafficking in Women 

GO Governmental Organization 

HOI Human development Index 

HIV Human Immune-deficiency Virus 

HMG His Majesty's Government 

HMG/N His Majesty's Government of Nepal 

HP Health Post 

HPI Human Poverty Index 

ICCPR International Convention on Civil and Political Rights 

IEC Information, Education and Communication 

ILO International Labour Organization 

IX 



INGO 

10M 

IPEC 

LDC 

MCH 

MOH 

International Non Governmental Organisation 

International Organization for Migration 

International Program on the Elimination of Child Labour 

Less Developed Country 

Mother and Child Health 

Ministry of Health 

MOWCSW Ministry of Women, Children and Social Welfare 

Mt. Mountain 

NESAC Nepal South Asia Centre 

NGO Non Governmental Organisation 

NNAGT National Network Against Girl Trafficking 

NPC National Planning Commission 

OHCHR Office of the High Commissioner for Human Rights 

PHC Primary Health Care 

Rs. Rupees (Nepalese Currency) 

SAARC South Asian Association for Regional Cooperation 

Sq.ft. Square feet 

STD Sexually Transmitted Disease 

STI Sexually Transmitted Infection 

TBA Traditional Birth attendance 

TU Tribhuvan University, Nepal 

UNAIDS Joint United Nations Programme on HIV/AIDS 

UNDP United Nations Development Programme 

UNFPA 

UNICEF 

USAID 

VDC 

WB 

WHO 

The United Nations Population Fund 

United Nations International Children's Emergency Fund 

United States Agency for International Development 

Village Development Committee 

World Bank 

World Health Organisation 

WOREC Women's Rehabilitation Centre 

x 



CHAPTER ONE 

THE PROBLEM OF TRAFFICKING: THE RESEARCH BACKGROUND 

1. Introduction 

Trafficking in persons is a global problem. The UN Protocol on 

Trafficking in Persons, signed by 80 countries in December 2000 in Palermo, 

Italy, officially recognizes trafficking as a modern form of slavery and forced 

labour that relies on coercion, fraud or abduction in order to flourish. 

Worldwide, it is estimated that somewhere between 700,000 (U.S. Department 

of State, 2001) and four million (UNFPA, 2000) women, children and men are 

trafficked each year, and no region is unaffected. The large differential in 

estimated levels of trafficking reflects the difficulty in obtain ing accurate data. 

However, that this is a significant and deplorable global phenomenon is not in 

doubt. The global trafficking industry generates an estimated five to seven 

billion U.S. dollars each year, more than the profits generated by the arms and 

narcotics trades (Widgren, 1994). 

International attention is beginning to focus on the issues of human 

trafficking and the obvious risks to the health and well-being of the person 

involved in trafficking (Gushulak and MacPherson, 2000). III health and disease 

in these individuals have direct effects on trafficked women and girls. They also 

have broader implications for the health of individuals and populations at the 

place of origin, as well as for those who interact with the migrant during the 

trafficking process and for the community into which the person is trafficked. 

Trafficking for prostitution is no new phenomenon and it has a long history 

in Nepal. Religious and traditional forms of prostitution have to some extent 

paved the way for the present situation. Those forms, however, were less 

obvious and hidden behind their respective cultural context. 

The scale and significance of involvement by Nepalese girls and women in 

the sex industry in India received particular attention after the publication of an 

article by Times of India in January 1986 (Seddon, 1998), which quoted figures 

(produced by the Indian health Organisation) indicating that 100,000 Nepalese 



young women were working in Indian brothels. Measures introduced by Indian 

Health authorities after 1986 to test commercial sex workers for HIV led to 

deportation of many Nepalese women who had worked in Indian sex industry 

and were found to be infected (or were even thought to be infected). Similarly, 

another watershed event occurred in February 1996 when the Indian 

government tried to forcibly repatriate two hundred Nepali women from 

brothels in Mumbai (ABC Nepal, 1996; Pradhan, 1996). 

These events drew considerable media attention, especially when a 

number of girls were forcibly tested for HIV and found positive. Challenged by 

the immense need of these victims, many NGOs developed anti-trafficking 

programs, attracting considerable support from international donor agencies. 

Awareness of the HIV pandemic added a sense of urgency, since the social 

and economic processes underlying trafficking are in many ways similar to 

those fuelling the spread of HIV (AIDS Action, 1998; UNDP, 2000). 

Although the problem of trafficking is serious and chronic in Nepal, the 

effort to abolish trafficking is being intensified only after a mUlti-party 

democracy established in 1990. Since early 1990s, trafficking of women and 

girls was identified as a priority issue. Within twelve years, non-governmental 

organisations (NGOs) and community-based organisations (CBOs) began to 

address and combat the problem through expanded social, cultural, and 

economic programs. The international donor community, including the United 

Nations, bilateral and multilateral donors, increased funding for many social 

issues that had been relegated to the background, including issues related to 

women, children, bonded labour and human rights. His Majesty's Government 

of Nepal (HMG/N) established the Ministry of Women, Children and Social 

Welfare (MOWCSW), and began to formulate national policies and plans to 

integrate women and children into the national development process 

2. The magnitude of the problems 

The magnitude and structure of trafficking in Nepal are largely unknown 

at this time, and most figures are at best educated guesses (Human Rights 

Watch, 1995; O'Dea, 1993; Rozario and Rita, 1988). There are some notorious 

accounts of Maya Tamang repeated in almost all trafficking related literature, 
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Wife sold by husband, girls sold by the traffickers, assassination after rape, lost 

woman found in Mumbai, girl children in prostitution, intention of marrying own 

adopted daughter and trafficking, and flesh trade in Birgunj are some of the 

eye catching headlines of newspapers. There is disagreement among the 

investigators, police and NGOs working in this field on actual numbers, causes 

of trafficking and the extent of abuses. However, the most widely quoted 

statistics are that five to seven thousand Nepali girls are trafficked for 

prostitution each year, and that 200,000 Nepali girls and women are currently 

working in the sex industry in India. The use of these figures to estimate the 

magnitude of trafficking in Nepal is based on several problematic assumptions. 

This frequently quoted estimate is speculative, and is based on observations 

and few case stUdies. It does not take into account trafficking to other Indian 

cities or other parts of the sub-continent. There are many lacks in these 

studies. Firstly, none of the quoted statistics on Nepali girls and women in sex 

work outside Nepal are based on systematic studies. Secondly, estimating the 

number of Nepali girls and women in sex work is not the same as estimating 

the number of trafficked Nepali girls and women since a substantial but 

unknown proportion of Nepali sex workers are not victims of trafficking. Thirdly, 

such figures do not take into account those who were trafficked for purposes 

other than prostitution or trafficked in-country or to foreign destinations other 

than India. Due to the clandestine nature of trafficking and the lack of 

consensus on its definition, there are essentially no reliable data on the 

magnitude of the trafficking problem in Nepal. But it is widely believed, 

however, that 1) trafficking in both Nepal and South Asia is on the increase; 2) 

most women and girls are trafficked into the sex industry; and 3) increasingly 

younger girls are being trafficked to brothels. 

Human trafficking is not only social problem; it is an important health 

problem as well. Despite the paucity of formal studies, the trafficking in women 

and children is associated with a considerable morbidity, and significant 

mortality. Much of the reported mortality takes place during the direct period of 

movement. Effects on morbidity are even less completely understood or 

reported. Many of the diseases and much of the ill health that pose risks for 

trafficked migrants can significantly affect the long-term health and well-being 
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of the trafficked person and their families. Given the size and importance of 

these problems, recognizing, better defining, and addressing these issues 

need to be undertaken with expediency by national and international agencies. 

Current estimates of people living with HIV/AIOS in Nepal stand at 

35,000 (UNAIDS, 2000a) with the major transmission route being through 

heterosexual relations. One third of these cases are believed to be among 

young people under the age of 25 years with 13 percent among the 14-19 year 

old age group. Although the number of actual reported cases of HIV is 

relatively low there is the potential for rapid growth due to the large scale 

trafficking of girls and women into the sex trade, migrant labour patterns and 

drug use. Rates of HIV infection among sex workers in urban areas range from 

17% in Nepal (UNAIDS, 2000a) to as high as 72% in sex workers under 18 

years of age in Mumbai, India (Salunke et ai, 1998). A study of sex workers in 

the Tera; in Nepal found that 4% of sex workers overall were HIV positive while 

17% of those who had worked in India were HIV positive. Of the 218 Nepalese 

girls rescued in February 1996 from a Mumbai police raid, 60 t070% of them 

were HIV positive (McGirk, 1997). But there are no available data on the rate of 

HIV among trafficked women and girls. Some epidemiologists conclude that 

those trafficked for prostitution would assume the same or even higher 

prevalence of HIV as the sex workers in the area in which they are held (Asia 

Foundation/Population Council, 2001). 

Studies conducted among commercial sex workers have revealed that 

over two-thirds (72%) are currently infected with an STI and only 20 percent 

report consistent condom use with clients (Bhatt et al. 1993; Furber et al< 

2002). Younger and less experienced women and girls appear to be much less 

likely to use a condom. Moreover, more than 50 percent of all the female STI 

patients in Nepal have been found to be involved in the commercial sex trade, 

and casual or professional commercial sex workers have been identified as the 

source of STls in more than 86 percent of patients (Oahal, 1999; UNFPA, 

1996). Even those women and girls who are trafficked for purposes other than 

prostitution are often subject to sexual abuse and are therefore at increased 

risk of contracting HIV. Trafficked women and children are not able to control 

even the most basic aspects of their lives, least of all to negotiate safe sexual 
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relations. As seen in other migrant groups, language barriers and displacement 

from family and community support systems increase vulnerability and 

subsequent risk of HIV infection (Guest, 2000; AIDS Action, 1998). In addition, 

those who are trafficked internationally are usually classified as illegal 

immigrants in their country of destination and further marginalized with less 

access to education, services, and protection. If they seek help, they may be 

subject to prosecution for the crime of illegal immigration, rather than assisted 

as victims of trafficking (Wijers and Lap-Chew, 1997). There is assumption that 

girls may not leave the brothels until they have repaid the investment made in 

them, at which time they are often sick with HIV and/or tuberculosis, and may 

even have children of their own (Wadhwa, 1998). There are no available 

studies indicating whether the women themselves have accumulated savings 

from their earnings in sex work, or have been able to remit earnings to their 

families. 

4. Rationale of the study 

From the above background it is clear that there is a serious lack of 

systematic research on the pattern and context of trafficking in Nepal. Existing 

knowledge of the causes and processes of trafficking is based mainly on the 

field experience of the NGOs in Nepal who are active in the anti-trafficking 

field. There is no clear evidence to prove the suppose relationship between 

trafficking and social exclusion. The extent of familial involvement in trafficking 

is cause for much controversy. Determining the extent to which trafficking is 

organised through formal networks, and the exact methods used require 

further research. The failure to distinguish between trafficking and both illegal 

migration and prostitution has seriously impeded this task. Much more 

systematic, comprehensive, and reliable research in this area is required to 

inform the development of effective anti-trafficking interventions. 

The current statistics reflect either numbers of women and girls who 

have migrated in general or are engaged in sex work. Even the estimated 

number of Nepali women and girls engaged in prostitution in Indian brothels 

has not been accurately verified. There is also a need for more research that 

informs intervention strategies and their subsequent monitoring and evaluation. 
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Current information is largely anecdotal. Research should include the analysis 

of the socio-economic context and process of trafficking. An understanding of 

this is fundamental to the development of appropriate intervention strategies. 

Documentation of known trafficking cases to develop a clearer picture of 

current trafficking methods, sites and processes, and also to develop a clearer 

picture of who is at risk and why and how to define vulnerability is needed. This 

would assist the appropriate targeting of interventions. Documentation and 

follow-up of "rescued" and "intercepted" trafficked women and girls, including 

those who do and who do not return home to their families, and those who are 

HIV positive should be undertaken. Again, this would help develop a better 

understanding of vulnerability and is important to inform and refine care and 

support strategies. Therefore, research to determine appropriate and effective 

strategies for both the prevention of trafficking and the care and support of 

trafficked persons is necessary. 

The root cause of trafficking could be multiple and complex. However, 

some of the more frequently cited factors leading to trafficking are poverty, lack 

of employment opportunities, low social status of the girl child, a general lack of 

education and awareness, corruption of officials, an open border with India, lax 

law and weak law enforcement machinery. All these reasons, no doubt, 

contribute towards the problem. However, it still does not explain why only 

certain communities are affected, although all share similar socio economic 

conditions. In general, information regarding the trafficking remains limited to a 

small number of studies due to social and cultural taboos and inhibitions; for 

sexual and health behaviour of trafficked girls and women this is particularly 

pertinent. Therefore, there is a need to conduct research with adequate 

representative samples and appropriate methodology. 

Although trafficked persons are at great risk of HIV associated with 

disenfranchised mobile populations and/or sex workers, emphasis on this risk 

in prevention and education programmes may not be in their best interest 

Messages that highlight the risk of HIV associated with migration and 

trafficking increase stigma, both for returned victims and other migrants" The 

current panic associated with the AIDS epidemic in Nepal is such that women 

returning from India are stigmatised as carriers of HIV, regardless of whether 
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they have been engaged in sex work. In many districts, the common 

perception is that "a returnee from Mumbai is a carrier of AIDS." Years of 

sexual and physical abuse, social ostracism and health problems might have 

untold effects on the minds and bodies of young women, which is not 

researched yet and require more qualitative research. 

Inadequate access to modern health services and their under-utilisation 

have been the major reasons for poor health conditions in Nepal. On average, 

77.4% of urban individuals and 66% of rural individuals receive treatment from 

a health care practitioner when they become ill (Hotchkiss et ai, 1998). Among 

those health services users, 41 % of urban individuals and 56% of rural 

individuals use public health institutions. At present there are no accurate 

estimates either of the annual number of physician consultations by the 

persons reporting STls related symptoms or of the number of persons who do 

not obtain any medical treatment for their symptoms potentially attributable to a 

STI. Few studies in other Asian countries (UNAIDS, 2000b) reveal that socially 

marginalized groups such as sex workers, trafficked women and girls could not 

fully utilised that available health facilities. The number of returned trafficked 

women or sex workers in a community who have or are at risk for STls is far 

greater than the number who are seen in the clinic and cured. Health services 

utilisation practices and other health risk behaviour among Nepali sex workers 

and trafficked women and girls is not known yet (Poudel and Carryer, 2000). 

Reasons for non-utilisation of existing health services by returned trafficked 

women or sex worker are unknown. More research is needed on the 

determinants care-seeking behaviour, a number of barriers exist to seeking 

care in the formal sector. 

Studies examining the utilisation of health facilities provide important 

information or data for the process of health sector planning. Delays in 

symptom recognition and seeking care can increase the incidence of disease. 

Reducing the time between onset of infection and cure, through improved 

utilisation of services and education about symptom recognition, could play an 

important role STI control. 
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There has been very little documentation, monitoring, or evaluation of the 

effectiveness, feasibility or sustainability of current intervention approaches. 

Existing interventions have been reviewed many times as part of broad-brush 

antHrafficking strategy development activities, but their individual components 

have rarely been examined in-depth. Given the likelihood of increased funding 

for anti-trafficking work, a thorough understanding of how different approaches 

may (or may not) be working, what lessons have been learned, and which 

areas require further in-depth study is crucial. The cumulative experience of 

the NGOs working in care and support has also not been documented. 

Although each NGO has kept records (to some degree) of the girls and women 

in their care, these have not been collated to build a comprehensive picture of 

the determinants and processes of trafficking in Nepal or of the issues and 

lessons learned for reintegration. 

In conclusion, there are no solid data on the magnitude of trafficking in 

Nepal, the determinants and processes of trafficking, and the needs of 

trafficked persons who return. Practices related to maintenance of health and 

prevention of diseases including health-seeking behaviour of trafficked women 

and girls are not known. Similarly, interventions such as interception strategies 

are seldom systematically assessed and, thus, their rate of success is not 

known. Therefore, this study was carried to answer the above questions and it 

has following aims and objectives. 

4. Aims and objectives of the present study 

The main objectives of this research are: 

• To understand more fully the pattern, context and whole process of 

trafficking (process and determ in ants of trafficking) of women from 

Nepal to India for the propose of prostitution 

• To find out the practices related to maintenance of health and 

prevention of diseases including health-seeking behaviour of trafficked 

women and girls 

• To identify the necessary health care and social support for the 

trafficked women. 
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5. Structure of the thesis 

This thesis mainly focuses on two areas (process of trafficking and health 

seeking behaviour of trafficked women and girls). To cover these two issues 

this thesis has 7 main chapters. 

Chapter 1 describes the background, Rationale and aims of the study. 

Furthermore, it gives the summary of each chapter and ends with limitations of 

the study. 

Chapter 2 presents a short summary of the relevant socio-economic features 

of Nepal. This chapter is relatively long. While this thesis is ultimately about the 

sexual trafficking of girls and women in and from Nepal, it has a broader 

purpose which justifies this lengthy introduction to Nepal's socio-political 

system, its health care systems, and issues surrounding the economic and 

social status of women. First of all, the issues of trafficking cannot be 

understood in isolation from Nepal's complex history, geography and social 

structure. Secondly, this thesis hopes to make a contribution to the 

development of Nepal's system of health and social services, and for this 

purpose the broader issues and history of the country must be examined. 

Finally, since the writer has a key interest in health care delivery systems as 

they effect women who have been sex workers, the conditions of health of 

women and their families must be looked at in detail. How former sex workers 

use health services in relation to their health needs is an important theme in 

the research undertaken. 

Chapter 3 is mainly for Literature review. Firstly it clarifies the confusion on 

different terminology like "trafficking", "migration" and "prostitution". Second 

section reviews the literature on global, regional and national trends of 

trafficking and prostitution. Third section reviews literature on knowledge and 

health seeking behaviour of trafficked women and the last section presents the 

care and support need for trafficked women. 

Chapter 4 deals with methodological issues. This chapter firstly describes the 

approach of this research, and discusses the ethnographic approach, which 

was employed in this study. Secondly, it discusses the research design, mainly 
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access to the study site, data collection tools followed by recording and 

analysis of qualitative data. Thirdly it discusses the validity and reliability of this 

research. Finally, it describes ethical issues and chapter ends with concluding 

remarks. 

Chapter 5 is the first chapter of analysis and discussion. It mainly describes 

the finding from field study, which includes current patterns of trafficking, 

methods of procurement, pushing and pulling factors. It also examines 

constraints that keep many trafficked girls and women from returning to Nepal, 

and it describes problems faced on a return. 

Chapter 6 mainly describes sexual and health-seeking behaviour of returned 

trafficked women. It also describes the health consequences of trafficking and 

special emphasis is placed on the threat of HIV/AIDS. Finally it assesses 

strategies of national and non-governmental intervention. It focuses on care 

and support needed for trafficked women and girls. 

Chapter 7 presents conclusions, policy implications and recommendations. 

6. limitations of the study 

This study has tried to be as comprehensive as possible to uncover 

trafficking and health issues prevalent in Nepal. However, due to limited time, 

resources and location, it will not cover every aspect of trafficking. Further 

some limitations have been encountered whilst working at the institutional level 

where regular interactions, and constant observations with the every staff were 

not possible. 
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CHAPTER TWO 

SOCIO-POLITICAL OVERVIEW OF NEPAL 

1. Introduction 

While this thesis is ultimately about the sexual trafficking of girls and 

women in and from Nepal, it has a broader purpose which justifies this lengthy 

introduction to Nepal's socio-political system, its health care systems, and 

issues surrounding the economic and social status of women. First of all, the 

issues of trafficking cannot be understood in isolation from Nepal's complex 

history, geography and social structure. Secondly, this thesis hopes to make a 

contribution to the development of Nepal's system of health and social 

services, and for this purpose the broader issues and history of the country 

must be examined. Finally, since the writer has a key interest in health care 

delivery systems as they effect women who have been sex workers, the 

conditions of health of women and their families must be looked at in detail. 

How former sex workers use health services in relation to their health needs is 

an important theme in the research undertaken. 

2. Nepal- initial overview 

Nepal, a landlocked country squeezed between India and China, covers an 

area of 147,181 sq. km. The landscape tiers down from the Himalayas, through 

middle hills, to plains in the south. The population of Nepal consists of 23.4 

million inhabitants with more than 60 ethnic groups (CBS, 2001), and an annual 

population growth rate of 2.6% (UNDP, 1998a). Tourism and carpet exports are 

the main sources of income in addition to development aid. Despite Nepal's 

large number of development grants and loans since the restoration of 

democracy in 1990, it is still one of the poorest nations in the world. 

The population is poor, and there are limited communications and 

infrastructure. The gross national product per head is about $220 (£145, (223) 

(World Bank, 2002), life expectancy is 58 years, about 60% of adults are illiterate 

(World Bank, 2002) and more than 70% of the people live below the poverty line. 
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Map of Nepal 
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The life expectancy of women is lower than that of men . Nepal, one of the 

three countries in the world where men live longer than women, has a maternal 

mortality rate that is one of the highest (850/100,000 live births) in the world. 

The infant mortality rate is 98 per thousand (UNDP, 1998a) and about half the 

children under the age of five suffer from moderate to severe malnutrition . Less 

than half of pregnant women attend for any antenatal care and over 90% of 

births occur at home (MOH, 2001). Only about 370/0 of the population have 
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access to safe drinking water and only 6% of the total population have access to 

proper sanitation facilities. Women and children are most vulnerable to the 

various forms of exploitation created by poverty, caste traditions and gender 

discrimination (details of Nepal are described in appendix 1 because of the world 

limit. Only health service utilisation, gender issues and policy issues related to 

trafficking are describing here). 

3. Health service utilisation and human resources 

The high level of morbidity and mortality in developing countries has been 

attributed partly to non-availability of services and partly to poor utilisation of 

seNices even when they are available. Both maternal and child survival are 

closely related to the availability and use of basic maternal health services. The 

MMR of women who have not received antenatal or delivery care services 

during pregnancy and childbirth, and the IMR of their children, is much higher 

than those who have received care (MOH, 1993). 

Low utilisation of health services is a result of reliance on traditional 

forms of maternal health care; on lack of awareness of the availability and 

importance of maternal health care; on difficult access to health services, 

especially in the hill and mountain areas; and in women's low confidence in 

health services due to lack of supplies, inadequate staff and a low proportion 

of female health workers at Health Posts, Sub-Health Posts and hospitals 

(Simkhada, 1999). 

Women in need of emergency obstetric care, including obstructed 

labour, haemorrhage, sepsis and unsafe abortion - all potential causes of 

maternal death - must have immediate access to obstetric seNices at district 

hospitals. In some cases, obstetric problems can be predicted by health 

workers and the persons referred to a hospital. In many cases, transportation 

difficulties and unpredictable problems preclude hospital care. At present, few 

zonal and central-level hospitals have emergency obstetric capacity, and lack 

of communications and emergency transportation facilities make it extremely 

difficult to attend to the majority of serious complications of pregnancy. 
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The under-utilisation of health services reflects the under use of health 

services generally in the country. As examples, the antenatal visit rate is only 

15.5 percent, the EPI coverage is low, with measles the lowest at 32 percent 

for children nine to 11 months, and only 12 percent of children are covered by 

growth monitoring (NPC/UNICEF, 1996). While under-utilisation is a product 

of potential health-users' lack of awareness and easy access, it is also a 

product of their low confidence in health services, due in large part to the 

inadequate management of these services and the poor availability of 

essential drugs. Incomplete mobilisation and the lack of training and 

motivation of village level health workers, including TBAs and FCHVs, also 

contribute to the problem. 

The use of health services is being addressed by HMG/N's Community 

Drugs Programme (COP). By involving community members in the 

management of community health services and by strengthening the 

collaboration of government institutions to support the programme at both 

district and community levels, the programme intends to ensure the local 

availability of essential drugs, improve the performance of health facilities, and 

increase their impact at the household level. In support of these activities, 

efforts are being made to bring health care into the home, by providing 

increased training of and support to front-line health workers and by helping 

communities identify their own health needs. In this way, it is intended that 

public confidence in health services will grow and health-seeking behaviour 

will increase. 

A review of recent annual budgets shows that the actual percentage of 

the national budget spent on health is an average of 3.52 percent per year. 

However, of the total health budget, 70.7 percent has been allocated to 

primary health care activity (HMG/MOHIWHO, 1990). Human resources in the 

health sector are a top priority for future development of the primary health 

care system in Nepal. Over the years, His Majesty's Government has 

developed and implemented several types of community-based health 

personnel approaches in attempts to bring basic health services to rural 

women and children. Such persons now include Auxiliary Nurse Midwives 

(ANMs), Village Health Workers, Community Health Leaders, Maternal and 
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Child Health Workers (MCHWs), Female Community Health Volunteers and 

Traditional Birth Attendants. 

3.1 Doctors 

The total number of practising doctors as reported in the Economic 

Survey of 1993/94 stands at 1,497, a national average of one doctor for 

12,611 people. However, it is estimated that 60 percent are working in the 

Kathmandu Valley. Thus, outside the Kathmandu Valley, the average is one 

doctor for 52,456 people (UNDP, 1998a). 

As the population of Nepal will reach 30 million even by a conservative 

estimate by the year 2010, the ratio of medical and more importantly 

paramedical staff ratios in the total population needs serious re-examination. 

Most notable is the present national capacity for health personnel training, 

which needs considerable strengthening in order to have all the necessary 

health staff at all levels by the year 2005. 

3.2 Nurses 

Nurses are trained in different campuses throughout the Kingdom. Their 

training includes a substantial community and midwifery component, which 

equips them to undertake a variety of roles. At present, there is a shortage of 

nurses in hospital posts and very few of the established public health nurse 

posts are filled. The Economic Survey of 1993/94 reports that there are 2,999 

practising nurses. This figure puts the ratio of nurses to the population at 1: 

6,295. 

3.3 Auxiliary Nurse Midwives (ANM) 

The ANM is the key worker for women at the Health Post level. ANMs 

are the most important and appropriately qualified personnel for implementing 

MCH activities at the Health Post and are often the only women present. 

There are 2,126 ANMs working under the Ministry of Health (MOH, 1995). 

However, many Health Posts still lack ANMs. One attempt to fill this gap has 

been to train and appoint MCHWs to Health Posts where there are few or no 

ANMs. 
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In baseline surveys conducted by the Division of Nursing, it has been 

found that although 43 percent of Health Posts had vacant ANM posts, over 

75 percent were providing some type of MCH service. Most Health Posts 

cannot handle complicated deliveries (breech birth, septic infection, prolonged 

labour or neonatal tetanus) and have to refer clients to the district or zonal 

hospitals. It should be noted that ANMs who are to provide fundamental 

maternal health care are not permitted to do so. Their effectiveness is 

consequently reduced in the absence of reliable referral networks. Hospitals 

usually have ANMs, at an average of five per hospital (UNICEF, 1996a). 

3.4. Maternal and Child Health Workers 

MCHWs are recruited from the area where they are to work, and 

undergo 90 days of training in all aspects of basic maternal and child health 

care. There is provision for one MCHW per Sub-Health Post. As of this time 

(end of 2001), over 2,500 MCHWs have been trained and assigned to SHPs. 

3.5. Vii/age Health Workers 

The Village Health Worker is selected from the community served by 

the Health Post or Sub-Health Post. VHWs are usually males, and are trained 

over 90 days in primary health care. The VHW is accountable to the HP or 

SHP In charge and preferably works within his or her own community or 

Village Development Committee. The number of VHWs was 4,015 as of 

1994/95. 

VHWs have to conduct household visits, provide basic treatment and 

medicines, make referrals when necessary and provide health education. 

Since 1988, VHWs have been trained in immunisation and now conduct 

immunisation outreach clinics. Each month, VHWs visit wards in their own 

seNice area to provide children with immunisations, including tetanus toxoid 

for women, motivate communities for family planning, identify and keep a 

record of pregnant women and all children under five, and teach the 

importance of birth spacing, ORT and immunisation. 

An important part of the VHW's work is co-ordinating health education 

and training, and supeNising Female Community Health Volunteers. In many 
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instances, many of the VHWs' tasks are performed by the FCHV, particularly 

maternal health care, and as most of the VHWs are male and for cultural 

reasons, they are less able to communicate with women about their health 

problems and needs. 

3.6. Female Community Health Volunteers 

Although they receive scant recognition and minimal support from the 

government, Female Community Health Volunteers are perhaps the most 

important health persons in the overall MOH service delivery strategy. With 

TBAs, they are the only health workers who provide routine direct contact at 

the family level. FCHVs are local women who are trained for a brief period of 

time and supervised by Health Post staff. Working with HP and SHP staff, the 

FCHV is expected to promote the utilisation of available health services and 

communicate basic knowledge of immunisation, family planning, ORT, 

nutrition, first aid and antenatal care at the family level, both in the home and 

through women's groups. FCHVs provide monthly reports to VHWs. Although 

FCHVs are considered the key to bringing primary health care services and 

information to the home, the programme has had mixed success. FCHVs are 

not paid for their services, only receiving remuneration for their yearly 

refresher training. Recently this training, and the remuneration, have been 

reduced. This, in combination with lack of support from the HP and SHP level, 

including provision of essential drugs for their drug kits, has significantly 

reduced the motivation of many FCHVs. 

3.7. Traditional Birth Attendants 

Traditional Birth Attendants are the frontline health workers directed at 

women in the perinatal period. They promote the utilisation of maternal health 

services, provide information on maternal health and nutrition, breastfeeding 

and complementary feeding, and assist in the delivery of infants. They are 

trained to recognise signs of future obstetric difficulties in pregnant women 

and refer them to trained health workers and hospitals. They promote safe, 

clean childbirth and the use of Safe Home Delivery Kits to ensure hygienic 

birthing. 
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As of 1991, the Division of Nursing had trained over 4,500 TBAs in 28 

districts. In 1994/95, there were 11,179 trained TBAs. TBAs are trained and 

mobilised in 36 of Nepal's 75 districts. Periodic assessments of TBA activities 

indicate a positive impact. The new health policy states that the number of 

TBAs is to be increased to the ratio of one TBA per 1,000 population. A total of 

22,000 trained TBAs are required nation-wide. The objective of the TBA 

programme is to provide basic training to 10,000 and refresher training to 

12,000 TBAs to ensure the availability of at least one trained TBA within a two

hour walk of all women of reproductive age. The target is set at one TBA per 

220 deliveries in the mountains, one TBA per 40 deliveries in the hills, and one 

TBA per 60 deliveries in the Terai (MOH, 2000). 

3.8. Traditional Healers 

A 1980 study estimated the number of traditional healers in the country 

at between 400,000 and 800,000 (Shrestha and Lediard, 1990). A more recent 

survey, conducted for UNICEF in the three districts of Nuwakot, Dati and 

Kanchanpur, showed that the majority of the clients who visited Health Posts 

had first consulted a traditional healer. In Doti district, the figure was 73.3 

percent, in Kanchanpur 71.9 percent and in Nuwakot 54.8 percent. Numerous 

other studies have borne out the importance of the traditional healer as the 

first point of contact for most ru ral Nepalis for both minor and major illnesses 

(Uprety and Simkhada, 1992). Their advice is listened to, and their treatments 

are used. As yet, little use has been made of the healers by the formal health 

sector. 

4. Financing of Health 

Several internal and external funding agencies provide financing for 

health (ADB, 1994). The internal funding agencies consist of the government, 

private companies and private households. The external agencies consist of 

external development partners and donors inclusive of multilateral and 

bilateral agencies, as well as international non-governmental organisations 

and religious/philanthropic missions. In 1994/95, the total expenditure made by 

these agencies in the health sector amounted to Rs. 10.94 billion, equivalent 

to 5.3 percent of GDP ($ 1 = Rs 75). This level of health expenditure/GDP ratio 
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is substantially higher than in Bangladesh and Pakistan. Among the South 

Asian countries, only India, which spends approximately 6 percent of its GOP 

on health, exceeds the ratio for Nepal (UNDP, 1998c). 

Households provide, by far, the largest share of the health expenditure 

funds, while the government, development partners and donors, and the profit

making private sector accounted for much smaller levels. For example, the 

total health expenditure of Rs 10.94 billion for 1994, households accounted for 

over 76 percent. Development partners and inter-national donors accounted 

for 14 percent, and the government for 10 percent. Within the government, the 

MOH accounted for over 90 percent of the public sector health expenditure. 

The remaining portion was allocated by the Ministry of Defence via the Army 

Hospital, by the Ministry of Home via the Police Hospital, and by the Ministry 

of Education via the Tribhuvan University's Institute of Medicine. 

4.1. Public expenditure 

As noted, the MOH administers over 90 percent of the health 

expenditure in the public sector. Between 1991/92 and 1998/99, it increased 

approximately four-fold at current prices and two-fold at real prices. MOH 

expenditure as a percent of the total national budget grew from 3.47 percent in 

1991/92 to approximately 6 in 1998/99. However, as a percent of GOP, this 

amount still accounts for slightly more than one percent only. 

4.2. External sources 

A large part of the country's development expenditure is met through 

international assistance. The health sector is no exception. International 

assistance to the health sector, as a proportion of total governmental 

expenditure on health, ranged from 36 percent in 1991/92 to 49 in 1998/99. 

However, of the total flow of international assistance in 1998/99, only 4 

percent was allocated to the health sector. 

4.3. Private enterprises 

The financial investment made by the private sector organisations, in 

recent years, has been substantial. The share of health services delivered by 
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the private sector through nursing homes and hospitals, particularly in the 

urban areas, has been growing. Illustratively, the private sector, which started 

with 2 nursing homes in 1985, comprised 45 functioning nursing homes in 

1996. The number of beds in the nursing homes also grew from 10 to 1126 

during this period. Many nursing homes are well equipped. It is estimated that 

4-5 thousand sick persons receive medical services a day in the outpatient 

departments of private nursing homes (MOH, 1996b). No attempt has yet 

been made to estimate the expenditures made by the private manufacturing 

establishments in the health sector. A preliminary survey carried out by the 

ADS in three districts, however, shows that these establishments make 

significant investments in drug and equipment manufacture. 

Except for the manufacturing sub-sector, health benefits arising out of 

the private sector investments are very largely limited to the middle and upper 

income group residents in the urban areas. Further, they are exclusively 

concentrated in the provision of curative and specialised services. Some such 

enterprises, some nursing homes in particular, are motivated by short-term 

financial benefits accruing out of governmental incentives - which provide for 

preferential import customs duties - to such enterprises. 

4.4. Non-governmental organisations 

The financial contribution made by the International Non-governmental 

Organisations (INGOs) and NGOs in the health sector is often under-reported. 

A recent survey shows that 18 INGOs spent a total of Rs. 386.02 million in 

1994/95 on health-related activities. Of the 18 INGOs, 10 are working in 

primary health care activities in different parts of the country (UNDP, 1998a). 

Such activities range from primary health care to child survival, family 

planning, reproductive health services, AIDS and STD control and eye care. In 

addition, according to a case study, 32 NGOs spent a total of Rs. 284.67 

million on health-related activities in 1994/95. Among the NGOs, the Nepal 

Red Cross Society contributed the largest amount, followed by the Family 

Planning Association of Nepal. 

5. Organisation of Health System 
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Multiple health and medical systems coexist simultaneously and 

sometimes uneasily in the country. Such systems, for the present purpose, 

can be divided into four broad categories: the home-based system, the 

traditional faith healing-based system, the ayurvedic, homeopathic and unani 

systems, and the modern allopathic system (see details in following heading). 

The allopathic system has been ascendant for the last several decades, not 

the least because much of the state as well as market support is concentrated 

in its favour. The other three receive minuscule state support. The home

based and traditional faith healing systems receive little direct support from the 

state, but efforts at linking them with the public health system have been made 

in the last 15 years. Such efforts, nonetheless, have been peripheral and 

lukewarm. 

5.1. Home-based system 

The primacy of the household extends to the domain of health and 

medication. Almost all households, at least at the initial stage of sickness, 

utilise the fairly wide stock of intergenerationally transmitted as well as newly 

acquired knowledge and practices of healing to nurse the sick back to good 

health. The localised nature of the society, limited access to, and relatively low 

quality of, public health institutions and the prohibitive costs of allopathic 

medicine and modern health services also force most households to rely on 

home remedies which span from divination to faith healing and the use of local 

herbs. Increasingly, they also involve the use of off-the-counter allopathic 

drugs, which remain almost completely unregulated. 

5.2. Faith healing 

In general, the failure of home remedy to cure the sick invites 

intervention from community-level healers. Such healers base their treatment 

on an intimate knowledge of the sick person and the latter's physical and 

social niche assurance, divination/ancestor invocation and herbal remedies. 

Healers often specialise in particular techniques and which specialist is 

consulted is a function of illness itself (Stone, 1976). The number of such 

healers is very large, which can itself be taken as an indication of the 

legitimacy of the system. One study estimated the number of various 
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categories of local faith healers at 400,000 to 800,000 (Shrestha and Lediard 

1990, cited in UNICEF 1992b), which roughly translates to one faith healer for 

every six households. The significant role of local healers has been widely 

noted (Pandey, 1980; Blustain, 1976; Wake, 1976; Uprety and Simkhada, 

1992). The majority of the sick persons in the rural areas who eventually visit 

the allopathy-dominant health posts had first consulted a traditional healer 

(UNICEF, 1992a). The majority of the women in the central region utilise the 

services of local traditional birth attendants (Reissland and Burghart, 1989), 

partly because women there prefer to deliver a baby at home. 

5.3. Ayurvedic, Homeopathic and Unani systems 

The ayurvedic system of healing has been practised in South Asia 

since ancient times. It bases itself on a well-developed system of the 

physiological characteristics of the sick person, symptoms of sickness and 

detailed pharmacological knowledge of herbs and their processing techniques. 

The herbal treatments that households and local healers perform are often 

borrowed from the ayurvedic system. This system, therefore, has a wide 

reach. Most ayurvedic healers work within the private domain. In addition, the 

system is also supported publicly. Ayurvedic healing in the public sector is 

performed through one central ayurvedic hospital with 50 beds, one 15-bed 

zonal hospital, 172 dispensaries in 55 districts, and a central drug 

manufacturing unit (MOH, 1997). 

Homeopathy was introduced Nepal as early as 1920 as a natural 

healing system. Homeopathic healing is largely a private sector initiative which 

encompasses approximately 500 practitioners and 100 clinics (MOH, 1997)< 

Within the public sector, there is only one homeopathic facility with 

hospitalisation facilities for six patients. The unani healing system, which 

provides preventive, promotive and curative services, has an extremely limited 

reach. In addition, the Tibetan healing system and naturopathy are also 

practised in selected areas of the country_ 

5.4. Allopathic system 
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Nepal embarked upon implementing a modern, allopathic public health 

system at the end of the 19th century when the Bir Hospital was established in 

Kathmandu. Vaccination against smallpox was available after the First World 

War (Kansakar 1981, cited in Shah 1987). By 1955, there were 34 small-scale 

allopathic hospitals with a total of 623 beds and 24 dispensaries. In addition, 

63 ayurvedic dispensaries had been established (Pandey, 1980). Nearly one

half of all services delivered through these institutions were concentrated in 

the Kathmandu Valley (Shah, 1987). 

Organised, national-level, public efforts at the development of modern 

health services started in the mid-1950s (Pant and Acharya 1988; Shah 1987; 

Pandey, 1980). A large-scale malaria control programme was launched in 

1955; the leprosy and tuberculosis control projects were initiated in 1966; the 

smallpox eradication programme was launched in 1968; and a family planning 

and maternal and child health board was established in 1968 (CBS, 1989). In 

1971, the division of basic health services was formed within the Department 

of Health to provide basic health services to the maximum number of people 

(Justice, 1986). Small-scale public hospitals were established at various 

regional and district centres. In 1977, the successful smallpox project was 

converted to the expanded programme for immunisation. Other vertical 

programmes such as the nutrition support and diarrhoeal disease control 

programmes were integrated with EPI in 1980 (World Bank, 1989). Private and 

INGO initiatives also led to the establishment of rural health posts, clinics, 

hospitals and drug retail outlets. One teaching hospital was also established 

within the public sector. Public health offices were established in all of the 

districts. 

Significant steps were taken by successive governments to expand the 

public health network at various levels. Of particular salience were two policy 

decisions taken in the mid '80s and the early '90s. The first policy led to the 

formation of a cadre of community-based women volunteer health workers. At 

present they number more than 42,000. The level of their paramedical training 

is very low. But their achievements in terms of local sensitisation and referral 

are significant The other policy decision, currently in the final year of 

implementation, is related to extending the reach of public health institutions 
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right to the VDC level and the creation of an integrated institutional structure of 

public health. Implementation of this policy is leading to the establishment of 

community level sub-health posts in all VDCs in the country. Better equipped 

health posts, covering 6-8 VDCs, would cater to cases referred by the sub

health posts. Finally, a primary health centre, with a qualified doctor, would 

serve each of the 205 electoral constituencies, each of which comprises, on 

the average, 18-20 VDCs. 

The large-scale expansion of the public health infrastructure, however, 

has not paid off in terms of the commensurably improved coverage and quality 

of health services. Most public health institutions are still ill equipped. The 

annual drug rations allocated to health posts are adequate for only 3-6 

months. A rational drug dispensing policy at the patient level is not in sight 

either. Medical personnel often remain absent from the rural-based sub-health 

posts and health posts, and even from regional and district hospitals. Thus, in 

a 1995 survey of 10 districts, out of the 94 positions of doctors sanctioned, 

those on duty were only 28. Similarly, out of the 117 positions of nurses 

sanctioned, only 42 were on duty. Also, of the 18 positions for laboratory 

technicians sanctioned, only 12 were on duty (MOH, 1996b). The scale of 

training and re-training programmes for the medical and paramedical 

personnel is inadequate at the same time that the training programmes are 

much too costly. Equally significantly, there is little interaction and linkage 

between the public health institutions and local representative and other 

community-level bodies. Such linkages are generally not mandated in public 

health policies. 

Qualitatively, the hospital situation has not improved either. District 

hospitals, which are supposed to have three physicians each, are often short 

of doctors as well as other categories of health personnel. Doctors assigned to 

these hospitals are often quite young and inexperienced. In 11 of the 75 

districts, there are no hospital services at all. There are very few obstetricians 

or surgeons in district hospitals. Overall, district hospitals are understaffed, 

especially for dealing with emergency maternal and neonatal health care. 
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Hospitals have inadequate service facilities to meet the needs of the 

rural population. In a survey of five hospitals in the districts where TBA training 

had been conducted, only the zonal hospital (located in one of the five 

districts) could perform caesarean sections or provide blood transfusions. 

Emergency obstetric services were lacking. Most of the hospitals surveyed 

could handle anaemia and toxaemia, but not neonatal tetanus or septic 

infections. None of the five hospitals had an incubator and not one could 

handle severely low birth weight or premature new-borns. District hospitals 

had an average of only two to three beds for labour and postpartum recovery. 

Currently, there are 775 Health Posts in Nepal, mostly located at the 

sub-district levels with a total number of 4,028 Village Health Workers, of 

which only ten to 20 percent are women. A fully staffed Health Post should 

have the following personnel to carry out' primary' health care, including MCH, 

services: one Health Post In-charge; two Auxiliary Health Workers; two 

Auxiliary Nurse Midwives; one to two MCH Workers; and seven to 12 Village 

Health Workers. Usually, one Village Health Worker is assigned to one Village 

Development Committee. 

In accordance with the National Health Policy of HMG/N, one Sub

Health Posts in each VDC has to establish by 1997. A total of 2,597 have 

been established to date (End of 2000). These Sub-Health Post provides 

Basic primary health care services. These services include immunisation, 

family planning, maternal and child health care, and education on health, 

environment, nutrition and sanitation. Each Sub-Health Post is staffed by a 

Village Health Worker (VHW), an Auxiliary Health Worker (AHW), and a 

Maternity and Child Health Worker (MCHW). Sub-Health Posts provide 

support for village-level FCHVs and TBAs. 

It is the intention of the National Health Policy to upgrade 205 Health 

Posts throughout the country to Primary Health Centres (PHCs), to serve as 

an intermediate health delivery station between the hospital and the Health 

Post, primarily to manage matern ity and emergency cases. PHCs are staffed 

by one medical doctor, one Health Assistant and three Village' Health 

Workers. At present, there are 83 PHCs operating in the country (MOH, 1999), 
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6. Gender Issues in Nepal 

Issues on trafficking cannot be understood without understanding 

gender issues in Nepal. With the exception of certain ethnic communities of 

the Tibeto-Burman group, Nepali society is predominantly patriarchal, 

governed by Hinduism as a strong ideological force. All aspects of the growth 

and development of the child, both male and female, are shaped by a social 

structure value system informed by patriarchal traditions. Even among the 

Tibeto-Burman communities, an increasing trend towards the adoption of 

Hindu values and norms is noticeable among upwardly mobile groups. 

Nepal is a country with a very high incidence of son preference (RIDA, 

1991). Sons are economic insurance against the insecurities of old age, they 

virtually open the gateway to heaven by performing the death rites for their 

parents, and they carryon the family name and legacy. Daughters, however, 

are to given away in marriage, to care for their husband's parents and protect 

their husbands' property. In the consideration of many parents, daughter's' 

economic value is restricted to their childhood years, and investments in their 

future, as education and often health care, are poor investments. A popular 

saying in rural areas: "To have girl is like watering a neighbour's tree. You 

have the trouble and expense of nurturing the plant, but the profit goes to 

somebody else." Thus, if a girl baby survives until early childhood, the peril of 

neglect faces her. Although receiving the same care and nutrition as boys 

when infants, older girls often receive less health care and less food, resulting 

in higher mortality, and morbidity rates than boys. In middle and late 

childhood, they assume a large share of domestic responsibilities, including 

sibling care, often to the detriment of their education and social participation. 

As adolescents, Nepali girl children face early marriage and pregnancy 

(as described in earlier section). Combined with poor health and inadequate 

perinatal practices, they face a high risk of health complications following birth, 

and subsequent mortality. Their nutritional deficiencies may have effects on 

their children, resulting in the female infants' low weight birth, disabilities or 

death. As they grow older, repeated pregnancies, anaemia, continued 

malnutrition and excessive workload can result in early death, and Nepal is 
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one of the few countries in which women's average lifespan is shorter than 

men's (MOH, 1991). 

6.1. Socialisation Patterns of the Male and Female Child 

The socialization patterns in Nepali society are such that young boys 

are prepared for the world of productive work and decision-making, while girls 

are trained to be housewives, mothers and service-providers. From a very 

young age, it is instilled into girls' minds that their duty lies in providing 

services to their family, first their own, then their husbands'. Boys' and girls' 

tasks are quite distinct in Nepali society, and boys, while helping with their 

fathers' work, seldom participate in household tasks (UNICEF, 1996a). 

Confidence and self-esteem are not cultivated during the socialisation 

of girl children. The portrayal and practice of self-denial, self-effacement, 

gentleness, sacrifice, unassertiveness and other "feminine" qualities are 

encouraged in their upbringing. Decision-making, strength of expression, 

opinion-formation and assertion of their needs and interests are implicitly 

discouraged in the socialisation process. In terms of social interaction, girls are 

for the most part confined to the "inside world" of the home. They have little 

contact with males outside their family or females outside their community, 

and lack access to the "outside world" of information, knowledge and 

resources. Although not the case among all of Nepal's ethnic communities, 

open and frank discussions between young daughters, mothers and senior 

women regarding menstruation, sex and pregnancy are not the normal rule in 

traditional Nepali households. Girls often learn the facts of life from their peers 

and may be embarrassed to talk about their concerns with older women. 

Adolescent girls have little access to health education or medical services to 

deal with their problems, and virtually no access to sex education, While 

adolescent boys also lack access to sex education, their relative social 

freedom relieves them of many of the adolescent anxieties that girls undergo. 

6,2. Women in work 

A recent assessment of the major changes in women's lives in Nepal 

over the past decade has shown that despite higher attainments of literacy, 
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social mobility and awareness, women still remain confined to the roles 

prescribed by Nepal's traditionally patriarchal social, economic, political and 

legal frameworks (Shtri Shakti, 1995). Since the early 1980s, it has been 

urged in several quarters that women in Nepal are vital contributors to the 

domestic, and thus the national, economy (Acharya and Bennett, 1981). Their 

access to knowledge, skills, resources, opportunities and power, however, 

remains low. The adult female literacy rate (23 percent) is much lower than the 

adult male literacy rate (57 percent) (HMG/NPC/UNICEF, 1995). Net 

enrolment of girls in primary school (61.37 percent) is lower than that of boys 

(80.38 percent), and their drop-out rates are much higher. Only one-fourth of 

females over six years of age are literate as compared to 55 percent literacy 

among mates over six years (HMG/NPC/UNICEF, 1995). These data indicate 

not only restriction of the basic rights of women, but diminishment of their 

capacity to fully perform their role as caregivers. Women's average work 

burden has increased slightly over the past twelve years, from 10.8 hours per 

day in 1981 (Acharya and Bennett, 1981) to a 1995 average of 10.9 hours 

(Shtri Shakti, 1995). Men's average work burden presently is 7.8 hours per 

day, 3.1 hours lower than that of women. 

While women's day-to-day work burden is increasing, changes in its 

composition are also noted. Women today participate more in agriculture and, 

to a small extent, more in outside employment. The percentage of the female 

labour force in agriculture has increased considerably, from 30.4 percent in 

1971 to 45 percent in 1991 (Shtri Shakti,1995). Over the past 15 years, 

women's participation in economic activities has moved beyond agriculture 

into the local market economy. Their participation in the informal sector has 

increased significantly in both urban and rural areas. Vending, petty trade, 

liquor making and vegetable selling are some of the more common 

employment ventures. 

There are an increasing number of women entering the labour market 

in the formal manufacturing sector due to economic necessity. They are 

primarily concentrated in low-skilled, menial and repetitive jobs, which may be 

looked upon as extensions of their household activities. Even in the textile and 
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carpet industries, women are paid relatively lower wages than men and kept at 

unskilled levels. 

Approximately 82 percent of women working outside the domestic 

sphere are self-employed and 12 percent are wage-employed, as compared to 

69 percent and 27 percent in the case of men (CBS, 1991). More than 4 

percent of them are unpaid family workers, the only status where women have 

outnumbered men. Less than I percent of working women hold the status of 

"employer". 

The 1981 Status of Women in Nepal study showed a strong relationship 

between women's level of input in the outside economy and decision-making 

processes within the household (Acharya and Bennett, 1981). However, the 

1995 study mentioned above revealed a downward trend in decision-making 

for women, despite an improvement in household income as a result of 

development interventions such as credit facilities, subsidy programmes and 

water systems (Shtri Shakti, 1995). 

While outside employment adds to household incomes, it does not 

necessarily mean an improvement in women's lives or in their capacity to care 

for children. Women may not have control over household monies, which may 

be used by men for other than family support. Home alternative employment, 

such as a raising cash crops or milk from buffaloes, may increase the 

workload of women, depriving them of time needed for tasks directly related to 

child care, such as kitchen gardening or administering to illnesses, resulting in 

the lowered nutrition and health of their children. 

6.3. Women in the Family Environment 

Broadly, two types of family system prevail in Nepal: the joint family and 

the nuclear family. Large, extended families appear to be the norm among 

larger landholders and high-caste orthodox Hindus, the Newar of the 

Kathmandu Valley, and several ethnic groups of the Terai. In the hills and 

mountains, families are usually smaller, often only parents with their married 

sons and their families. 
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In the past, the agro-economy of the country has played a major role in 

maintaining the joint family system. There is an increasing trend, however, for 

families to split into nuclear units as landholdings are increasingly fragmented 

and incapable of supporting large numbers of family members. The nuclear 

family is also becoming more popular in urban areas, bringing with it problems 

concerning childcare and protection. With some exceptions in urban 

communities, the distinction between extended and nuclear families is very 

relative, as the term refers only to household residence. In most cases, 

extended family members live in close proximity, sharing many household and 

agricultural tasks. 

In the traditional Hindu family structure, age and sex are the main 

ordering principles in family hierarchy. The male is accorded superiority over 

the female and the elder over the younger. According to custom, the eldest 

male has authority and control over all other members of the family, and since 

only males can ensure the continuity of their lineage, they enjoy primary rights 

over paternal inheritance. Females serve as links among patrilineal groups 

and assist in perpetuating the family lines. 

Expressed Hindu tradition, however, belies some important elements in 

the Nepali family system. Hindu marriage tradition in Nepal is primarily 

patrilocal, and sons generally care for their parents in their home in old age. 

While authority and control is ostensibly vested in the eldest male, in reality it 

often lies with the mother of the sons, who frequently exercises firm control 

over household tasks, household resources and the activities of the sons' 

wives. The "mother-in-law", as well, is often the perpetuator of traditions and 

practices, which discriminate against younger women and girls. She can be a 

major decision-maker regarding her sons' marriage partners, the dispensing of 

her husband's property and the education of family members. To date, this 

family figure has received insufficient attention in research and in the 

implementation of activities at the family level. 

Among Tibeto-Burman communities such as the Sherpa and the 

Gurung, the kinship patterns more flexible. In these societies, women 
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accorded more decision-making power, have more access to resources and 

property, and more likely to conduct business on their behalf. 

It is generally considered that in most families, women have 

considerably less access and control over family resources than men. While it 

has been reasonably ascertained women have less control over money, the 

extent to which women have control over family resources, such as food, 

seeds, household goods, firewood and water, is not clearly known. It be 

supposed that, considering women's labour obligations regarding these 

resources, they some, and in some cases total, control. 

At present, there is insufficient data to clearly understand the extent of 

women's decision-making power within the home. While it is generally agreed 

that women have less decision-making power per se, it is unknown to what 

extent women have total, zero or shared decision-making power with their 

husbands and parents-in-law regarding their boy or girl children being taken to 

health services, provided education, set to household tasks, reprimanded, 

married, provided money or given recreation. It is also unknown to what extent 

women have decision-making power over their own fertility, their own access 

to health services or education, their participation or their own workloads. It is 

not known to what extent women have decision-making power over their 

husbands' activities, including recreation, planting of crops and travel, or what 

roles parents-in-law, brothers, children and other family and community 

members play in family decision-making processes. Similarly, very little is 

presently known about child care-giving patterns in the home. The collection of 

data and the formation of general conclusions are confounded by the 

likelihood of radically different care-giving patterns among Nepal's many 

different ethnic groups. While it is clear that women and girl children perform 

the majority of basic child care tasks, such as feeding, carrying, watching and 

cleaning young children, little is known about the teaching and stimulating 

aspects of child care in the Nepali home. Songs, stories and learning games 

for children, both from the parents and from other children, in different ethnic 

communities need to be studied. This information will provide the foundation 

for increasing caregivers' awareness and skills in childcare within the Nepali 

cultural context. 
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It is generally presumed that men participate very little, if at all, in the 

care of their children. However, these presumptions are based primarily on 

observations of family life during daytime working hours, and no known 

research has been conducted on men's interaction with their children in the 

confines of their homes. Various studies over the years have clearly indicated 

that children share a major portion of the household burden, especially in rural 

Nepal. The study revealed that domestic work, including child care, constitutes 

70 percent of the total work burden of both sexes in the six-to-nine age group 

and over 50 percent in the ten-to-14 age group at all poverty levels and in all 

regions of the country. A 1990 study revealed that the workload of out-of~ 

school girls aged six to nine years averages seven hours per day, and the 

workload of out-of-school girls aged ten to 14 averages 9.5 hours per day 

(RIDA, 1991). 

It has been found that the work of boys is directly related to the work of 

older males in the household. Under 14, boys perform functions such as taking 

the livestock to the forests, collecting fodder and animal bedding, and helping 

to carry in logs and firewood. Over 14, they take on the full agricultural work of 

males, such as ploughing, digging and chopping logs. They are little or not at 

all involved in fetching water, cleaning, washing clothes and caring for 

children, which are delegated to girl children. The extra work burden of girls 

compared with that of boys lies in household chores such as helping with 

cooking, washing dishes, looking after younger siblings and fetching water. 

The 1990 study found that for girls of the six-to-nine age group, child care 

accounts for about half of the domestic work burden. It is only after the age of 

about 12 that girls take on the full agricultural tasks of their mothers and other 

women in the household. 

The volume of work varies considerably between children who do or do 

not go to school. Although recent data are unavailable, the 1990 study 

mentioned above noted that out-of-school children, both boys and girls, work 

two to three times as long as those who go to school. Given the disparity 

between the number of boy and girl children attending school, far more girl 

children nationwide perform domestic labour than boy children do. Home work 

obligations and traditional attitudes are not the only factors that keep children 
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from attending school. Changes in family livelihood strategies, including 

agricultural peak seasons, out-migration of household members, environment

related hardships and parents' work changes, also appear to affect children's 

schooling, particularly that of girls. 

Due to resource constraints, or simply the desire for additional income, 

children are increasingly sent to urban areas to work. The prevalence and the 

proportion of boy and girl children are unknown. A study (UNICEF, 1996a) 

noted that among the "wealthy" Tamang community in Sindhuli District, 

daughters are often sent to work in urban carpet factories rather than to 

school. In indebted families, children often work in the homes and fields of the 

creditors, or in the urban homes of the creditors' extended families. Again, the 

prevalence and the proportion of boy and girt children in this situation are 

unknown at this time. 

Over the past decade, there have been considerable attitudinal 

changes in many communities' towards sending girls to school, and the value 

of education for girls has been amply stressed. However, family wealth, 

women's workload and the need for girl's labour remain important factors in 

determining the number of girls who can go to school, and often prevail 

despite attitudinal changes. Similar factors influence boys' attendance at 

school. 

The general trend today is that a girl child is sent to school as long as 

there are sufficient resources in the family, but the moment resource 

constraints set in, the first casualty is the girl child's education. Undoubtedly, 

therefore, girl children in families in the lower economic strata have fewer 

opportunities to complete primary education, and even if they do, their 

chances of going beyond secondary level are minimal. Early marriage and 

consequent movement to the husbands' household is a factor that obstructs 

girls' education at the secondary level. 

There is a marked difference between urban and rural areas as to the 

relative amount of education considered desirable for girls as described 

earlier. In urban areas, girls' education is generally considered important, 

especially among the wealthier classes. In rural areas, however, the reason 
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most often given by parents for girls receiving less education than boys is that 

it is difficult to find husbands for highly-educated girls (Shtri Shakti, 1995). It is 

notable that in 1981, the predominant reason given for not educating girls or 

educating them less was because they were needed for household or field 

work. 

6.4. Women in the National Environment 

Despite the momentum gained in women's political access after the 

adoption of a new Constitution in 1990, the participation of women in various 

spheres of public life, both within the government and outside, has been 

relatively minimal. The Constitution has made provisions for 5 percent of all 

candidates running for Parliament to be women, and there is a special 

provision for nominating three women to the Upper House. 

The traditional norm that politics are inappropriate for women remains 

deeply rooted. In the 1991 general elections, 82 women contested (6.1 

percent) out of a total of 1,345 candidates. Of the 205 members elected, only 

seven (3.4 percent) were women and three were nominated to the Upper 

House. In the Mid-term elections in 1994, only eight women won seats to the 

Lower House. In the local-level elections in 1991, only 0.33 percent of the 

candidates for District Development Committee membership were women. For 

Village and Town Development Committee elections, the number of female 

candidates was 956 out of 102,502, out of whom only 241 women (0.55 

percent) were elected. 

During the Interim Government, set up before the promulgation of the 

new Constitution, there was one female minister. In the following Nepali 

Congress government, there was also one woman minister, holding the 

portfolio of Agriculture and Forestry. Women's representation in the judiciary is 

comparatively low in Nepal, with very few women currently in the legal 

profession. In the diplomatic corps, so far only one woman has been 

appointed as a Nepal ambassador abroad. With regard to women's access to 

decision-making processes in the higher levels of the bureaucracy, until very 

recently there were no women at the highest level, officers of the "Special 

Class". Two notable exceptions are the recent appointees as Special Class 
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Secretaries in the Ministry of Women and Social Welfare and the judicial 

Service. At the lower levels, there are indications of increasing participation of 

women as officers in public administration: from 4.2 percent in 1971 to 6,6 

percent in 1981, to 9.3 percent in 1991. In selected government agencies and 

semi-government corporations, the overall percentage of female personnel 

has increased from 8.9 per cent in 1978 to 11.7 percent in 1993, although the 

heaviest concentration of women is at the level of non-gazetted officer 

(UNICEF, 1996a). 

The Ninth Plan does reflect such concerns for gender equality. The 

problem, however, from past experience seems to be in the implementation. In 

this contest, Participatory District Development Programme (POOP) provides 

an excellent opportunity to operationalize Sustainable Human Development 

(SHD) policies in Nepal in practical terms. The objective of the POOP is to 

assist HMG/N through NPC, and the local authorities (DDCNDC) to 

implement policies and practices to empower the rural people of, to enlarge 

their choice and opportunities to participate in decisions that effect their lives 

and their capacities to mobilise resources for poverty alleviation. 

7. Law and Policy related to trafficking 

Although government policy does not necessarily determine the field 

realities of NGO programs, it does determine the environment within which the 

donors and NGOs operate. In order to define the policy environment, national 

policy and domestic laws on trafficking in Nepal need to be analysed. The first 

domestic law specifically targeting trafficking in Nepal is the Traffic in Human 

(Control) Act in 1986. The New Mu/uki Ain (Code of Law of the Land) dating 

from 1964 already outlawed taking persons across the Nepal border for the 

purpose of selling them, although it did not use the term "trafficking." In 

addition, the 1964 code outlawed slavery, bonded labour, and separating 

minors from their guardians without consent. 

The 1986 Traffic in Human (Control) Act replaced the New Muluki Ain 

for issues relating to the control of trafficking. It is widely considered to be 

ineffective due to a combination of factors, including the complex and lengthy 

legal procedures required for prosecution under the law and lack of political 
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and judiciary will to enforce it. It is considered one of the most poorly enforced 

acts in Nepal (CeLRRd, 2000). 

Governments of the South Asian region have acknowledged the 

problem of trafficking of women and girls under combined pressure from 

international organisations and civil society groups, and have demonstrated 

varying degrees of commitment at national and regional levels to combat the 

problem. Countries of origin, such as Nepal and Bangladesh, have exhibited 

greater proactive initiative to address the issue as compared to their 

neighbours in the region. 

Mounting concerns over the trafficking of women and girls in Nepal 

have spurred considerable activity to address the problem. Several anti

trafficking interventions are underway in the country. In 1998, the HMG/N 

Ministry of Women, Children and Social Welfare (MOWCSW) with support 

from the International Programme on the Elimination of Child Labour and the 

International Labour Organisation (ILO-IPEC), developed a comprehensive 

thirteen-point strategy for the prevention of trafficking. HMG/N has also 

initiated steps to address the problems of gender discrimination, violation of 

child rights, and increased out migration. MOWCSW has hosted several 

consultative workshops on trafficking and actively provided a forum for 

national and international NGOs, government organisations, community-based 

organisations, policy-makers, women's groups, and members of the civil 

society. The United Nations Children's Fund (UNICEF) and the United States 

Agency for International Development (USAID) have provided support to 

several organisations, including the Department of Police, to intensify their 

anti-trafficking initiatives. HMG/N has ratified several United Nations 

Conventions that deal, directly or indirectly, with the issue of trafficking. 

Recently, rising concern about the trafficking of Nepali women and 

children has inspired criticism of national and local level political apathy on the 

issue, and the chronic lack of law enforcement and political will to address this 

problem. While the government has expressed a commitment to gender and 

child rights issues, most of these programs are conducted in isolation (UNDP 

1999). Although the government of Nepal has begun several concrete 

activities that address trafficking, most of the initiatives are still either in the 

planning stages or awaiting financial commitments from various donors. 

36 



The 1986 Traffic in Human (Control) Act, which is currently in effect, 

defines trafficking in Article 4 of the act as: "selling a person for any purpose; 

taking a person abroad with an intention of selling her/him; having a woman 

engage in prostitution by persuasion, enticement, deception, fraud or 

pressure, or to encourage anyone to be engaged in such acts; or making an 

attempt to commit or rendering assistance to commit such acts." This covers 

some of the components defined by the United Nations Special Rapporteur, 

including the concepts of transfer (sale), movement, and coercion, but does 

not require all of them to be present for an act to be considered trafficking. 

Selling persons for "any purpose" is included, whether or not it is associated 

with movement or travel. On the other hand, "taking a person abroad" with the 

intention of selling him/her is included, suggesting that when travel is involved 

in trafficking, it is international cross-border movement. 

In addition, the 1986 Act only addresses the outcomes of trafficking that 

relate to prostitution. "Encouraging" or "persuading" a woman to engage in 

prostitution is considered trafficking, even if it occurs with her full knowledge 

and consent, in her community of origin, and she is not held in forced labour or 

slavery-like conditions. Conversely, recruitment by deception for the purpose 

of bonded labour in carpet factories, circuses, or other types of employment is 

not covered under this act unless there is an explicit "sale." 

At the regional level, the current draft of the "8AARC Convention for 

Preventing and Combating Trafficking in Women and Children" defines 

trafficking as "moving, selling, buying, kidnapping or fraudulent marriage of 

women and children within or outside a country for monetary or other 

considerations with or without the consent of such person." This definition 

does not include exploitative labour conditions as a component of trafficking. 

In addition, it includes simple movement of persons for any consideration," 

even with their consent. Individual components of this definition are further 

discussed in the relevant sections and appendix 2. 

8. Policy on rescue and rehabilitation 

The MOWCSW consistently emphasises rescue and rehabilitation 

operations and income generation schemes in both the National Plan of Action 
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and in their proposed reform bill, although both approaches have been 

criticised for their ineffectiveness and paternalistic approach to trafficked 

persons and those vulnerable to trafficking (Bruce and Dwyer, 1989; Kabeer, 

1995; Tinker, 1990). 

Both the National Plan of Action and the proposed antHrafficking 

reform bill include provisions for the establishment of rehabilitation centres for 

victims of trafficking. The National Plan directs these services at "he/p/ess 

women who have been subjected to prostitution" or have been "rescued from 

a brothel. /I Neither the National Plan of Action nor the proposed anti-trafficking 

bill specifies the desired outcome or content of such programs or the duration 

of stay at such centres. Moreover, no provision is made for persons who may 

be rescued from trafficking for other purposes. 

9. Conclusions 

His Majesty's Government of Nepal has made considerable effort to 

develop policies and laws that specifically address the problem of trafficking. 

In addition, it has designated the Ministry of Women, Children, and Social 

Welfare as a clear focal point within the government for anti-trafficking 

initiatives and developed a National Policy and Plan of Action to control 

trafficking. 

However, current law and policy documents in Nepal and in the region 

are not based on a clear and consistent definition of trafficking that 

encompasses the entire process of recruitment, deception, transport, and 

exploitative labour conditions. The current law and policy in Nepal focuses on 

trafficking for the purpose of prostitution. By emphasising the endpoint, the 

violence and abuse of human rights that occurs during the process of 

trafficking for all purposes are not addressed. The MOWCSW proposed reform 

bill would take this one step further, effectively criminalizing prostitution, and 

thereby denying redress for women trafficked into prostitution. 

Anti-trafficking policy and laws that are proposed or are currently in 

effect impact negatively on women by denying access to services, housing, 

and redress under the law for women in sex work, and denying the right to 
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voluntary migration (with or without assistance). In addition, they do not 

specifically protect a trafficked person's rights during rescue, rehabilitation, 

and reintegration interventions. 
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CHAPTER THREE 

LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK 

1. Introduction 

The subject of trafficking in human beings has captured a lot of attention 

during the last few years from many interest groups. Trafficking is problematic 

in its nature and consequences, and trafficking has also assumed a major 

profile as a social problem, despite the inexactitude of the evidence. No studies 

on trafficking would be complete without mentioning general concepts and 

patterns of migration and prostitution. Therefore, this chapter seeks to clarify 

some of the debates concerning the definition, causes and effects of trafficking 

and consider strategies for addressing some of the causes and seeking to 

combat trafficking of women and children in Nepal. A number of, available and 

considered as important, study reports, seminar papers, books and articles are 

reviewed in this section. Information is scattered and scare and comprehensive 

reports are not available. Therefore, only certain aspects of the complex 

phenomena can be highlighted and limitations are identified at points where 

reliable material does not exist. 

The chapter will start by reviewing the defin ition of trafficking, its 

approaches and its relation with prostitution and migration. This will be followed 

by an analysis of the causes of trafficking and prostitution in global level, 

regional level (Asia) and local level (Nepal). Third section reviews literature on 

knowledge and health seeking behaviour of trafficked women and presents the 

care and support need for trafficked women. Finally, this chapter discuss on 

conceptual frameworks used in this study and points the weakness of the 

literature on trafficking and prostitution issues. 

2. Definition of trafficking 

Even after many years of discussion and creation of numerous laws, 

policies, and programmes designed to prevent trafficking, there is no 

international consensus on the definition of sex trafficking. The term has been 

used to describe a vast array of activities, including voluntary facilitated 

migration, voluntary prostitution, and forced labour in which sex work is only an 
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incidental feature. As trafficking in women is a very complex issue, bound up 

with various and often conflicting interests on behalf of states and NGOs, the 

definition becomes even more important. When outlining measures and 

policies to prevent trafficking, wording of the definition can make the difference 

between a law, policy or measure that assists the women involved and one 

that further victimises them. However, there is increasing recognition of 

trafficking as a dynamic concept, which encapsulates a process of recruitment 

(involving coercion and/or deception), transport, and exploitative labour 

conditions. 

For the purpose of this Thesis, I have adopted the definition proposed by 

the United Nations Special Rapporteur in a recent report to the United Nations 

Commission on Human Rights (Coomaraswamy, 2000): 

l'Trafficking in persons means the recruitment, transportation, 
purchase, sale, transfer, harbouring or receipt of persons by threat or 
use of violence, abduction, force, fraud, deception or coercion 
(including the abuse of authority), or debt bondage, for the purpose of 
placing or holding such person, whether for payor not, in forced labour 
or slavery-like practices, in a community other than the one in which 
such person lived at the time of the original act described. II 

In 1994, the UN defined trafficking as the: 

Illicit and clandestine movement of persons across national and 
international borders, largely from developing countries and some 
countries with economies in transition, with the end goal of forcing 
women and girl children into sexually or economically oppressive and 
economically oppressive and exploitative situations for the profit of 
recruiters, traffickers, such as forced domestic labour, false marriages, 
clandestine employment and false adoption. 

The United States government definition of trafficking is similar to the United 

Nation's definition as follows: 

liThe recruitment, transport, or sale of persons across international 
borders or within a country through fraud, coercion, or force for 
purposes of forced labour or services, including forced prostitution, 
domestic servitude, debt bondage, or other sla very-like 
practices. II(USAIO, 1999) 

What is common in all the definitions is the fact that trafficking is inducing 

another into prostitution by violence, or by threatening violence, or by using her 

or her authority (including parental) circumstance or misrepresentation, into 
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slavery-like situations. All these definitions recognise that trafficking takes 

place within countries, as well as across national borders. In addition, these 

definitions refer to "trafficked persons" without reference to age or gender. 

However, the United Nations definition more explicitly establishes a trafficking 

chain that includes both those persons at the beginning of the chain who 

recruit and/or sell the trafficked person, and those at the end of the chain who 

receive and/or purchase the person and hold him/her in forced labour or 

abusive conditions. It is the combination of both ends of the chain that makes 

trafficking a distinct violation. 

In case of minors there is a general agreement among the international 

community that the trafficking term applies whether a child was taken forcibly 

or voluntarily. Trafficking is distinguished from alien smuggling which involves 

the provision of a service, albeit illegal, to people who knowingly buy the 

service in order to get into a foreign country. 

3. Approaches to trafficking 

Though Trafficking has become an issue of international concern it is a 

multi-tiered issue as is seen by the fact that even in international discourse 

there are very divergent positions on the subject. Even now there is no 

internationally or even regionally accepted approach on trafficking. However, 

Wijers and Lap-Chew (1997) sheds some light on the issue by distinguishing 

between different approaches to trafficking and the strategies these imply: 

3.1. A Moral problem 

According to Ms Wijers this approach is the most used and sees 

trafficking in women and prostitution as an evil (inevitable or not) that should be 

controlled. Actions against trafficking within this approach aim at controlling 

and punishing the parties involved. Problematic with this approach is that 

women in prostitution risk punishment, which in turn leads to stigmatisation of 

the victims. 

3.2. A Criminal problem 
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The criminal approach aims at introducing heavier punishments, 

improving international police co-operation and other measures which enable a 

more effective prosecution of the offenders. This approach is not without risks 

as the interest of the women are subordinate to the interests of the 

prosecution. The criminal approach often hits back at the women themselves, 

being guilty of prostitution or illegal migration. 

3.3. A Migration problem 

In the migrant approach, trafficking is a problem of illegal migration and 

actions aimed at "keeping your women at home" such as stricter border 

control, supervision of mixed marriages. This approach reflects the interest of 

the state to be protected from undesirable aliens. 

3.4. A Human rights problem 

Treating trafficking in women as a human rights problem offers two 

ways of analysis: prostitution is per se a human rights violation and should be 

abolished. The other is that prostitution as such does not violate women's 

human rights, but the conditions women in prostitution live under, such as 

deceit, abuse, violence, debt-bondage, blackmail, deprivation of freedom of 

movement etc are the violation of human rights. 

3.4. A Public order problem 

This approach views trafficking in women and prostitution as a public 

order issue or a public health issue. Solutions are to increase control by 

introducing e.g. medical examination. 

3.5. A Labour issue problem 

With this approach, trafficking in women can be understood as the result 

of the poor legal and social position of women: as women, as workers and as 

migrants. This approach calls for labour opportunities and working rights: 

pensions, state benefits etc to women in prostitution. 

The approach determines what kind of strategies the state or NGO will 

employ to fight trafficking. These vary between on the one hand repressive 
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strategies, which aim at suppressing organised crime, illegal migration or 

prostitution and on the other strategies, which aim at supporting the women 

concerned and strengthening their rights (CATW, 1997). Both repressive and 

empowering strategies can be of value. However, Wijers (1997) warns of the 

dangers of mixing approaches and the interests of NGOs and the state 

respectively. The interests of the state and those of NGOs are often conflicting. 

The concern of the latter is to assist and protect the women involved whereas 

the former has great interest in restricting illegal migration and organised 

crime. Mixing approaches might lead to undesirable side effects for women 

e.g. restriction of women's freedom of movement or using women as witnesses 

for combating organised crime without allowing them the corresponding 

protection. 

Most of the organisations in the west such The Foundation Against 

Trafficking in Women in the Netherlands, CHANGE in UK and some others 

have a human rights approach where trafficking is treated as an issue of 

violence against women. These organisations stress the importance of NGOs 

being on the side of the women involved, always evaluating programmes and 

policies by how they affect the women. Most NGOs agree on this approach 

and on the fact that women who are victims of trafficking have a set of interest 

in common. For example the need to be freed from imprisonment, authority of 

trafficker, violent contexts, the need to be protected from reprisals of traffickers, 

protection from deportation and prosecution, opportunities for counselling and 

social empowerment, possibilities of econom ic sustain ability, possibilities of 

assistance to return home. 

4. Prostitution from different perspective 

The Oxford Dictionary defines a prostitute as a woman: who hires out 

her body for sexual intercourse; while prostitution is an organised system in 

which women hire themselves out for sexual intercourse; and to prostitute is to: 

put to dishonourable use for the sake of money. Thus the prostitution is defined 

in a negative way. It refers to women and it involves a commercial transaction. 

Social disapproval is defined by many media articles which refer to prostitution 

as 'vice'. But society has double standards where sexual activity is concerned. 
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There may be other rewards such as privilege, power, food shelter, clothing or 

anything of exchangeable value. It has also been argued that this exchange of 

rewards for sex may occur within marriage. 

While prostitution in itself is considered to be undesirable, there are 

sections of society who challenge this view. There are clearly different 

perspectives and social workers, health workers and legal professional will also 

represent a variety of moralistic, liberal and professional viewpoints. The 

following section summarises three clear yet contradictory prospective on 

prostitution. 

4.1. The Structuralist Perspective 

The traditional perspective was described by a male sociologist, Davis 

in 1930s (Davis, 1937). Davis argues that society regu lates sexual activity and 

reproduction through the institution of the family. He shifts the emphasis away 

from economic factors, i.e. women doing sex for money, towards the issue of 

demand, and claims that demand is the result of a simple male biological 

appetite. When all the other legitimate sources of sexual gratification fall 

through, the prostitute provides relief to the man with a craving for variety, for 

perverse gratification, for a mysterious and provocative surrounding, and sex 

free emotional commitment. The limitation on satisfaction is not morality or 

convention but the ability to pay the price. 

Davis offers a traditional, structuralist male perspective on the social 

containment of female sexuality within marriage for one man (monogamy), 

which simultaneously allows male sexuality to be satisfied by prostitution. 

4.2. The sex worker's perspective 

Prostitutes have tries to shift the discourse surrounding prostitution 

away from legal and moral debates about deviance, towards a discourse about 

legally recognised work, choice and civil rights. The aim is to decriminalise 

prostitution, which has been freely entered into by adults. Jeness (1990) 

emphases the conceptual shift required in thinking from seeing sex as sin, or 

crime, to seeing sex as work. This view is based on the nation that women who 
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'work' (prostitute) has made a choice to do so, just as 'A women has the right 

to sell her brains to a law firm' (Jeness, 1990). 

Some women refer to the freedom and autonomy the work offers as well 

as the potential to earn a lot of money in a short time. It is important to 

understand that women who hold this view are already sexually experienced 

when they take up sex work, they are sure of their own sexuality, and they 

understand the distinction between physical sex and love. 

A further argument is that prostitution as work offers a service to society 

by reducing the extent of rape and the sexual abuse of other women. As the 

provider of such a service the women has the right not to be subject to public 

harassment from the law, but to be protected from the violence, rape and 

exploitation of punters and pimps, from the stigma of society in general, and 

from some police officers. 

4.3. The feminist perspective 

Many feminists consider prostitution to be a phenomenon created by a 

patriarchal society to control female sexuality. Central to feminist concerns are 

the goals of liberating women from social inequality, and from sexual double 

standards. Since prostitution is an institution which reflects the oppression of 

women in society, or the sexual exploitation to women by men, it is felt to be an 

undesirable occupation, which adds to women's exploitation (Smart, 1984). 

Feminists rejects the structuralist perspective and its implication of the 

double standards of sexual morality, embodied in the ideology of the male 

sexual needs which must be satisfied and maintained by the institution of the 

monogamous wife. Instead they focus concern on efforts to change the laws 

on soliciting and prostitution, but at the same time 'feminism and prostitution 

are not easily reconcilable'. Taylor (1991) suggests that prostitution is just one 

aspect of female sexuality rather than a contradiction of the female sex role in 

society. She takes sex out of the 'relationship' context and examines the wider 

social context, thereby showing how sex serves many functions, which may 

have nothing to do with love at all. 
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The social dilemma arises here. There is a lot of resistance in society to 

the idea that women can have sex without love (yet it happens in many 

marriages) and that women might use their own body as a sexual object for 

sale. It is only relatively recently that some women have asserted their right to 

pursue sexual pleasure. 

However, prostitutes have challenged feminist arguments by showing 

that the laws which operate against prostitutes, together with the stigma 

associated with sex work, keep all women from determining their own 

sexuality. 

Thus two strands of feminist thinking have emerged. On the one hand it 

is felt that prostitutes are wrong to 'work', and that they are therefore, being 

exploited by men. On the other hand it is acknowledged that prostitution may 

have been freely chosen as a form of work by women in a society that has little 

to offer many women (Fogarty, 1982). Moreover, for some women who may 

have been sexually abused at an early age, this may be the first time they are 

actively in control of their own bodies, as they make men pay for that which 

was previously taken. 

In trying to understand prostitution it is useful to consider the key factor 

of these three perspectives. The underlying emphasis of prostitutes 

themselves is that commercial sex or prostitution is work, a means to earn 

money in a society where female wages are comparatively low. It is chosen. 

For many feminists commercial sex is purely exploitation by men, and women 

should not allow themselves to be exploited. Others believe that sex should be 

contained within marriage, or at the very least within a monogamous 

relationship, and that where this is not possible prostitution will provide relief. 

The question of choice or the coercive power of men over women is not 

considered by the Structuralist perspective. 

Apart from female economic need and male sexual demand, feminist 

interest in the underlying reasons for women becoming involved in prostitution 

has drawn attention to the importance of the 'self concept of sexuality' in 

societies where women are valued on the basis of their sexuality. 
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5.Trafficking and prostitution 

Many laws, policies, and interventions limit the definition of trafficking to 

only those acts involving prostitution. These interventions may overlook 

protection and assistance to the large numbers of persons trafficked for other 

purposes, such as other forms of forced labour and forced marriages even 

though these other forms involve either sexual exploitation or its risk. This 

focus dates back to the United Nations 1949 Convention for the Suppression of 

the Traffic in Persons and the Exploitation of the Prostitution of Others, which 

still stands as the sole international treaty on trafficking (Coomaraswamy, 

2000). By focusing solely on the outcome of trafficking, such definitions fail to 

take into account and protect against the abuse and human rights violations 

committed during the entire process of recruitment, transport, and confinement 

to exploitative labour conditions. 

This focus on the end point of forced prostitution has prompted some 

organisations to advocate the abolition of prostitution as a means to control 

trafficking. Discussion of the control of trafficking is often side-tracked into the 

debate over whether or not prostitution should be criminalized. 

The movement to abolish prostitution is led internationally by the 

Coalition Against Trafficking in Women (CATW) and within Nepal by the 

National Network Against Girl Trafficking (NNAGT). It is based on a belief that 

both trafficking and prostitution are an abrogation of women's rights and a 

violation of their dignity. However, recent declarations by CATW are framed 

within a human rights paradigm and recognise the difficulties of eliminating 

prostitution altogether. Hence, while this remains a long-term goal, CATWalso 

strongly stresses the need to "provide rights and protection for women in 

conditions of sex trafficking and prostitution" (CATW, 1999). 

Organisations that argue against abolition and criminalization of 

prostitution include the Global Alliance Against Traffic in Women (GAATW) and 

allied groups, including the Alliance Against Trafficking in Women and Children 

in Nepal (AATWIN). In their view, it is the right of adult women to choose to 

engage in sex work. 

48 



"It is not prostitution that the anti-trafficking framework opposes but the 
violation of rights that may occur while involved in that work. Although 
a woman may enter into prostitution by choice, she does not choose 
the exploitative conditions she is forced to endure. It is therefore the 
exploitative conditions and not the sex work itself that need to be 
targeted." (WOREC/CEDPA, 1999) 

Advocates on both sides of the criminalization issue agree on the urgent 

need to address the exploitative conditions inherent in the sex trade and to 

protect the rights of women involved in sex work. Moreover, although GAATW 

advocates a woman's right to "choose" sex work, they recognise that this 

"choice" may be little more than a response to the lim ited options available to 

disadvantaged women, echoing the position taken by CATW. The distinction 

between entry into sex work via trafficking and coercion versus voluntary entry 

is often not clear. The same set of social, familial, and economic circumstances 

that lead women to a decision to enter sex work increase their likelihood of 

being trafficked. Even when women enter sex work by "choice," they may not 

know beforehand exactly what this work entails and may be unprepared for its 

exploitative nature. Depending on the context, they may become embroiled in 

the same processes of slavery-like conditions or debt-bondage as trafficked 

women - and be as unable to escape. Conversely, women who enter sex work 

through trafficking may conclude that this represents a profitable livelihood 

strategy and may not necessarily wish to be "rescued" (Frederick, 1998; 

Doezema, 1999). 

Another effect of the focus on prostitution in trafficking is that women in 

prostitution are divided into two types: innocent victims of trafficking and 

immoral voluntary prostitutes (Kempadoo and Doezema, 1998). It appears that 

most women in sex work suffer rights abuses and abusive working conditions 

and deserve protection. 

While various international conventions now acknowledge the need to 

protect the rights of trafficked prostitutes, not a single convention promotes the 

rights of all women involved in sex work. Indeed, many states place the 

distinction between guilty and innocent women at the heart of their legislation 

on prostitution and trafficking. In Germany for example, the penalty for 

trafficking is a reduced in case where the person knew she was going to be a 
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prostitute. Likewise, in countries such as Colombia, Uganda, Brazil, and Japan, 

the use of violence to force a person into prostitution is only prohibited in cases 

where the woman concerned is of "undisputed virtue" (Doezema, 1998). 

A narrow definition of prostitution limits our understanding of commercial 

sex. If we assume that prostitution is the exchange of sex for some form of 

material reward then sex work involves a substantial proportion of the general 

population. Sexual intimacy may be exchanged for a variety of resources -

food, shelter, clothing, transport and social capital. Some people do this on a 

regular basis. Others do so occasionally - sometimes for fun and sometimes 

because of need. Many of these individuals would never perceive themselves 

to be sex workers and sex work is not their primary occupation (even if it is 

their primary source of income). 

The sex industry in Asia is moving out of traditional sites and 

concentrations in red light areas and becoming dispersed throughout cities, in 

suburbs and along highways. It is straddling international borders and growing 

wherever there is a high density and movement of people. There is a clear 

move away from direct sex work and towards indirect prostitution in all Asian 

countries. Bars, clubs, massage parlours, karaoke bars, restaurants and hotels 

are typical venues. Sex workers increasingly operate in private houses in 

suburbs and they may use mobile phones or the internet to contact and 

negotiate with clients. This makes mapping of sex work sites, the control of 

exploitation within the industry and dissemination of advice on sexual health 

extremely problematic because the industry has no geographically defined 

borders and only a minority of sex workers can be labelled as having a sex 

worker identity. 

Customers may believe that there is more to their relationship with an 

indirect sex worker than an exchange of sex and money and, indeed, this may 

be true. The worker maintains the fiction that they are not selling sex and the 

client is not alarmed that he is courting health risks by having sex with a 

prostitute. The perceived nature of a commercial sexual encounter may be 

changing and this has implications for the mapping of sex work sites, gauging 

the numbers of sex workers, and in particular, the promotion of condom use in 
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high risk situations (World Bank, 2000). Amongst many sex workers and their 

clients there may no longer be a perception of high risk precisely because they 

are not self-identified as 'workers' and 'clients'. 

6. Trafficking and Migration 

The conflation of trafficking and migration and the muddling of 

definitions have obscured the fact that many sex workers are increasingly 

mobile and will migrate in search of work. There are increasingly complex 

regional linkages throughout Asia that are expressed in terms of economics, 

trade, population movements and sexual networks. This phenomenon is 

apparent, for example, in the Mekong Delta, the 'Golden Triangle' island, 

Southeast Asia, and the Indo-Nepal border (WHO, 2001). 

The financial rewards of elite and middle-income prostitution have also 

encouraged sex workers from outside the region to migrate to Asia. It is 

possible, for example to find highly visible sex workers from the former Soviet 

Union and Eastern Europe working in clubs, bars and hotels throughout both 

poor and affluent Asia. 

In most Asian countries prostitution is illegal. The sex industry is 

regulated by legal codes, social custom and organised crime. These factors 

determine the type and form of sex work. They also penalise the sex worker in 

different forms: either by punishing workers with imprisonment or fines, 

stigmatising and shaming them, or economically exploiting them. Organised 

crime reaps enormous profits from the sex industry. In more developed Asia 

the forces of poverty bring many girls and young women into trafficking 

networks and agents. Within cities, organized crime is heavily involved in the 

sex trade. And throughout Asia police forces are often involved in the sex 

market. 

In areas where efforts have been made to tackle abuses the result has 

been to clean up recognised sex work sites but also to push the most 

exploitative aspects of the industry further underground. In particular, young 

vulnerable trafficked women and girls many find themselves locked into 

socially invisible systems of sexual exploitation. 
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While all trafficking involves migration, not all migration is trafficking. 

Many women voluntarily choose to migrate. If such migration is not 

accompanied by coercion or deception and does not result in forced labour or 

slavery-like conditions, it is not trafficking. Women migrate for many reasons, 

both economic and social. Their right to move must be protected and 

maintained within anti-trafficking efforts. Many laws, policies, and interventions 

fail to distinguish between migration and trafficking. This has resulted in laws, 

predominantly directed against women, which limit the freedom to migrate and 

interventions that view all migrating women and girls as victims of trafficking. 

For example, some intervention programs in Nepal measure success by 

the degree of reduction in migration of women at the village level. There have 

also been reported instances of women and girls who were prevented from 

crossing the border of Nepal despite their vehement protestations that they 

were travelling of their own free will. The boundary between migration and 

trafficking is not always clear. Even when there is an element of deception 

present in migration, it is not recognisable as trafficking until the destination is 

reached and the deception is revealed. Until then, the journey is usually 

indistinguishable from legal and voluntary migration, making it often impossible 

to intercept traffickers at the border while respecting the rights of migrating 

women. 

In addition, women are sometimes trafficked after migration in a two

step process. For example, women are trafficked from carpet factories in 

Kathmandu after voluntarily migrating to the city from their villages for 

economic reasons. Therefore, attempts to control trafficking by curbing 

migration at the village level are misplaced and may serve to restrict women's 

rights to seek better livelihood opportunities outside the village. 

Blocking migration not only impinges on the rights of citizens; it is not an 

effective anti-trafficking intervention. Many believe that restriction of migration 

will simply drive trafficking further underground, rendering it still more invisible 

and difficult to identify. This lesson has been learned repeatedly from other 

states that have enforced increasingly stringent immigration control as a 

response to heightened trafficking in persons and narcotics (Altink, 1995; 
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Azize-Vargus, 1996; Johnston and Khan, 1998). Even in the course of legal 

migration, women are frequently subject to violence and abuse when travelling, 

in proportion to their degree of social, economic, and gender disadvantage. 

When forced to migrate illegally, their vulnerability to violence, abuse, and 

presumably trafficking increases in an environment lacking state protection. 

IIClosing borders and limiting movement of women does not end 
trafficking. First, it fails to address the largest number of victims - those 
trafficked within their own country. Secondly, in today's era of growing 
economic inequality, people often need to migrate to urban areas or 
richer countries in order to earn a livelihood. When borders are closed 
desperation and desire will drive victims into the arms of traffickers. In 
fact, a victim's status as an illegal migrant is often a very effective tool 
in the hands of traffickers, leaving the migrant vulnerable to further 
coercion and abuse II (USAID, 1999). 

The major international anti-trafficking networks, Global Alliance Against 

Trafficking in Women (GAATW) and Coalition Against Trafficking in Women 

(CATW), advocate interventions that focus on addressing the abuse of human 

rights occurring during migration or at the workplace, rather than hindering 

migration per se. This focus is echoed by an NGO in Nepal: 

IIWith the traditional subsistence culture no longer a viable means of 
livelihood, women often migrate for their own survival. It is therefore 
imperative that a woman's right to mobility not be impinged upon but 
rather that the human rights of those who choose to migrate be 
securedll (WOREC/CEDPA, 1999). 

It is important to focus on safe migration, rather than attempting to block 

all migration. The forces driving people, including women, to migrate continue 

to operate despite efforts to stop migration. If migration laws limit legal options 

for international movement, women will find ways to migrate illegally, no longer 

under protection of the law. 

7. Women contrasted with children: Issues of consent and choice 

Most of the people who sell sex in Asia do so because they are 

compelled by economic and social inequality and by terribly restricted life 

chances. Especially in the poorer countries of the region, they often have no 

other realistic option. Some moreover are physically coerced and a large 

proportion of women staffing the brothel sector have been trafficked into the 
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business. Those women who are held in debt bondage may receive only a 

fraction of the money paid by clients. On the other hand, in patriarchal societies 

in which women have inferior access to economic resources, sex work gives 

many uneducated and unskilled women an income that far exceeds that which 

they could obtain in any other occupation. 

Many people are selling sex because of relative deprivation rather than 

absolute poverty. An undocumented number of young women from Asia's 

middle classes are now selling sex - often on a part time basis - to supplement 

salaries or to provide extra money while they are in education. Anecdotal 

evidence suggests that these part time sex workers are attracting business 

away from traditional sex work venues and full time workers (WHO, 2001). 

Contentious debates over sex work in the Asia region have done a great 

injustice to many sex workers and those who are held in sexual slavery 

because the discussion creates an artificial dualism of passive victim versus 

the sex worker who exercises agency. Most sex workers in the lower ranks of 

the industry are victims of many kinds of social and economic injustice and it is 

inaccurate and patronising to exaggerate their degree of agency and their 

power to negotiate with clients and the management of the industry (Brown, 

2000). Some sex workers profit well from their work but the sex trade, as a 

whole is exploitative of the women and men who work with in it. 

Youth is an essential prerequisite of sex workers throughout the world 

but in Asia there appears to be an even greater client demand for the very 

young. The premium age for sex workers in many Asian societies is between 

the ages of 12 and 16 (WHO, 2001). 

A complicating factor is that the transition from childhood to adulthood, 

commonly defined in the West as occurring at eighteen years of age, does not 

have cultural resonance in many Asian countries - especially less developed 

South Asian countries (Blanchet, 1996) Here the acknowledgement of a 

female's adult status may occur at puberty or marriage - whichever is the 

sooner. Definitions of child prostitution as the prostitution of those under 

eighteen years of age may seem meaningless in a context in which cultural 
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norms encourage females to marry when they are fourteen, fifteen or sixteen

years-old. 

Like females in their early teens, adult women may also be vulnerable to 

economic, social and psychological pressures. There is nothing magical about 

a girl's eighteenth birthday that guarantees that she can make free and 

unpressured choices. What is important in the context of prostitution and the 

controversy over 'choice' is an individual's ability to manage power hierarchies 

and to retain an element of control within them. For the youngest women and 

for those from ethnic minorities, fragile communities, despised social groups 

and castes (in other words, those who commonly fill the lowest rungs of the 

sex work ladder) this power and ability to control their lives is negligible. 

The youngest girls are too young to make an informed choice to join the 

sex industry. They are extremely vulnerable. Their youth contributes to their 

powerlessness and makes them less able to negotiate with clients on anything 

approaching an equal basis. 

Policy and interventions need to clearly distinguish between the control 

of trafficking for adults versus that for children. When there is no clear 

distinction, women are infantilised, and considered in need of paternalistic 

protection. There must be recognition of an adult woman's right to make her 

own decisions, even if this includes, for example, migrating to work in the sex 

trade. Women may also choose to remain in sex work after being "rescued" 

from trafficking. In contrast, the issue of consent is not relevant to a discussion 

on trafficking in children. There is international agreement that child trafficking 

and child prostitution of any kind is a criminal violation of a child's rights, 

Children should always be removed from exploitative situations. 

8.Trafficking in women and girls: Global overview 

For many women and young girls in Central Europe and the former 

Soviet Union the promise of a job as a waitress, dancer, model, au pair, or 

maid in a foreign country is difficult to resist in the face of diminished economic 

opportunities at home. The problem is especially severe in economically 

stagnant countries where women have the strongest incentives to go abroad in 
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search of work. One study in 1998 estimated that in Ukraine alone as many as 

400,000 women had either left the country or had been trafficked since the 

collapse of communism (10M, 1998). The number of victims in Latin American 

and Caribbean is growing. An estimated 100,000 women and children are 

trafficked for sexual exploitation annually (Maki and Park, 2000). Interpol has 

estimated that more then 35,000 women and girls are trafficked each year from 

Colombia alone (Pratt, 2001). 

In Africa, trafficking not only involves women and girls for the sex trade, 

but also the abduction of children to work in the agricultural sector and to serve 

as soldiers in internal conflicts. In West Africa particularly, traffickers take 

advantage of long-standing customs that permit sharing of children among 

extended families and communities. Thus, parents may believe that their 

children are receiving well-paid employment and educational opportunities, 

either in other villages or abroad. It has been reported that between 10,000 

and 15,000 Malian boys-likely trafficked outside their county-were working on 

plantations in the Ivory Coast during 1998 (Anti-Slavery Organisation, 2001 a). 

Another study conducted in Benin and Gabon noted a dramatic increase in the 

number of children trafficked outside Benin from 117 in 1995 to 802 in 1997 

(Anti-Slavery Organisation, 2001 b). 

In Asia, available literature shows that traffickers target the most 

powerless and vulnerable groups in society. Trafficking victims are most often 

women and children who are poor, uneducated, unaware of their legal rights, 

and are engaged in marginal and low-status work. Ethnic minorities, 

"scheduled castes," unemployed or floating populations and indigenous people 

are particularly vulnerable to trafficking (USAID, 2001). A large percentage of 

victims are trafficked into prostitution, while others are subjected to domestic 

servitude, forced marriage, begging, illegal adoption, and other forms of 

exploitation. Some literature shows that traffickers may deceive parents or lure 

women and girls with false promises of well-paid work or marriage to wealthy 

husbands. Traffickers also obtain victims by purchasing them outright from 

family members or through debt bondage and kidnapping. Poverty, the 

corruption of law enforcement authorities, and pervasive discrimination against 
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women and girls contribute to a regional environment in which trafficking 

flourishes (Asia Foundation/Population Council, 2000; USAID, 2001). 

Trafficking of persons is common phenomenon in South Asia and there 

is evidence that new form, routes, and sources of trafficking have arisen in 

recent years. According to some U.S. reports, Southeast Asia is the greatest 

source of trafficked women and girls into the United States (10M, 2000). A 

significant amount of trafficking in Asia takes place within country borders 

(ILO/IPEC, 1998). Nepal and Bangladesh have been designated as "sending" 

countries or countries of origin in the regional web of trafficking. India and 

Pakistan are usually referred to as countries of "transit" or "destination." Girls 

and women are trafficked within country boundaries, to other countries within 

the region and across regions and continents beyond South Asia. 

Among the SAARC countries, Bhutan is less well researched with 

regards to trafficking in women and girls in prostitution. There are no authentic 

studies, but according to the newspapers in Nepal, some of the Bhutanese 

refugee women residing in eastern-Nepal have been found practising 

prostitution. It might be the compulsion of refugee-life or they are simply doing 

the job they have done in their home country. Some of the Indian reports have 

also indicated Bhutan as one of the sources countries of sex workers in the sex 

market. 

India is generally the destination of trafficking in South-Asia. However, 

there are some instances of India being a transit place for trafficking in women 

to Pakistan. Sanjay-Amar Colony in the outskirts Delhi is known as a large 

slum area where girls aged from eight to eighteen are procured and sent to 

Pakistan with fake marriage certificates that eases the exit and entry in the 

Indo-Pak border (Debabrata, 1997). 

Pakistan has also problems related to trafficking. The Lawyers for 

Human Rights and Legal Aid (LHRA) is a Karachi based association working 

for the trafficked men and women in Pakistan. It is also aware of the trafficking 

prevalence in SAARC countries. Pakistan's trafficking problem within the 

country exists from the roots in distant villages to the big cities like Karachi, 

Islamabad and Peshawar. But Pakistani and Bangladeshi literature seem 
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reluctant to mention the accounts of prostitution and sex work. Bangladeshi 

and Burmese women are sold in Pakistan and Pakistani women are sold in 

Arabian countries. There are some transit points in India to traffic children to 

Pakistan. Some Burmese are also found with a few from Sri Lanka and Nigeria 

imprisoned in Pakistan (LHRA, 1997). A report mentions that there are several 

jockey boys used for the camel racing in the United Arab Emirates (UAE). 

These boys aged 10-15, are trafficked from Bangladesh, Pakistan and Sri 

Lanka (LHRA, 1997). 

9. Trafficking and prostitution in Asia 

The sex industry in Asia is changing rapidly. The Asian sex market is 

highly segmented. It is becoming increasingly complicated, with highly 

differentiated sub sectors. The majority of studies, together with anecdotal 

evidence, suggest that commercial sex is becoming more common and that it 

is involving a greater number of people in a greater variety of sites. 

Assessing the size of the market is difficult because the trade is largely 

illegal and often underground. The most authoritative studies available suggest 

that the market is vast. The sex industry in four Southeast Asian countries 

(Malaysia, Thailand, Indonesia and the Philippines) has been estimated to 

account for between 2% -14% of Gross Domestic Product (Lim, 1998). 

Estimates of the Japanese sex sector's annual earnings suggest figures of 

between 4-10 trillion yen and that the industry accounts for approximately 1 % -

3% of Gross National Product (Human Rights Watch, 2000). Between 1993 

and 1995 profits from the Thai sex industry were thought to be three times 

higher than profits from the drugs trade (Phongpaichit at aI, 1998). 

There is an international market catering to foreigners (Bishop and 

Robinson, 1998). This market is relatively small in terms of the number of sex 

acts performed but it is comparatively lucrative for workers because of the 

ability and willingness of relatively affluent foreigners in less developed Asian 

countries to pay higher prices per act than most domestic sex consumers. 

The domestic market catering to local men is much larger but far less 

visible (Sinha and Sieightholme, 1996; Skrobanek, 1997). Neither of these 
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markets is sealed - local men may patronise sex workers who entertain 

tourists, and tourists may visit sex work sites that are patronised by local men 

but, in general, there is a division based not only on price but also on the 

preferred form of sexual advertisement (Brown, 2000). 

The sophistication and level of differentiation between sub-sectors of the 

industry varies according to a country's level of economic development. As 

economies develop, more men have greater spending power. They can spend 

this on commercial sexual encounters and upon doing so in increasingly 

luxurious sites. Less developed economies have a large mass market for sex 

work, a far smaller middle-income sector and a tiny group of elite sex workers. 

Highly developed economies have a far greater number of sex workers 

operating in the middle-income range and in a variety of sites, often catering to 

niche markets. This breakdown of sex work into sub sectors defined by 

income-levels mirrors class and income distribution within society as a whole. 

The bulk of research and literature on sex work in Asia focuses on the 

supply side of the trade: on the women who provide sexual services as 

opposed to the men who buy them. The nature of client demand and its 

cultural foundations are rarely analysed. This is a major failing of research and 

policy analysis because the success of the sex industry is dependent not only 

on there being a supply of women to the trade but, perhaps more importantly, 

on there being consumer demand. 

A strict sexual double standard operates throughout the region. Sex 

outside the confines of marriage is not considered acceptable in the official 

codes of most Asian societies - at least for women. In practice, men's 

purchase of commercial sex is tolerated and, in some instances, may be 

actively encouraged by local definitions of masculinity. Cultural models in the 

region foster the sex industry by dividing women into two principal categories: 

good women who are wives and who are not supposed to enjoy sex very 

much; and bad women -the prostitutes - who do like sex (or who have no 

choice in the matter). It is a common expectation that men will turn to sex 

workers when they do not find sexual satisfaction in marriage or when single 

men do not have sexual access to women because of strict norms prescribing 
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virginity and chastity as essential characteristics of respectable unmarried 

women. A flourishing sex industry and a supply of prostituted women therefore 

contribute to the construction of sexuality and the maintenance of gender roles 

in some Asian societies. It has been argued that they are the logical outcomes 

of sexually repressive cultures and highly unequal gender relations (Brown, 

2000). 

There is a reluctance to acknowledge the size of the sex industry within 

the region. In some countries, most men will pay for sex at some point in their 

lives and many will do so on a regular basis. In South Asia the practice of 

commercial sex appears to be less prevalent but it is still grossly 

underestimated by governments, health departments and by public opinion. 

This unwillingness to confront uncomfortable issues extends to all aspects of 

sexuality including basic sex education, and the prevention and treatment of 

STDs. 

Throughout the region mobile populations of men form a large 

proportion of sex consumers. Transport workers, seafarers, businessmen and 

men who are separated from their families and communities either by migration 

or by joining the armed forces are regular clients. 

Urbanisation, the associated loosening of traditional social controls and 

the emergence of new avenues for sexual expression are encouraging the 

growth of a market for commercial sex (Herdt, 1997). The spread of consumer 

cultures has also had a dramatic impact on the Asian sex industry. It has 

created a growth market by commercialising sex acts. Sex can be seen as a 

product through which men define themselves. Men wish to buy the 

commodities they associate with an exciting, modern, urban lifestyle: women 

are one of these commodities. Materialism has also created a supply of women 

for the trade. It encourages women's involvement in sex work by offering them 

the opportunity to buy coveted symbols of modern consumer culture and it has 

simultaneously turned women into a tradable commodity. In this context, 

materialism and the financial benefits to be gained from selling sex outweigh 

customary social disapproval. This process is occurring at different speeds 

throughout both developed and less developed parts of the region and is 
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encouraged by the fact that women's traditionally low social status in Asian 

societies, and their unequal access to economic resources, permits their easy 

exploitation within the sex industry. In some areas of Thailand, Nepal, India 

and China prostitution is socially accepted. 

10. Trafficking in Nepal 

There is a consensus among groups internationally and within Nepal 

that female trafficking is a complex multi-caused phenomenon (O'Dea, 1993; 

Acharya, 1998; ILO/IPEC, 1998; ABC Nepal, 1996; Rajbhandari and 

Rajbhandari, 1997; Asia Foundationl Population Council, 2000). At the local 

level, trafficking involves deep-rooted processes of gender discrimination, lack 

of female education, ignorance and naivete of rural populations, poverty and 

lack of economic opportunities in rural areas with consequent marginalization 

of particular social groups. These local level processes are in turn shaped by 

macro-level economic and social changes that are changing the way markets 

operate and the kind of labour that is required. Many of the factors contributing 

to trafficking are aggravated by national and local level political apathy and lack 

of law enforcement mechanisms. 

Although there are no studies to support the correlation of these factors 

with trafficking, there is general agreement among those working in trafficking 

prevention that these factors are in part at least responsible for increasing 

rates of both trafficking and voluntary migration (legal and illegal). To a woman 

living in an environment of restricted rights and freedoms with few employment 

opportunities open to her, a trafficker offering a chance for economic 

independence may be seen as the only opportunity to improve her situation 

(UNDP, 1999a). 

A number of studies have mentioned socio-economic factors as major 

determinants of trafficking in Nepal, relating traditional social and economic 

conditions of the society with the conditions that make trafficking possible, or 

even desirable for some segments who stand to gain from exploiting the 

trafficked women. Nepali trafficking and involvement of girls in prostitution is 

described as existing with the help of its relation to capitalist patriarchy, and 

modernisation in which some countries demand an inflow of fresh girls for 
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purposes of sexual exploitation. Prevailing caste system and various 

manipulations of religion as well as denial of the property rights to the women 

have all created a lower status for women leading them to be vulnerable to fall 

prey to the flesh traders. A study conducted on violence against women and 

girls in Kathmandu, Jhapa, Kanchanpur, Banke and Nuwakot shows that the 

level of mental cruelty, beating, rape, sexual abuse, forced prostitution, forced 

abortion, polygamy and accusations of witchcraft are in highest proportion in 

Nuwakot district (Rana-Deuba et aI, 1997). The social circumstances that both 

oppress women and encourage women and girls to leave home may also 

make them prey to the pimps and traffickers. 

Almost all stories of trafficking are in one or another way related to 

poverty. The story of Maya Tamang, a daughter of a drunkard has been 

frequently taken as an example by several writers (Pradhan, 1990; 

Rajbhandari and Rajbhandari, 1997). The family problem in the household has 

intergenerational consequences related to trafficking and prostitution. 

Problems with parents and of parents in trafficking of their own daughters 

(Thapa, 1990) and involvement of wives in prostitution as a result of husbands' 

behaviour are also found in various case reports. 

Migration is playing an increasingly important part in Nepal's economy 

and social structure. Based on the 1996 National Living Standards Survey, 

24% of rural households receive remittances, mostly from other places in 

Nepal and from India, accounting for 25% of their total household income 

(Seddon et ai, 1999). As these factors lead to an increase in migration, more 

people may be trafficked in the process (O'Dea, 1993; Acharya, 1998; 

ILO/IPEC, 1998; ABC, Nepal 1996; Rajbhandari and Rajbhandari, 1997; Asia 

Foundation/Population Council, 2000). 

It is not clear to what extent these figures on migration in Nepal involve 

women. The report by Seddon et al (1999) found that 23% of registered 

migrants were women, but suggest these that the great majority of female 

migrants are likely to be unrecorded because female labour is mainly 

concentrated in the informal, unregulated economic sectors. Girls and women 

are often relegated to the unprotected and often-illegal labour sectors, where 
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poor labour standards create the conditions for abusive recruitment practices 

and exploitative working conditions. 

The nature of the vulnerability to being trafficked (as opposed to 

migrating safely) has not been explored in any depth in Nepal. Dominant 

representations of trafficked "victims" in Nepal usually depict a happy, 

innocent, and na·ive village girl who is suddenly tricked or kidnapped by a 

stranger and sold into sexual slavery. Some authors (Frederick, 1998; 

Frederick and Kelly, 2000) have challenged this picture as a myth and question 

the assumptions of village and family life underlying many representations of 

trafficking. Their work and the little research that exists seem to indicate that 

many (though not all) women are trafficked by people known to them. Like 

other women in prostitution, many come from disturbed and difficult family 

circumstances, including divorce, alcoholism, sexual, physical or emotional 

abuse, or death of a breadwinner (Asia Foundation/Population Council, 2000; 

ABC Nepal, 1998; Pradhan, 1996). Lacking crucial social supports, such 

women may be particularly desperate to change their situations. 

Reports from NGOs in the anti-trafficking field (Rajbhandari, 1997; 

Pradhan, 1996; ABC Nepal, 1996; Acharya, 1998) suggest that both trafficking 

and migration operate primarily through personal connections and social 

networks (such as an aunt who returns to the village and takes her niece back 

to the city), and through unregistered brokers who mayor may not be 

strangers to the locality. They report that women and girls are attracted by 

reports of the wealth and fun to be had in the city and are easily duped into 

trusting the mediator. Likewise, some women are deceived into false marriages 

with the broker and are subsequently sold into the sex industry. 

In certain communities (such as the 8adi and the Deukl) , sex work is a 

customary practice and continues to this day. In other communities in a few 

districts (notably Nuwakot and Sindupalchowk), there has likewise been a 

tradition of sending girls to "service" the ruling classes in Kathmandu, which, in 

time, has changed into involvement in commercial sex. In these communities, 

female involvement in sex work is common knowledge and an important 

source of income. In most cases, however, it is suggested that although 
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parents may sanction a daughter's migration and may even accept money in 

advance for her labour, they do not fully understand her risk of entering the sex 

trade (or of otherwise being exploited). Likewise, parents may accompany 

daughters to the carpet factories in Kathmandu but may not be aware of, or 

involved in, any subsequent trafficking. There are families with their female 

members practising prostitution in India. Some of the women used to come to 

home with an Indian man for couple of weeks and go back to brothels. 

Household expenditure is made possible by financial assistance from these 

lahure Oobholder in India) women (Bhatta, 1990). 

The Nepali literature on trafficking and prostitution often argues that the 

Indian sex market has a great demand for Nepali women. Even among the 

Nepalis, the fair Mongoloid faces are in great demand (Rajbhandari and 

Rajbhandari, 1997; Pradhan, 1990). An official police record revealed that 

there were 716 cases of sex workers filed from 1989 to 1996 and an 

overwhelming majority of 92.0 per cent was Mongoloids; there were 4.5 per 

cent scheduled castes; 3.2 per cent Brahman and Chhetry; and 0.3 Others as 

victims. The studies highlighting the psychological demand for Mongoloid 

women from Nepal are supported by the police source statistics. However, the 

Indian literature on trafficking does not seem accepting of this hypothesis. If 

the Mongoloid faces were in great demand, the trafficking from the similar 

areas of India (areas in India where more Mongoloid group reside) itself would 

also have flourished. The Indian states with similar culture and ethnic groups 

like Nepal have apparently a low prevalence of trafficking. There might be two 

main reasons behind these finding. First, the Indian studies have generally 

ignored the Mongoloid origin women in their studies; and second, involvement 

of Nepali women in the Indian sex market could have been exaggerated and 

amplified. In both cases there is a need to conduct research in India with 

adequate representative samples and appropriate methodology. 

In Nepal, high level decision makers, lawmakers and politicians at the 

local level are often accused of being the protector of the traffickers. Many 

authors have blamed the lack of enforcement aspects of the legal provisions. 

Policies are sound in Nepal but not the implementation. Political commitment is 

required to implement public policies. Stating 'quite often' Pradhan (Undated) 
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has written that the local administration or the police in certain districts have 

released accused traffickers because of the direct command of ministers and 

politicians. However, it is easy to speculate about the official involvement in a 

cover-up, but really hard to prove with tangible evidence. Malpractice in 

political and administrative levels in both places of origin (Nepal) and 

destination (India) of trafficking almost certainly does occur, and may be 

widespread. Studies have observed less political commitment to prevent 

trafficking, than to tackle other key issues. Political leaders and higher 

authorities in bureaucracy are accused of releasing the arrested traffickers 

from custody and taking political and monetary benefits from them 

(Rajbhandari and Rajbhandari, 1997; Ghimire, 1998; Thapa, 1990). This 

implies that trafficking is big business, and in the hands of organised criminal 

networks capable of bribing officials. Some political leaders are alleged to have 

association with pimps and brothel keepers (Friedman, 1996). 

There are few opportunities for income in the hills and mountains of 

Nepal, so that families are easily persuaded to make the ground favourable for 

the pimps and traffickers. In addition, the Indian demand for skilled workers in 

making carpets has traditionally sought a number of naive young people from 

rural areas. The owners of these industries are said to have linkage with high 

level political and administrative authorities. Women in search of a job may 

legitimately enter into these industries that are the places en route to the red 

light area in Mumbai and other cities in India. 

The evidence on association between the educational level of girls and 

women and trafficking is mixed. One study by WOREC (Rajbhandari and 

Rajbhandari, 1997) states that a hundred per cent of trafficked (or involved in 

prostitution) women and girls were completely illiterate. She argues that lack of 

educational opportunities and the poor access to education are the main 

reasons for widespread ignorance, which ultimately leads to trafficking. This is 

in contract to the information presented by Adhikary (1996) of the same 

organisation. Adhikari (1996) found that some literate women including women 

with ten years of schooling were found in brothels. 
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Most of the international developmental organisations argue that the 

lower literacy and lower socio-economic development of the South Asian 

countries have further made trafficking and prostitution severe (UNICEF, 1998; 

ADS, 2002). Traditional values and norms are hindrances to rehabilitation 

efforts. Society does not easily accept the return of women once trafficked and 

involved in prostitution. Social reintegration becomes much more painful for the 

person once involved in prostitution and rehabilitated later, which may force 

women to stay in the sex trade even they came back to Nepal. It is to be noted 

that a significant proportion of women have reported their unwillingness to go 

back home after they are made prostitutes. It is not clear whether they are in 

prostitution with their own consent or not. Therefore, working in Indian brothels 

over a long period and the proportion of Nepali women in Indian sex markets 

have been a concern of research (ASMITA, 1998). 

Increasing demand for commercial sex in urban areas exercises a 'pull' 

factor, leading the recruitment by all means possible, of young women from 

rural areas. The highway syndrome and the growth of long-distance transport 

and trucking helps increase sexual promiscuity, and also to carry the women 

them from their distant residences to metropolitan areas. A study by Hameed 

et al (1997) asserts that some 40 per cent of the commercial sex workers in 

Indian cities constitute minors that are brought every year from distant places 

in India and Nepal. 

Destitution and desire for fun are quite opposite to each other, but they 

both make women vulnerable for trafficking and her involvement in prostitution. 

Bedi (1990) collected these motives among the major themes of the studies 

conducted on prostitution in India. Most of the studies reported that women 

falling prey into selling of sex was the consequence of destitution, inclination, 

seduction, abandonment, alcoholism in family member, ill treatment by family 

members, bad company, persuasion, conscription and violation. Sexual 

promiscuity, illicit sexual relations, sexual urge and unfaithfulness of the 

partner or husband are other alleged causes of women's involvement in 

prostitution. 

110 Trafficking for Prostitution and HIV/AIDS 
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The most frequently highlighted association between trafficking and HIV 

is the increased likelihood of HIV infection in women and children trafficked for 

purposes of prostitution. The understandable preoccupation with HIV/AIDS has 

sidelined many other problems relating to sex work. HIV/AIDS intervention 

programmes correctly identify workers' powerlessness as an important factor in 

transmission of the disease because it makes them less able to negotiate the 

terms of the sex act and client condom usage. Reports throughout the world 

consistently state that sex workers' ability to negotiate condom usage is 

limited. Many programmes seek to empower women and hence, by extension, 

to tackle a whole range of problems. Yet for many women involved in the trade, 

avoiding the threat of AIDS does not appear high on their list of priorities when 

they are faced with more immediate concerns such as debt, violence, ill-health 

and social exclusion for themselves and their children. 

It appears that condom usage has been increasing in key sex work sites 

but that safe sex practices are not necessarily followed by those who are most 

vulnerable: particularly by young women. Nor is condom use thought to be high 

or consistent amongst indirect sex workers. 

Condom promotion programmes have been extremely successful 

amongst direct sex workers in countries like Thailand and in select sex work 

sites in other countries. The link between the condom and commercial sex is 

reflected in consistent reports throughout the Asian region that indicate that 

although many sex workers use condoms with their clients they do not do so 

with their regular partners or lovers. This behaviour expresses the non

commercial nature of their relationship. 

Although there are no available data on the rate of HIV among trafficked 

women and girls, it is reasonable to conclude that those trafficked for 

prostitution would assume the same prevalence of HIV as the sex workers in 

the area in which they are held. A study in Thailand found the highest 

incidence for HIV seroconversion to be in the first six months of sex work 

(Kilmarx et aI, 1998). The authors postulated that this was due to customers 

who perceived new sex workers to be at low risk of infection and therefore did 

not use condoms and/or the relative lack of experience and skill among new 
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sex workers to negotiate for condom use. Both would apply to young, trafficked 

Nepali girls. In addition, trafficked girls and women are presumably less likely 

to be beneficiaries of sex worker interventions and empowerment movements 

due to their forced working conditions, debt bondage, and language barriers. 

Trafficked women and children are not able to control even the most 

basic aspects of their lives, least of all to negotiate safe sexual relations. As 

seen in other migrant groups, language barriers and displacement from family 

and community support systems increase vulnerability and subsequent risk of 

HIV infection (Guest, 2000; AIDS Action, 1998). In addition, those who are 

trafficked internationally are usually classified as illegal immigrants in their 

country of destination and further marginalized with less access to education, 

services, and protection. If they seek help, they may be subject to prosecution 

for the crime of illegal immigration, rather than assisted as victims of trafficking 

(Wijers and Lap-Chew, 1997). 

Although trafficked persons assume the risk of HIV associated with 

disenfranchised mobile populations and/or sex workers, emphasis on this risk 

in prevention and education programs may not be in their best interest. 

Messages that highlight the risk of HIV associated with migration and 

trafficking increase stigma, both for returned victims and other migrants. In the 

past, women who left sex work could reintegrate into their communities with 

relatively few problems, especially if they returned with some wealth. The 

current panic associated with the AIDS epidemic in Nepal is such that women 

returning from India are stigmatised as carriers of HIV, regardless of whether 

they have been engaged in sex work. In many districts, the common 

perception is that "a returnee from Mumbai is a carrier of AIDS." While the 

increased risk of HIV infection as a result of trafficking should not be over

emphasised at the community intervention level, there is much to be gained 

from examining the HIV/AIDS control experience to inform the antHrafficking 

movement at the policy and planning level. 

Nepal has entered into the HIV/AIDS era; and prostitution of Nepali girls 

in India, with a background of trafficking is blamed for pandemic of this disease 

in the country. Most of the HIV infection in Nepal is through sexual 
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transmission. Mostly young prostitutes are found with infection, and those who 

have returned home after working as sex workers in foreign brothels have high 

probability of getting infected with HIV/AIDS (Guruvarcharya, Undated). 

Dixit estimated almost 30 to 40 per cent of sex workers in red light 

districts in Mumbai were infected with HIV in 1990; that was also applied for 

the estimated 30,000 Nepali prostitutes constituting as estimated number of 

9,000. However, there is no reliable data, but if we consider a minimum 

estimate that about only 5 per cent of 9,000 or 450 prostitutes had made their 

way back to Nepal, Nepal has already many more HIV positives than estimated 

by other sources even in 1990 (Dixit, 1991). Lacking diagnostic facilities, 

people in remote villages may die with syndrome and no one would know or 

even suspect the reason would have been HIV/AIDS. 

12.Trafficking and other health problems 

Apart from HIV/AIDS there are many other health problems associated 

with trafficking and prostitution. Several studies (WHO, 2001; UNAIDS, 2000a) 

revealed that acute and chronic pelvic pain, pathological vaginal discharge, 

genital ulcers, skin disease, generalised weakness and pain during urinating 

are common problems for sex workers. In addition, neonatal death after 

delivery, amenorrhea (cessation of menstruation) and infertility are also 

common in these groups. 

The other area of problem is injuries from violence that sex workers 

(more common in trafficked group) often encountered, which are much more 

diverse, frequent and acute than experienced by other women. Black eyes, 

bruises and burns are very common. Another major problem of this community 

is their harmful health behaviour from smoking, alcohol use, addiction, which 

endangered their further welfare by increasing vulnerability to other health 

problems. 

Apart from these physical problems, women and girls who are in 

prostitution have other mental problems. Common mental problems are 

chronic anxiety, depression, eating disorders, post traumatic stress disorder 

and sometimes even sexual dysfunction. Together, these can result in 
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physical, mental and moral collapse and as a consequence those afflicted do 

not want to go back to the work or are unable to return to a 'normal' way of life 

(UNAIOS, 2000a). 

Apart from the scale of unprotected sex and hence potential exposure to 

STIIHIV, research shows that having an untreated STI greatly increases an 

individual's risk of getting or passing on HIV to the partner. 

13. Health services for trafficked women and sex workers 

Public health specialists and epidemiologists have been publishing 

about the importance of developing good STO services for sex workers and 

their clients in order to prevent HIV/AIOS. This suggests that STO services are 

the most relevant services for sex workers. There are a growing number of 

publications about all kinds of initiatives to establish or improve STO services 

for sex workers. Underlying a lot of the research is the view that sex workers 

are a potential hazard to society and a multiplier in HIV dissemination. Sex 

workers are often mainly viewed in the context of how their frequent change of 

sex partners contributes to HIV transmission. This reinforces the patriarchal 

attitude of protecting men (or 'society') from HIV infection, while in fact the sex 

workers are far more vulnerable to be infected because of their weak social 

position. 

Compared with the massive amount of such one-sided research, 

relatively little research is done on the conditions of prostitution, the way sex 

workers think about their work, how they survive, give meaning to their daily 

activities or how they see themselves and their partners. Little of all the 

literature produced in the last fifteen years is useful in arriving at a general 

understanding of prostitution or in a guiding social policy. This may be an 

illustration of the ambiguous relation between sex workers on the one hand 

and most health staff and researchers on the other hand. 

Research on prostitution is often only acceptable as long as it respects 

the concept that prostitution is a problem and that the researcher should look 

for solutions of this problem. This view often leads to victimisation or 

stigmatisation of those working in prostitution. Chivariak (1999) describes how 
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most aid organisations in Cambodia view sex workers as vectors of disease. 

This attitude is detrimental to HIV/AIDS prevention, because for any 

intervention to stop the spread of HIV among sex workers a relationship of trust 

is needed between the different stakeholders. Viewing and treating sex 

workers as transmitters of disease will not be a great help in building 

confidence. 

The pillars of HIV/AIDS care and prevention programmes for sex 

workers have become condom promotion, STD prevention, case finding and 

treatment, supported by health education and health promotion. Many stress 

that these activities can only take place with the co-operation of the sex 

workers themselves and that they should be empowered to negotiate better for 

safe sex. 

In many countries in Africa and Asia health services are not accessible 

to underprivileged women, but also in Europe there often is a need for good 

services for sex workers. Montgomery (1999) stressed that services for sex 

workers in Moscow are lacking and in where they do exist they are highly sex 

worker-unfriendly. Nowak (1999) made the same observation in Poland. 

As in many countries the majority of sex workers do not see themselves 

as sex workers it seems wise to have general health posts in areas with a lot of 

poverty and with high levels of sex work activity. Khonde and Kols (1999) 

describe a project in Ghana where it appeared to be more effective to make 

public health clinics more accessible to sex workers, than to establish specific 

STD clinics for them. In many countries STD services are poorly developed 

and a visit to them is regarded as a sign of 'deviant behaviour'. When asked 

about the best place for an STD facility, some sex workers prefer to have a 

centre on the area where they are working or even in the brothel where they 

are active (for convenience reasons), while others prefer to have a centre in a 

different part of town where nobody knows them and where they can go 

anonymously. 

The place and the image of a health facility are important, but it is not 

easy to satisfy everybody. It is very difficult to develop the health services for 

mobile populations like street sex workers. Rhebergen et a/ (1999) found many 

71 



problems in developing the appropriate health services for sex workers in 

Surabaya, Indonesia. In addition, it can be problematic for many sex workers to 

visit a facility that has been labelled as a 'place for sex workers', because they 

prefer to not see themselves as sex workers. In countries where prostitution is 

not allowed these special facilities might give the police an opportunity to trace 

sex workers, which of course is another reason to avoid health care services. It 

is also noticed that most sex workers prefer to go to private doctors. Private 

doctors are thought be better because they are more expensive. However, 

their skills are not specifically geared towards dealing with the specific needs of 

sex workers. There is a need for tracing private doctors and clinics that treat 

sex workers regularly in order to improve their attitude and skills. Gorter and 

her colleague (1999) describe a successful Nicaraguan project in which sex 

workers are handed vouchers for free reproductive health care in a clinic of 

their own choice, whether private or public. 

Though many stress that special STD clinics for sex workers are not a 

good idea, it is essential that health personnel who work with sex workers are 

aware of specific needs and problems. A drop-in centre where services are 

available for sex workers can function well in some circumstances. 

Participation of sex workers in such drop-in centres is highly recommended 

(Wolffers, 1999). 

In many developing countries, the point of first encounter for STD self

medication and treatment is in the informal health sector. Over the counter 

purchase of antibiotics at pharmacies (drugstores or chemist shops) or from 

drug vendors and injectionists is almost universal despite laws that regulate 

their distribution (Moses et aI, 1994). The treatment obtained from these 

sources is frequently inadequate or ineffective, patients do not receive the 

benefit of prevention education including condom advice and their sexual 

partners are not referred or treated. In Cameroon, a survey of men leaving 

pharmacies found that only nine percent of men in Douala and 15 percent of 

men in Yaounde received their prescription from a medical doctor (Trebucq et 

aI, 1994). 
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In other Asian countries such as Thailand, Indonesia and the 

Philippines, commercial sex establishment owners contract private 

practitioners to provide regular (usually weekly or biweekly) on-site STO check

ups and treatment of their employees. In Tanzania, four types of STO services 

for sex workers were compared; brothel- based periodic visits; clinic visits 

outside normal hours; regular clinic attendance at upgraded clinics; and regular 

clinic attendance at clinics without intervention. Sex workers preferred brothel

based STO services. However, STO services at clin ics outside the normal 

operating hours were more acceptable than STO services offered during 

normal clinic hours (Mbuya et aI, 1995). 

In Tamil Nadu, India, numerous surveys by non-governmental 

organisations (NGOs) considering the use of ambulatory clinic vans have 

shown that sex workers generally work in areas far away from their homes and 

prefer to live anonymously in their own neighbourhoods. A neighbourhood 

clinic, either fixed or mobile, which only provides STO services, would probably 

draw too much attention from other neighbours. It is unlikely that sex workers 

would use them for fear of being labelled. These women prefer to seek STO 

treatment outside their communities or in clinics that cater to the entire family 

and provide a broad range of primary health services (Dallabetta, 1996). 

In Kinshasa, Zaire, a special women's health centre was established in 

an area where many sex workers lived (Laga et aI, 1994). The clinic provided 

health education, free STO treatment and free condoms. The study 

demonstrated that a clinic-based intervention of care and prevention could 

reduce the incidence of STO and HIV. It was also noted that once the women 

realised they were receiving quality services they were more receptive to 

prevention messages, creating a "care-prevention synergy". 

Based on an assessment of the target community's needs in the 

Sonagachi district of Calcutta, India, a health service centre for sex workers 

and their families was opened at a local youth club in the heart of the "red light" 

area. Although the emphasis is on sexual health, other basic health services 

are also provided. Effective STD treatment coupled with peer education and a 

condom distribution program has resulted in a reduction of STO prevalence in 
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the community, dropping from 80.6 percent to 59.2 percent over three years 

(Jana, 1994). 

In Nairobi, Kenya, a small storefront clinic providing family planning 

services to high-risk women in the neighbourhood instituted STD care services 

at the request of the health-care workers. A revolving drug fund was 

established and community-based distributors of contraceptives were trained 

to refer symptomatic women to the clinic. In Tanzania, STD services integrated 

into primary health-care services (PHC) was the least preferred source of care 

among sex workers along truck routes. The sex workers preferred care at their 

brothels or in the clinics at hours different from the normal clinic hours (Mbuya 

et aI, 1995). 

Regular screening of registered sex workers, often a legal requirement 

is performed in several countries. However, these services are often 

stigmatising and of little public health value since screening tests are either 

inappropriate or inadequate. Sex workers generally view such services as a 

legal hurdle rather than a health benefit. Furthermore, this approach does not 

reach unregistered or "clandestine" sex workers, a group that may be at higher 

risk for STDs than registered sex workers. In a study conducted in the 

Philippines, the prevalence of gonorrhoea among unregistered female sex 

workers was 37 percent (Moses et aI, 1994) compared to 7.2 percent among 

registered ones. 

In Tanzania, peer health educators at truck stops, who were already 

involved in condom promotion and HIV risk reduction education, were trained 

to assess risk using three simple questions (Mbuya at aI, 1995). An affirmative 

answer to any of the three questions was supposed to prompt the peer 

educator into referring the woman for treatment. However, the peer health 

educators were unable to apply the score properly, even after repeated 

training. It was surmised that the educators were important for their role in 

encouraging the women to seek care, but in this pilot project they were unable 

to refer women at higher risk based on a risk score. 

In Madras, India, the AIDS Control and Community Education 

Programmes Trust has started an outreach program for sex workers in the 
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central train station area. Sex workers with STD complaints are being referred 

with a letter to the public hospital for free treatment. The referral letter helps to 

ensure that the women are treated well by the clinic staff. So far the women 

appear to be pleased with the services and with the attitude of the staff whom 

they have encountered. There are other factors, too, which deter women from 

seeking treatment or cause them to delay their visit. Sometimes women hope 

that symptoms will just go away or consider their symptoms are not a priority 

(Hook et aI, 1997). 

There is increasing evidence that a large proportion, and in some 

settings most, STD patients seek care elsewhere, such as from traditional 

healers, pharmacists, friends or in the marketplace. Data from Mwanza, 

Tanzania, and Nairobi, Kenya, show that offering accessible and affordable 

care, including effective drugs, can cause a shift of health-care-seeking 

behaviour to official medical services (Laga, 1994). In some settings, it may be 

preferable to opt for more innovative approaches, such as training pharmacists 

or traditional healers in the syndromic approach or by allowing the social 

marketing of STD treatment packages (Crabbe et aI, 1993). 

Form the above literature it is clear that an ideal health care service for 

sex workers could have a holistic approach and combine STD and infectious 

disease screening and treatment, contraceptive services, other general health 

care and health promotion 

All services should be provided with an understanding of the specific 

needs of different sex workers or trafficked women and girls, and the impact of 

their working conditions on health problems. For example, if a sex worker has 

pelvic inflammatory disease, routine advice about abstaining from sex for two 

weeks is unlikely to be feasible, and therefore other options, such as 

encouraging non-penetrative sex, and an earlier follow-up visit, may be 

discussed. 

13.1. STD and contraceptive services 

Prevention and treatment of STD, and promotion of general health are 

at the heart of HIV prevention. Some areas have good mainstream services, 
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but these are rarely acceptable to all sex workers, and many projects have 

found that specific health services for sex workers are necessary (UNAIOS, 

2000b). 

Some sex workers prefer a service where their occupation is already 

known and where the professional staffs understand their needs and lifestyle. 

However, in other situations separate services may be considered to increase 

the stigmatisation of sex workers, and it may be preferable to improve the 

accessibility and sensitivity of mainstream services. 

In Lisbon, when Project staff found that sex workers, particularly drug 
users, did not make use of the mainstream service, it was decided to 
provide free STD care from the Drop in Centre once a week, via a staff 
team of doctor, nurse and clinical psychologist. This proved very 
successful, with nearly 400 visits made to the service in 1996 
(Europap/Tempep, 1999) 

A specialised STO service for sex workers can be offered within a 

mainstream clinic, which has the advantage of the clinic's full range of 

expertise and equipment, but careful planning is needed of times, staffing, 

procedures and publicity to ensure its success. 

Many projects have found that it is important to accompany sex workers 

on clinic visits, and many STO services welcome accompanied visits. Those 

unfamiliar with the services may have anxieties about attending and a 

companion may give them moral support. In the case of migrant sex workers, it 

is important that they be accompanied by a cultural mediator to translate and to 

explain what is going on. 

It is the experience of projects where accompanied visits are standard 

practice that this strategy does not undermine the sex worker's motivation or 

independence, but rather helps to establish familiarity with the service, 

develops a habit of making regular visits, and empowers sex workers to 

acquire knowledge which can then be shared with peers. 

In Villafranca (Verona) the public health service has opened its services 
to local sex workers, mainly non-Italian and casual workers. One 
afternoon a week, the public can attend free of charge and with full 
anonymity to be tested for HIV, STD, Hepatitis, TB; to be vaccinated, 
(especially Albanian women needing polio vaccination), have 
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gynaecological examinations, contraceptive advice, abortion counselling, 
etc. A street unit travels around Verona informing sex workers about this 
service, making appointments, and accompanying them. Peer specialists 
talk to them about important issues such as contraception and 
vaccination while travelling in the vehicle. In three months, 50 women 
used this service and all returned of their own accord to get the results of 
their tests (Europap/Tempep, 1999) 

However it is provided, a clinical facility for sex workers should be free, 

voluntary, and should allow sex workers to be anonymous if they choose. 

13.2. Follow up of partners 

Sex workers will be exposed to re-infection if regular partners, with 

whom condoms are not used, are not followed up. It is vital that this is done in 

a sensitive way, which respects the sex workers' privacy and anonymity, and 

takes into account the realities of their lifestyle. 

It is necessary to discuss with the patient the nature of the infection, the 

reasons why partner follow up is desirable, and to decide together the best 

method of getting partners to an STD service. Often the best person to contact 

partners is the patient, but sex workers may have good reasons why they 

cannot do this; for example: the partner might respond violently, the sex worker 

may not want the partner to know s/he has an STD, the partner may refuse to 

attend an STD seNice and the sex worker may not know how to contact the 

partner. 

In these circumstances clinical staff or other project workers may be 

more successful in contacting partners. Where a partner absolutely refuses to 

attend, some STD clinicians may, as a last resort, give medication to the sex 

worker to give to the partner. 

13.3. General health care 

Some clinical sexual health services for sex workers include general 

health addressing immediate health problems, such as back ache, chest 

infections, drug related abscesses, minor injuries etc. Common needs include 

counselling and referral for drug and alcohol problems, and provision or referral 

for mental health issues. Such clinical services may facilitate a holistic 

approach to health needs among sex workers. 
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13.4. HIV positive sex workers 

HIV positive sex workers should have the same access to 

confidentiality, counselling, treatment and care as all other people with HIV. 

Specific issues include counselling about working safely (eg. through condom 

use), and about alternatives to sex work in order to reduce the risk to the sex 

worker of acquiring opportunistic infections from clients, as well as of 

transmitting infection. 

13.5. Social welfare provision 

Any problem, from unpaid fines to drug dependence, which puts a sex 

worker under increased financial pressure could undermine commitment to 

safer sex, because the fastest way to make money is to offer unsafe sex. 

Problems, which erode self-confidence, can contribute to sex workers being 

pressured into risky behaviour. 

Research in France amongst 355 female, transgender and male sex 
workers in 1995 showed that about half lived in precarious 
accommodation (hotel or no fixed address), and that precarious housing 
correlated strongly with lack of health insurance, and consequently lack 
of access to health care. Young people and transgenders had the most 
precarious living conditions (Europap/Tempep, 1999) 

Most projects offer a wide range of services to sex workers, which, while 

not directly focused on health care, contribute to sex workers' personal welfare, 

self-esteem, and ability to control their own lives, so improving their chances of 

being able to adopt a healthier life-style. These issues include: legal advice, 

housing/homelessness, child care, social benefits and insurance, health 

insurance, civil/human rights, education, exit routes from prostitution, 

empowerment/assertiveness, domestic violence, childhood sexual abuse, 

exploitation/forced prostitution, introduction to other services and referral, 

advocacy. 

The provision of condoms and other materials does not always mean 

that safer sex is practised. Safer sex advice, workshops which may include role 

play, demonstrations and discussions about the suitability of different condoms 

are all key components of safer sex interventions. 
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In Finland project staff found that Russian and Estonian sex workers 

were used to poor quality condoms and needed to be convinced that those 

being offered were reliable. In some countries condoms are relatively cheap 

and are an established part of a sex worker's "kit". In other countries condoms 

are relatively expensive and may be difficult to obtain. 

13.6. Health promotion 

Health promotion for sex workers is currently mostly aimed at reduction 

of HIV infection. However issues around HIV are not always the priority for a 

prostitute, and other problems may be more pressing. Services which focus on 

HIV prevention alone may have difficulty establishing credibility, and HIV 

prevention work will not reach the target group. HIV prevention should be 

placed in a wider context, taking into account other needs of sex workers and 

living conditions more generally. Sex workers experience health-related 

problems similar to any other person as well as occupational risks, including 

violence, drug and alcohol misuse and homelessness. 

The wider health promotion needs of sex workers can be met through 

information and education, access to a range of health, welfare and legal 

services as well as through skills training. 

14. Research Framework 

As I mention in a previous chapter, the main objective of this research is 

to understand the whole process of sex trafficking of girls and women from 

Nepal to India for the propose of prostitution and to identify the practices 

related to maintenance of health and prevention of diseases including health

seeking behaviour of those trafficked women and girls. Therefore, I used to 

two different conceptual frameworks to understand these two different 

aspects. 

14.1 Conceptual framework for health seeking behaviour 

It is clear from a review of current literature that no systematic 

framework is currently available by which to assess the health seeking 

behaviour in relation to sex workers as well as trafficked persons. It is also 
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clear that many factors are responsible for the use available health services by 

sex workers or trafficked persons. Therefore, this study used the following 

approach (table 3.1), which is similar to McKinlay's (1972) analytical 

orientations of health seeking behaviour maintained in early 70s, to understand 

the health seeking behaviour of returned trafficked women. 

Table 3.1 Conceptual frameworks to understand the health seeking behaviour 

The economic: 

The socio

demographic: 

The social

psychological: 

The geographic: 

The socio-cultural: 

The organisational 

or delivery system: 

In which attention is concentrated on the impact 

of financial barriers to help-seeking. 

In which emphasis is on the significance of 

gross characteristics like gender, age, and 

education for utilisation. 

In which emphasis is on the link between 

individual motivation, perception and learning, 

and utilisation behaviour. 

In which the focus of attention is the 

association between the geographical proximity 

of the health service and utilisation. 

In which the orientation is towards examining 

associations between the values, norms, 

beliefs and life style of different socio-economic 

groups and utilisation. 

In which the focus of attention is on the effects 

of aspects of health care organisation on use of 

services. 
L-____________ ~ ________________________________________ _ 

14.2. The conceptual framework for trafficking 

The conceptual framework that guides this research has its roots in a 

multidisciplinary approach informed by the research fields of women's studies, 

social economics and development studies, public health, law, sociology, and 
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social and medical ethics. Since contemporary trafficking of women and girls in 

and from Nepal had not been systematically studied, the researcher has had to 

determine how to approach and study this complex and multi-faceted 

phenomenon. A research framework (figure 3.1) was developed to follow the 

path of trafficked women from their hometown, through their experiences in the 

sex industry, to their present place in life. Interviewees (the women 

themselves, and those who subsequently work to rehabilitate them) were 

questioned about the women's background before being recruited or trafficked 

into the sex industry, about the methods used to recruit them, whether and how 

they were moved around while in the sex industry, how they were initiated into 

the roles and activities they had to carry out, how they were controlled while in 

the sex industry, and how they coped with and resisted the conditions under 

which they lived. 

Interviewees were also asked for their recommendations for policies on 

trafficking and prostitution. Since the women interviewed most likely had daily 

contact with other women in prostitution, they were asked for their observations 

and knowledge about other women (possibly trafficked women) in the sex 

industry. Women were asked about their experiences with recruiters, traffickers 

and pimps and the men who buy them in the sex industry. They were asked 

about their health and well-being during sex work, and after getting out. 

Furthermore, interviewees were also asked about awareness on sexual health 

particularly about STDs, HIV/AIDS and health seeking behaviour. 

This research strategy enabled me to gather information on various 

aspects of trafficking in women and the sex industry from multiple sources and 

points of view. The questionnaire used in this study was constructed and 

organized by topics related to the path trafficked women may follow and the 

operation of the sex industry (figure 3.1). Questionnaires for each group of 

interviewees were constructed according to the topics on which this group 

would most likely have knowledge or experience (details are describe in 

methodology chapter). 

To gather information on sex trafficking in Nepal as effectively and 

efficiently as possible, target sampling was used, in which individuals with 
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knowledge (or likely to have knowledge) on trafficking and the sex industry 

were interviewed. The goal was to gather information from the most informed 

experts on the topic to acquire an in-depth knowledge of the phenomenon of 

trafficking, not to do a broad survey of knowledge and attitudes. 

The groups of individuals interviewed were social service workers who 

provide services to trafficked women and girls or may come in contact with 

women from the sex industry, and those providing services to immigrant 

populations; academic researchers and rehabilitation centre people who have 

studied the sex industry or trafficking of women and/or migrants; and health 

care workers who provide services to women in prostitution or may come in 

contact with women in the sex industry. 

82 



In Nepal 
Rehabilitation Centre 

Transit Home 

• • • • •• • • • • • •• • • • • •• • • 
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15. Problems and weakness of available literature 

In general terms, the available global, regional and national discourse 

on this theme is characterised by a poor understanding of social theory, and 

use of unreliable quantitative and qualitative information. There is lack of 

attention to research techniques, in evaluating policy the reproduction of myths 

and unsubstantiated facts, as well as the use of assumptions and campaigning 

imperatives in place of established theory and knowledge. The current situation 

on the quantification of the trafficking is characterised not only by widely 

differing figures but also by very different definitions. Data on migration of 

women are frequently hidden within and confused with data on trafficking. In 

addition to the accounts of NGOs and journalists, a relatively small amount of 
. 

information is produced by anthropologists and sociologists (O'Dea, 1993; 

Acharya, 1998; Asia Foundation/Population Council, 2000) who have worked 

on limited research projects. 

Perhaps the most disquieting aspect of the literature is the generally poor 

quality of research. The overwhelming majority of publications in the field of the 

trafficking is characterised by muddled, low level or misunderstood theories, 

badly thought out and applied research methods, poor data and inadequate 

analysis. Most of the literature originally consulted for this review was so poor 

that it was not worth including in literature review and, indeed, inclusion should 

not be taken as a sign of high, or even adequate, quality material. It seems 

that, in this field, a priori claims are made, based on rather weak evidence, 

about the existence and extent of facts that people in general find so 

desperately uncomfortable that they would rather accept the incredible than 

ask searching questions. 

It is worth listing the more common errors of research method and 

analysis, because they contribute to the reproduction of unreliable or 

mythological information within the literature. There are few examples of 

rigorous research or of data presented within a comprehensible cultural 

context. For example, the most widely quoted statistics are that five to seven 

thousand Nepali girls are trafficked for prostitution each year, and that 200, 000 

Nepali girls and women are currently working in the sex industry in India. 
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These numbers were first quoted as an unsubstantiated estimate in 1986 and 

have been quoted without alteration over the ensuing sixteen-year period. 

Numbers are an important part of any campaign because they endow it 

with urgency and an overwhelming sense of importance. Campaigns, 

journalism and academic literature tend to use the same unreliable statistics, 

either without reference to the source or citing one of the texts that have 

attained credibility. A case in point is Narvesen, The Sexual Exploitation of 

Children in Developing Countries (1989), which claims that there are one 

million sexually exploited children in Asia, although other texts take this to 

mean one million prostitutes. The term 'children' is used emotively and 

overinclusively, and may include girls who are in their mid-teens and would be 

of marriageable age in their own communities. It is normal for the highest 

figures to be given. They are always 'increasing', usually at an 'alarming' rate, 

reaching 'epidemic' proportions. Yet no reason is given for this except for the 

'fact' that customers are turning to ever younger prostitutes because they 

believe them to be AIDS free. There is no evidence either way for this claim, 

but it has been endlessly repeated (Lee-Wright, 1990; Muntabhorn, 1992; 

O'Grady, 1994) until it has become a 'fact'. The evidence for these myths may 

simply not be provided, or given as a citation to another text that itself provides 

no evidence, or takes the form of hearsay evidence, the unverified statement of 

someone who knows somebody who knows these things are true. 

One factor in the reproduction of inadequate information in the literature 

of trafficking for prostitution is the style of language used. Language is the 

means by which ideas are reproduced. The way it is used in anyone context 

reflects the structure of the paradigm or overall theory that has given rise to 

these ideas. Language is never neutral. If a structure of ideas is repetitive, so 

the words and phrases that it gives rise to will bear the same repetitive 

characteristics. Literature on the girls' trafficking and prostitution is 

characterised by assertiveness. Uncertain verb forms such as the conditional 

or the subjunctive mood are seldom used. Thus writers seldom say that 

something 'might be the case' or 'it is reported that...'., preferring to present 

their case in the positive indicative, 'is', 'was, 'were'. Thus sentences often 
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begin 'There is evidence that...', or 'It has been found ... ' although the nature 

and source of such evidence, findings and claims are not presented. 

A further immediacy is given to texts by the use of what is called 'the 

ethnographic present' which is the device of writing about past events in the 

present tense. A pastiche might be: Maya stands outside the night-club waiting 

for a client. She is shivering with the cold and hopes that the next man will not 

be violent like the man who blacked her eye yesterday. She is twelve years 

old, but she has the eyes of a much older woman. This often obscures the fact 

that the case study was gathered long ago by someone else and that Maya, if 

she ever existed, probably is a much older woman by the time the reader 

encounters her in the text. 

Further linguistic devices are implicated in the repetitions and confusions 

of quantitative data. For example, in the chapter that is devoted to child 

exploitation in a highly respectable publication on children's rights, the author 

writes: 

Undoubtedly most international trafficking is in women over the age of 
16, but some children get swept up in the tide. Specific ages are rarely 
reported, but it seems reasonable to infer that at least some under-16s 
are included (Kent, 1992, p. 325). 

Leaving aside the rather loose use of metaphor in the phrase 'swept up in 

the tide' with its implications of the passive, helpless role of women and 

children, less obvious, but equally powerful, words and phrases in this passage 

move it to a position in which what is said is unlikely to be questioned because 

of its authoritative tone. 'Undoubtedly ... ' puts the writer beyond question, 

without having given any support for his certainty. He does not qualify what he 

means by 'most'. Likewise, 'it seems reasonable to infer', when placed 

alongside 'at least' appears to be 'reasonable' without giving any grounds, 

while 'at least' in this context appears to imply something of an underestimate. 

Similar, frequently employed phrases aiding the uncritical repetition of 

inaccurate statistics are: 

'children as young as ... ' which could refer to one or two exceptionally young 
children in a larger sample of children considerably older; 
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'up to 20 times a night' .. when referring to numbers of clients, which gives 
no idea of the average number of clients or the type of sex work under 
discussion. 

Journalists tend to take even greater liberties with language, stressing 

the emotive aspect of the juvenile's situation and appealing to the readers' 

sense of outrage. The tone of journalists' coverage of sexual exploitation is 

often deliberately subjective and emotional. Repetitive use of shocking detail 

are justified in the public interest. There is usually an emphasis in journalists' 

information on the personal circumstances of each child, without recourse to 

any wider sociological information. Instead media reports of trafficking tend to 

explore themes such as the poverty of the family and inappropriate parental 

role models (alcoholic father or prostitute mother). 

Nevertheless, journalists do tend to quote children directly more often 

than academics although, when children are allowed a voice, it seems they are 

muted or speak according to predetermined scripts. Adult advocates are 

usually given much more column space, and their opinions are given far 

greater weight so that it can sometimes seem as if journalists are merely 

quoting an adolescent to prove the point that adults are making. 

Within the non-governmental sector in general, data tend to be collected 

and/or collated in an extremely patchy and haphazard manner. There is a great 

reliance on newspaper reports, individual stories, other NGOs and social 

workers and other 'experts' who guess at numbers and statistics. There is 

almost no information from the trafficked girls who work as sex workers and 

little exchange of information with the academic sphere. Another problem in the 

NGO literature is that the academic literature seems to be largely ignored or 

unknown. In addition, within the mainstream, campaigning literature, certain 

categories become blurred. 

Academic literature on this topic in South East Asia is largely written by 

Western academics who have carried out some field research in the countries 

they study. In general, they conducted interviews with the trafficked girls and 

tend to be critical of middle class activists who appear to have less 'hands on' 

experience than the researchers. Some anthropologists and sociologists (Asia 

Foundation, 2000; Asia Foundation/Population Council, 2000; Rajbhandari and 
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Rajbhandari, 1997) have been concerned with looking at underlying 

predisposing factors and cultural patterns that might lead to the trafficking. 

They rarely talk about the types of clients but look at the family background of 

the victim emphasising the burden of duty they bear, especially girls, who are 

expected to make sacrifices in order to look after the family and to repay the 

parents for their lives. 

Perhaps the most serious of these aspects is the way in which 

numerical data are manipulated and reproduced. For example international 

interest in children gained momentum in the United National International Year 

of the Child (1979) and was given further impetus through the adoption and 

entering into force of the United Nations Convention on the Rights of the Child 

(1989/90) yet, in the more than two decades, little has changed in terms of the 

way research is carried out and used by child welfare and advocacy 

organisations, despite considerable advances in theories of childhood and 

methods of researching children's issues within the academic community. 

What this amounts to is that the numbers provided for all groups of children in 

need of special care and protection have tended to remain the same, based on 

guestimates rather than research. 

In the case of trafficking, however, guestimates have become fact, partly 

because they have become inscribed in rhetorical discourses aimed to raise 

awareness. The objective appears to be to heighten public and policy interest 

in the issue by stressing the scale of the problem. Yet this is neither ethically 

acceptable nor logical. In the first place, as stated as far back as 1983 by the 

United Nations Special Rapporteur on the Suppression of the Traffic in 

Persons and the Exploitation of the Prostitution of Others, The important point 

is not the scale of the problem but its degree of seriousness as a violation of 

the fundamental rights of the human person' (Fernand-Laurent, 1983). In the 

second place, the normal practice within the literature of providing a raw 

number, such as 'more then 1 million women and girls are trafficked in Asia' 

does not actually provide an exact idea of scale. To do this would require some 

knowledge of source, time, relative location and proportion. 
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The overall impression gained from carrying out this review of the 

literature on the trafficking is a permanent sense of deja vu, because the 

material is so repetitive and the methods of data collection, analysis and 

presentation reinforce the way information tends to be reproduced. There are 

interesting debates and pockets of verifiable data, but these are obscured by 

the overwhelming weight of sensationalism, pressurised advocacy and refusal 

to examine taken-for-granted assumptions. The main reason is that data in this 

field generally arise in the context of campaigns so that knowledge is 

organised around campaigners requirements for particular kinds of fact, rather 

than the actual lives and needs of trafficked girls and women. 

16. Conclusions 

The reliable literature reviewed above has shown a complex network of 

different social, household, individual, persuading, administrative and legal 

factors as the determ inants of trafficking. Current responses to the trafficking of 

women include law enforcement measures to stop the traffickers or to rescue 

the women from their trafficked state; assistance to women who have been 

rescued; and prevention programs aimed at educating communities and young 

women about the dangers of trafficking. Unfortunately, they fail to challenge 

the existence of trafficking or to support a movement of women in occupations 

associated with trafficking. There is lack of clarity on mean ing and process of 

trafficking and on vulnerability of trafficking. Some organisations wrongly 

mingle trafficking with sex work or migration. There is a complete lack of 

monitoring, evaluation and documentation of current programs. Hence it is 

difficult to make informed judgement about the relative advantages and 

disadvantages of different programme processes. 
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1. Introduction 

CHAPTER FOUR 

RESEARCH METHODOLOGY 

The first objective of this study is to understand the pattern, context and 

process of trafficking of women and girls from Nepal to India for the propose of 

prostitution. As mentioned in the introductory chapter there is a need to 

investigate the lives of trafficked women within social and cultural settings in 

order to understand the nature of their problems, and to identify the needs of 

those victims. This can only be done by investigating trafficked women in their 

own words, which will allow for an understanding of their lived realities and 

provide them with a voice that has previously been silenced. 

Often in social research the investigators have a set of pre-conceived 

hypotheses, and information is analysed accordingly. But in new and sensitive 

areas of research the domain should be defined by the informants, in their 

language and not by the investigators. Investigators may not know the domain 

correctly and define the items or background variables falsely (Weller and 

Romney, 1988). 

The second objective of this study is to identify the health-seeking 

behaviour and health need of returned trafficked women and girls. The taboo 

and stigmatised nature of sexual health problems in most cultures of Nepal (as 

well as the frequent repression of discussion about sexuality) will mean that 

gaining a 'true' picture of health seeking behaviours is particularly difficult and 

requires considerable cultural sensitivity. Health seeking behaviour cannot be 

understood in isolation from socio-cultural and other factors relevant to health 

and sex, including pressures to conform to some moral norm, legal repression 

of certain kind of sexual activity, absence of sex education, and poor quality 

health service in general (Mertens et aI, 1997). 

In the study of human behaviour, much of the initial description takes the 

form of observations and information documented qualitatively, not 

quantitatively. The use of qualitative data has become more common and has 

recently grown in acceptance within the scientific community, particulariy in the 
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area of public health. Some of this recent change is due to the increasing 

sophistication of qualitative research methods and data processing techniques. 

However, a large part of this change is due to new questions about 

relationships between human behaviours and the public health problems of 

HIV, AIDS, and STls. With the emergence of these public health problems, 

traditional quantitative data collection methods have become recognized as 

insufficient to meet informational requirements about human health and 

behaviour. The increased use of qualitative methods thus reflects an urgency 

to understand HIV/AIDS risk behaviours and their contexts and to develop 

effective prevention interventions for curbing the epidemic (Evans and 

Lambert, 1997). 

In order to carry out a study viewing social systems and interactions 

within Nepalese communities, and to assess the position of women within 

these communities, it is necessary to select appropriate methodologies to 

undertake this task. I set out to use a qualitative, ethnographic case study 

approach (Hammersley, 1983; 1992; Yin 1994), using in-depth interviews, 

participant observation and collection of socio-demographic information as 

methods of data collection (Becker and Burgess, 1984; Hammersley, 1983; 

1992). This method was favoured as it offers an orientation to understanding 

the processes and structures of a given social setting and allows employment 

of research techniques consistent with this orientation (Silverman, 1993). 

This chapter firstly describes the approach of my research, and discusses 

the ethnographic approach with in case study framework, which was employed 

in this study. Secondly, it discusses the research design, mainly access to the 

study site, data collection tools followed by recording and analysis of qualitative 

data. Thirdly I discuss the validity and reliability of this research. Finally, it 

describes ethical issues and chapter ends with concluding remarks. 

2. Approach of my research 

Any kind of research that produces findings not arrived at by means of 

statistical procedures or other means of quantification is termed as qualitative 

research. A fundamental assumption of the qualitative research is that a 

profound understanding of the world can be gained through conversation and 
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observation in natural settings rather than through experimental manipulation 

under artificial conditions (Anderson, 1998). Denzin and Lincoln (1994) stress 

this view in the following words. 

Qualitative research is multi-method in focus, involving an interpretive, 
naturalistic approach to its subject matter. This means that qualitative 
researchers study things in their natural settings, attempting to make 
sense of, or interpret phenomena in terms of the meanings people bring 
to them. Qualitative research involves the studied use and collection of a 
variety of empirical materials - case study, personal experiences, 
introspective, life story, interview, observational, historical, interactional, 
and visual texts - that describe routine and problematic moments and 
meanings in individuals' lives (p. 2). 

The keys here are the emphasis on deriving an understanding of how 

people perceive and construct their lives as meaningful processes, how people 

interact with one another and interpret those interactions in the context of the 

social and natural worlds, and the importance of observation in natural 

settings. As such, the central methods of qualitative research include 

interviewing people through various techniques and recording what they say, 

observing people in the course of their daily routines, and recording their 

behaviours. 

Strauss and Corbin (1990, pp. 17-18) offer an even broader definition of 

qualitative methods in the course of developing the methodology of grounded 

theory: "By qualitative research we mean any kind of research that produces 

findings not arrived at by means of statistical procedures or other means of 

quantification." Strauss and Corbin (1990) note, however, that some 

researchers employ qualitative interviewing techniques to gather textual data 

that are subsequently coded and analysed statistically; in effect, they quantify 

qualitative data. Other qualitative methodologists (Bernard 1988; Weller and 

Romney 1988) employ systematic interviewing techniques, such as triad 

sorting, to produce data that are analysed quantitatively. The results of such 

analyses generate an understanding of cognitive categories, or how people 

perceive the relationship among categories in some domain, such as HIV risk 

behaviours. 

Qualitative researchers take the participant as their starting point to 

understand the individual and their health situation through the processes of 
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interaction and empathy (Bogdan and Taylor, 1975; Bryman, 1988; Prior, 

1997). Bogdan and Taylor (1975) for example, talk about the need for the 

phenomenologically inclined researcher to 'see things from [a particular 

individual's] point of view' (Bogdan and Taylor, 1975: 14). Bryman (1988) 

meanwhile, says that: 

"the most fundamental characteristic of qualitative research is its express 

commitment to viewing events, action, norms, values, etc from the 

perspective of the people who are being studied': (Bryman, 1988:61) 

From the above discussion it follows that qualitative methods can, 

appropriately applied, give the intricate details of phenomena that are difficult 

to convey with quantitative methods or not easily handled by statistical 

procedures. According to Strauss and Corbin (1990) "Qualitative method can 

be used to uncover and understand what lies behind any phenomenon about 

which little is yet known. It can be used to gain novel and fresh slants on things 

about which quite a bit is already known". The researchers in the social and 

behavioural science are concerned as well as with the issues related to human 

behaviour and functioning, and use qualitative research (ibid). Patton (1990, p. 

38) suggest, 

"Naturalistic inquiry is the only valid and meaningful way to study human 

beings". 

I also believe that action can best be understood when it is observed in 

the setting in which it occurs, trying as far as possible to understand the 

phenomena studied from the respondents' point of view. Of course, the 

researcher cannot abandon his or her values, and these may influence the 

kinds of interaction and questions asked in the qualitative interviews. Of 

particular relevance in the present study is the researcher's firm opinion that 

sexual exploitation of women for purposes of prostitution is a cruel form of 

exploitation .. An important rule for the researcher however, is to be non-

judgemental and sympathetic to his respondents. 

Qualitative methodologists are mediators who attempt to demonstrate 

how a particular way of life makes sense in reference to another way of 
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understanding and creating social reality (Agar, 1986). Newman and 

colleagues (1991), for example, discuss the ways in which the qualitative 

understanding of the meaning of HIV risk behaviours from various people's 

own perspectives may be integrated with the epidemiological assessment of 

the transmission patterns of sexually transmitted diseases. Alperin and Needle 

(1991) and Williams and Johnson (1993) focus on the value of obtaining a 

qualitative understanding of social networks both for designing interventions 

and for epidemiological understanding of the natural history of HIV sero~ 

prevalence rates in various locales (Carlson et a/1994; Siegal 1990). As Clatts 

observed (1991, p. 232), "It is precisely the process of traversing socially 

derived boundaries that becomes the primary task of the ethnographer" or 

qualitative methodologist. In other words, qualitative methodologists must take 

care to let people speak for themselves and not impose their beliefs or values 

on the data. 

Jacob (cited in Marshall and Rossman, 1995) has categorized 

qualitative research in social science on discipline bases and historical tradition 

in six major domains. These different domains include human ethology (seeks 

to understand the range of behaviours in which people naturally engage), 

ecological psychology (stresses the interaction of the person and environment 

in shaping behaviour), holistic ethnography (human culture is crucial, try to 

uncover and document participants' perspective). The fourth domain is 

cognitive anthropology (assumes that participants' perspective are organized 

into categories of meaning that are systematically related to one another), the 

fifth one is ethnography of communication (linguistics are important, gather 

data about verbal and nonverbal interactions). The last domain is symbolic 

interaction ism (understanding of how individual take and make meaning in 

interaction with other, and create symbolic categories which inform future 

interactions ). 

Atkinson et al. (cited in Marshall and Rossman, 1995) describe seven 

approaches to qualitative research. They are symbolic interactonism, 

anthropology, sociolinguisists, ethnomethodology, democratic evaluation, neo

Marxist ethnography and feminism. Patton (1990) defines ten varieties in the 

theoretical traditions of qualitative inquiry. They include ethnography (culture is 
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central, every human group that is together for a period of time will evolve a 

culture), phenomenology (focuses on what people experience and how they 

interpret the world), heuristic inquiry (focuses on interpretation of information 

elicited in terms of hidden meanings), ethnomethodology (focuses on the 

ordinary, the routine the details of everyday life), symbolic interaction ism 

(emphasis on the symbolic meaning of human transactions), ecological 

psychological (the interdependent relationship between human behaviour and 

the environment), system theory (a system is a whole that is both greater than 

and different from its parts), chaos theory (deals with unpredictability and 

indeterminism in human behaviour), hermeneutics (interprets the meaning of 

phenomena from some particular perspective), and orientational qualitative 

inquiry (emphasis on important variables and concepts and the interpretation of 

findings). Ethnography is applicable in this study because it enables one to 

elicit information from the trafficked women in their own cultural context and 

gives me a chance to analyse the problem from the cultural actor's point of 

view (Silverman, 1993, Holstein and Gubrium, 1994). 

3. Ethnography within case study framework 

The background of ethnography is wide and it draws on many 

disciplines. That is why there is no explicit definition of ethnography. In its 

widest sense, ethnography is defined as a systematic process, through which 

models of culture or subculture are observed, described, documented and 

analysed (Pelto and Pelto, 1978; Agar, 1980). Ethnographic research offers an 

orientation to understanding the process and structure of a social setting and 

employs research techniques consistent with this orientation. Spradley (1980) 

describes ethnography as "the study of both explicit and tacit cultural 

knowledge" (p.8). Culture is defined as "the acquired knowledge people use to 

interpret experience and generate behaviour" (p.6). Whereas explicit cultural 

knowledge can be communicated at a conscious level and with relative ease, 

tacit cultural knowledge remains largely outside of people's awareness. An 

example of tacit cultural knowledge would be the way in which individuals of a 

given culture define space. Spradley (1980) further posits that because so 

much of any culture consists of tacit knowledge, informants or interviewees 

often know things they cannot talk about or express consciously. Thus, the role 
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of the ethnographer "is to make inferences about what people know by 

listening carefully to what they say by observing their behaviour" (p< 11). This is 

why ethnographers must participate as well as observe. 

Usually, it is viewed as a research approach based on fieldwork with 

participatory observations and open interviews. Fieldwork has historically been 

characteristic of anthropology, because foreign cultures without prior written 

documents have been the main focus of anthropological interest. Geertz 

(1973) claimed that cultures can be compared to written texts, and 

anthropologists are the writers of such texts. On this basis, ethnography is 

defined as a research process and a textual product (Van Maanen, 1995). 

Atkinson (1990) considers ethnography a scientific genre, a scientific style of 

its own. 

The background commitments of ethnographic study relate to the role of 

the researcher and the degree of the informants' participation. Classic 

ethnographers concentrated on systematic observation of social environments 

to find their structures and functions. Fieldwork was a combination of the 

researcher's actions, such as observation, listening, asking questions, writing 

field notes and taking care of social relations in different environments< Writing 

up the ethnographic study consisted of describing in details the items of the 

environment where the research had been conducted (Spradley, 1979; 

Hammersley and Atkinson, 1983; Werner and Schoepfle, 1986). Researchers 

did not consider the fact that informants told them about their life experiences 

from their own point of view or that sometimes their descriptions possibly rather 

created than reflected the truth of their life (Cohen and Omeri, 1994). 

Views about the roles of the researcher and the informants in an 

ethnographic research process were influenced by sociologists, who adopted 

ethnography in various ways, depending on their perspective, such as 

phenomenology, ethnomethodology or symbolic interaction ism (Mackenzie, 

1994). Qualitative ethnographic approaches typically aim to elicit meaning and 

understanding from situations and actions through interpretation and 

explanation of behaviour. It is accepted that everyone creates his or her own 

reality, and all knowledge is considered contextual, which means that the 
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informants respond according to their interpretation and understanding of 

specific situations. This means that research should be a cultural description 

which does not impose the researcher's own arbitrary and simplistic categories 

on the complex reality (Hammersley and Atkinson, 1983; Thomas, 1993; 

Mackenzie, 1994; Baker, 1997). 

Ethnographers do not work in a vacuum (Pool, 1994). I kept in mind that 

the role of the researcher is in central focus when ethnography is viewed as an 

endeavour to learn what knowledge people use to interpret their experiences in 

their cultural context (Aamodt, 1989). One way for a researcher to increase 

self-awareness of being part of rather than separate from the data is reflected 

in his/her personal experiences and feelings throughout the process of 

fieldwork (Lipson, 1989) The researcher (myself) is the most sensitive and 

important instrument, and my interpersonal skills are therefore critically 

important while being on the field (Fetterman, 1989; Lipson, 1989; Van 

Maanen, 1995). This fits in with Pool's (1994) idea that ethnographic texts do 

not mirror other cultures but are products of intercultural communication. 

The assumptions underlying much of naturalistic, ethnographic research 

emphasize the subjective reality of individuals and stresses the relativistic 

nature of the social world which can be understood by adopting the point of 

view of the individuals who are directly involved in the activities which are to be 

studied. Thus, the vantage point for understanding human activities lies in the 

frame of reference of the participant in action (Burrel and Morgan, 1979), This 

approach highlights the importance of knowledge as something, which is 

personally experienced, and which can thus be best understood from the 

inside i.e. from the subjective experience of individuals. As Spradley maintains: 

"participation allows you to experience activities directly, to get the feel of what 

events are like, and to record your own perceptions" (p.51). According to Taft 

(1988), ethnography is "naturalistic enquiry". In fact, the emphasis on 

subjective realities as the focus of the investigator's attention has much in 

common with the philosophy of naturalism which purports that "there exist 

multiple realities which are, in the main, constructions existing in the minds of 

people" (Guba and Lincoln, 1988, p.81). Since these constructions are 
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intangible, they can best be studied in "holistic and idiosyncratic fashion" 

(p.81). 

Ethnography is concerned with the direct observation of the activity of 

members of a particular social group, and the description and evaluation of 

such activity. It allows for a thorough understanding of the lives and cultures of 

the people participating in a study (Geer, 1957), although it is acknowledged 

that the process of 'evaluation' must reflect the way in which the researcher 

interprets the data obtained from interviews and interactions. 

The purpose of the present study was to understand more fully the 

pattern, context and whole process of trafficking in women and to identify their 

health seeking-behaviour, and what seem to be the necessary health care and 

social support for those returning, trafficked women. I felt that using qualitative, 

ethnographic techniques such as general observation and in-depth interviews 

were the most appropriate for this purpose (Hammersley, 1983). A classic 

definition of this technique is provided by Geer (1957): 

" By participant observation we mean the method in which the observer 

participates in the daily life of the people under study, either openly in the 

role of researcher or covertly in some disguised role, observing things 

that happen, listening to what is said, and questioning people, over some 

length of time'~ (Geer, 1957 p28) 

The advantages of using an ethnographic approach include the ability to 

observe directly, via fieldwork, behaviour and actions of community members, 

rather than replying purely on statements made by participants. Ethnography 

provides data, which are rich in depth and detail (Hammersley, 1992). This 

technique is particularly well suited to dealing with the way members of a 

culture see events - as seen through their eyes (Bryman, 1988). It describes 

and explores the individuals' perceptions. It also has an open and explicit 

awareness of the role of the researcher's self in the choice of topic, process of 

research and construction of the findings. As Denscombe (1998) points out: 

"Ethnography acknowledges the inherent reflexivity of social know/edge" 

(Denscombe, 1998 p79). 
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Conducting ethnographic research may be characterized as a life journey 

writ small an intense, yet extended, immersion in the collection of texts and the 

recording of observations and experiences in field notes. According to Agar 

(1986, p. 12), "Such work requires an intensive personal involvement, an 

abandonment of traditional scientific control, an improvisational style to meet 

situations not of the researcher's making, and an ability to learn from a long 

series of mistakes." This process is interactively influenced by the 

ethnographer's constant thinking and rethinking of incoming data and a 

deepening familiarity with previously published research, secondary data 

sources, research problems, and theory. As Fritz (1990, p, 61) phrased this 

process: 

The ethnographer is always "working with the data;" that is, thinking and 

wondering about meanings, relationships, and explanations. By 

continually constructing and testing working hypotheses, the 

ethnographic analyst maintains an intimate familiarity with the data, 

generates new interpretations of field evidence, and plots new directions 

for further field exploration. 

The process of conducting ethnographic research involves all of this. 

Ideally, its end result is the production of ethnography, a monograph, 

systematic description and analysis of a people's culture (symbolic meanings, 

beliefs, attitudes, and behaviours) that is oriented by a particular research 

problem and theory. 

However, there are some disadvantages to using an ethnographic 

approach in its classical sense. One of them is that there is a potential 

weakness of poor reliability and little prospect of general ising from the 

ethnographic account of a culture or event (Ham mersley, 1992). Survey 

approaches serve a useful purpose where representativeness and 

generalisability of findings are necessary. 

In this ethnographic research process, my fieldwork was based on 

informal conversations, formal interviews and participation in some of the 

informants' life situations, reflection on data, and analysing it, and writing 

interpretations. I consider informants as active participators, who reflected their 
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own reality through interpersonal interaction, narratives and stories. My focus 

was on the interactive process, with the aim of making sense of, and gaining 

meaning about, each social situation (Aamodt, 1989; Anderson 1991). The 

central question in this ethnography was how to respond to the explanations 

and life experiences presented by the informants (Marcus and Fisher, 1986; 

Geertz, 1988; Van Maanen, 1995; Atkinson, 1990). From the methodological 

aspect, my focus was to point out the interpretations through which the reality 

of social environment was built up, as well as detailed observations and 

descriptions of people's social life, as well as consideration and analysis of 

secondary data (Silverman 1993; Holstein and Gubrium, 1994). 

4. Case study 

Case study is an empirical inquiry that investigates a contemporary 

phenomenon within its real life context, especially when the boundaries 

between phenomenon and the context are not evident (Yin 1994). 

Yin (1994) suggests several conditions for the use of the case study 

strategy-

• Where the research question being posed are "how" and "why" 

questions: (one might also add "what" questions where the aim is partly 

exploratory) 

• Where the researcher has little or no control over the events and 

situations being studied 

• Where the main focus is on contemporary events within their real-life 

context: perhaps surprisingly, Yin offers no definition of "a case": It 

may be helpful here to adopt. Platt's (1988) definition of a case as "a 

bounded system"- a systematic account of the multi-faceted, time

limited activities of an individual, a family, a community, an aspect of a 

particular society, a polity or other form of organization and so on. Yin's 

analysis does provide an extremely useful framework for planning the 

research strategy. It does; however, tend to be a little too restrictive, for 

example in its exclusion of historical analyses. 
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• The inquiry is into technically discursive, complex and holistic situations 

in which there will be more variables of interest than simple data points. 

• The inquiry relies on multiple sources of evidence, with a need for data 

to converge in a triangulating fashion. 

• The inquiry benefits from the prior development of theoretical 

propositions to guide data collection and analysis 

Allan and Skinner (1991) describe the case study as an approach, or a 

strategy, rather than simply as a research tool. In using the Case Study as an 

overarching method, a variety of different methods can be used as a means of 

collecting both qualitative and quantitative data to contribute to each case 

study, and the integration of a series of case studies. 

Patton (1990) describes case study as "particularly useful where one 

needs to understand some special people, particular problem, or unique 

situation in great depth and where one can identify cases rich in information in 

a sense that a great deal can be learned from few exemplars of the 

phenomenon in question. " 

According to Anderson and Arsenault (1999), case study is a holistic 

research method that uses multiple sources of evidence to analyse or evaluate 

a specific phenomenon or instances. According to them, education is a 

process; therefore it requires a research method that is process oriented, 

flexible and adaptable to changing circumstances and a dynamic context. 

Given these boundaries, a case study method is often appropriate (ibid.). 

In my situation, a process oriented research method was appropriate 

because I had to explore mainly the processes and determinants of trafficking 

and health-seeking behaviour of returned trafficked women and girls. Case 

study can provide a better exploration of the issue. Furthermore the case study 

method demands flexible and adaptive contexts to conduct the study, therefore 

it provided me with an opportunity for in-depth understanding of the issues. 

Therefore I used an ethnographic approach in combination with the case study 

framework. An ethnographic approach marshals case studies in describing 
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roles, values, interactions and behaviours within a defined cultural, spatial or 

institutional context. 

According to the nature of my field of study, this perspective seems 

particularly applicable in the sense that returned trafficked women and girls are 

considered special people. Their problems do not correspond with the problem 

of other women and girls. They have uniqueness, such as their hesitatation to 

mix with others, limited friends, social stigma, shyness etc. I tried to study their 

special situation within the wider society and capture their uniqueness in 

relation to their real life history. 

The case study approach has sometimes been criticized as lacking in 

rigour, the propensity for researcher bias, and an inherent weakness in 

providing a sound basis for scientific generalization (see, for example, 

discussion in Yin (1994). Mitchell (1983: 207) comments that; 

"many of the criticisms (in term of validity and reliability) of the case study 

approach are based on a misconception of the basis upon which the 

analyst may justifiably extrapolate from an individual case study to the 

social process in general': 

The three potential objections identified by Yin will now be examined in a 

little more detail. 

First, case studies can be, and sometimes are, conducted with a striking 

lack of rigour. Yin (1994) comments, "too many times, the case study 

investigator has been sloppy and has aI/owed equivocal evidence or biased 

views to influence the finding and conclusions". However, steps can be taken 

to undertake case studies in a systematic and rigorous manner: moreover 

other research methods are also open to similar criticism. The steps taken in 

this research is outlined in more detail in other section. 

The second criticism of the case study research strategy relates to the 

tendency for researcher bias. But such bias is also to be found in other 

strategies (for example, in questionnaire design), and again the disciplined 

researcher should constantly be striving to keep bias to a minimum. 
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Finally the issue of generalisability is worthy of a more comprehensive 

response. One of the fallacies about case studies is that generalizations can 

be derived from them on the basis that they are "samples" from which 

generalizations can be made to other populations or universes: this is rarely 

true. As Yin (1994) emphases, case studies are generalisable to theoretical 

understandings and do not enumerate frequencies: they provide analytic and 

not statistical generalizations. Or as Mitchell (1983, 2000) puts it, "extrapolation 

from anyone case study to like situations in general is based only on logical 

inference". 

The case study can be a floppy, imprecise piece of work that is ridden 

with subjectivity and bias: but the case study can, and the good case study 

must, be otherwise. As Yin (1994.16) concludes: "Paradoxically, the 'softer' a 

research strategy, the harder it is to do': The experience of this research is that 

compiling a collection of case studies is an exceptionally demanding and 

difficult exercise. 

5. Research process and methods 

5.1. Access to study site 

Many countries have trafficking in women for prostitution, processes 

which are especially difficult to locate, identify and research. They may be 

hidden from public view by being kept indoors and out of sight, even if the 

women work in towns and cities; or they are isolated in scattered rural work 

sites; or they are manipulated by employers who are careful to limit their 

contacts with clientele and others. It is not known how large such populations 

of women and girls are, since counting them would be very difficult. Not a great 

deal is known about their conditions 0 living and employment. 

Women and girls who have been trafficked remain part of a hidden 

population until they have been identified by health workers, judicial 

institutions, the police, workers from NGOs and aid organizations, researchers, 

or others. This is because they do not themselves voluntarily come forward, as 

they are usually prevented by fear and trauma or by the resulting social stigma 

from doing so. They may also fear legal consequences if they are without any 
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identity documents, either because they never had them or because (as is 

often the case) they have been taken away by the traffickers. They may fear 

violence from traffickers and their current employers, or may wish to keep their 

work activity unknown to their families. They may also have contracted HIV, 

with all its "shameful" connotations. Researching a population that has so 

many reasons to remain hidden, and so many fears, is therefore one of the 

most difficult research tasks. 

Some research on trafficked populations has been carried out in recent 

years. The 10M (International Organisation for Migration) has researched 

trafficked women (including young girls) from Eastern and Central Europe to 

Western Europe and has looked at the trafficking of women westward from 

Albania (10M, 2000). The ILO (1998) has looked at the trafficking in women 

and girls especially in the Mekong sub-region; but a report of 1998 on this 

subject states that although "The understanding of the nature and magnitude 

of the trafficking in women and girls (in this region) is increasing ... 

Nonetheless, many unknowns still prevail, partly due to the sensitivity and 

illegality of the phenomenon" (10M 1998). However, there is no guideline to 

access such population. 

Research concerning trafficking for prostitution can take place either in 

areas of actual sex industry activity in "receiving" areas, or the sending areas 

from which girls and women are trafficked. Occasionally these areas may 

overlap. Women and girls may be trafficked from one sending area to a 

receiving area in a neighbouring country, while the sending area is also the 

recipient of trafficked women and girls from a third area in yet another country. 

The ILO (1998) has suggested that researchers in this situation should 

attempt to obtain information from a number of different sources. Contacts that 

are predominantly concentrated in only one area, e.g. law or immigration 

enforcement, or labour inspection, will bias the findings. Where privacy 

violation is not an issue, informants should be asked to suggest other 

informants for interview, so that a chain-link access to informants can occur. 

The persons interviewed should be asked to give as much detail as possible, 

whether this is about the current conditions of trafficked women and girls, their 
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geographical villages of ongln, known trafficking routes, mechanisms and 

means used by the traffickers, conditions in which trafficked women and girls 

are kept, inducements given to them, etc. In this way a composite picture of the 

trafficking that is occurring, and the numbers of women and girls involved can 

be constructed. Multiple informants from different spheres will also have the 

function of providing cross-checks or corroborations of data already collected. 

Since trafficking and prostitution is illegal in Nepali society, interviews 

with most of these informants must be considered delicate and will have to 

take place in carefully selected venues. All informants must be guaranteed 

complete confidentiality and anonymity, and will undoubtedly need to feel 

sufficiently confident of this before agreeing to be interviewed. Interviewers will 

need to also give assurances of their non-judgmental intentions. 

Obviously it is not an easy or rapid matter to gain the confidence of such 

valuable informants and research may therefore tend to be more time

consuming than anticipated. As noted above, obtaining interviews with 

trafficked women is highly unlikely, and will probably only be possible if these 

women and girls have been rescued and placed in rehabilitation or foster care, 

or returned to their community of origin, and if they are willing to talk about their 

traumatic experiences, which cannot be assumed to be the case. While still 

engaged in sex work, they may well be under the influence and domination of 

traffickers or those individuals to whom they were turned over and who are 

profiting from their labour. They may be too fearful to talk with strangers even if 

contact can be made with them. Any interview with a trafficked sex workers is 

therefore likely to be a "post facto" event - in other words, taking place long 

after the events narrated. The interviewer must also remember that talking 

about and reliving past experiences, undoubtedly painful, may bring to the 

surface in informants feelings that may require especially sympathetic listening 

and support. 

In consideration of the above points, I decided to make initial contact 

with NGOs and women's associations who are working in trafficking issues in 

Nepal. Contact with these organizations and with the health services may be 

the most important source of information, in at least two ways. Some 
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organizations have operated among local girls and women, including those 

working in the sex industry for years, and who are well aware of the trafficking 

of women, their treatment, their socio-cultural and geographical background, 

their working conditions, their health status, etc. Some of these organizations 

may even run classes for women, and this is an excellent contact point for 

those among them who may consent to be interviewed in neutral locales and 

for specific purposes. It may be rewarding, too, to interview older women who 

observe trafficked women and girls coming into the sex industry or who 

themselves were trafficked when younger; they may provide information not 

only regarding trafficking routes and the conditions of trafficking but also the 

"debt" burden, degree of parental knowledge (or actual arrangement with the 

traffickers), women and girls' current geographical areas of origin and relation 

to their families, relations with the police and other official agencies, degree of 

police corruption, etc. 

At the first stage, I established close contact in Nepal with different 

organisations that are working against the trafficking in women and girls. I 

contacted to many organisations such as MAITI NEPAL, WORIC, CWIN, 

CHILDREN AT RISK NETWORK GROUP, NAVA JYOTI KENDRA, SHANTI 

PUNARSTHAPANA KENDRA, and SHAKTI SHAMUHA. After several 

meetings and discussion with these organisations I decided to work with ABC 

Nepal. But at the same time I interviewed women in other centres as well. 

My final choice of working with the ABC Nepal was based on the fact 

that they made few demands on me. I was expected to help them and to help 

in their office but no constraints were placed on data collection or what I should 

do with it when I had it. They were also one of the very few groups who had 

first hand experience of trafficking in a small community and because they 

were trusted in the village, it was much easier for me to gain acceptance 

because I was associated with them. Therefore, my choice of fieldwork site 

was based almost entirely on necessity. I had not wanted to focus entirely on a 

rehabilitation centre, but this was the only place where I found a suitable 

research community. At the rehabilitation centre run by NGOs, I was given 

access to all their projects and resources. On a practical level also, I was 

allowed to work with them. 
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5.2. Preliminary visit, recruitment of research assistants and pilot study 

The writer, who was born and educated in Nepal and speaks Nepali, visited the 

country in September 2000 for preliminary fieldwork. I spent two months in 

different parts of the country and I selected the research sites, and I sought 

permission for access from different authorities. At the same time, I selected 

three female research assistants. Two research assistants were nurses who 

have long experience with gathering qualitative information. The third research 

assistant was a returned trafficked woman, who was working with a NGO in 

Kathmandu. The main reason for selecting this third research assistant was to 

contact other trafficked women more easily. She has very good contact with 

other trafficked women. She helped me to find out the places and persons, but 

she did not carry out any interviews. Full orientation was given to all research 

assistants. Dr. Monique Hennink, my field advisor, helped me to give the 

training and orientation to those research assistants. 

The objective of pilot study was refine data plans with respect to both 

the content of the data and the procedures to be followed. Pilot data can 

provide considerable insight into the basic issues being studied. Similarly, the 

work at the pilot site can provide information about relevant field questions and 

about the logistics of the field inquiry. So pilot study helps to refine the problem 

and the understanding of the issues in natural settings. Pilot study helps to 

familiarize one with the field environment and overcome the confusion that may 

occur in the course of field visits, and sets up necessary preliminary practical 

arrangements of field visit. 

Both tools (tools for in-depth interviews and checklist for collection of 

socio-demographic data) were piloted before study. Pilot studies were 

conducted in one rehabilitation centre and necessary changes were made on 

the basis of pilot study. Some questions about abortion were asked on our pilot 

study, but we did not collect the in-depth information about it. Questions related 

to abortion were omitted after pilot study. The subject of abortion was very 

difficult for Nepali women and girls to discuss since it was clearly an emotional, 

legal and religious matter, with most stating that it was a "sin" to have an 

abortion. 
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5.3. Tools of data collection and sample size 

Questions of what are an appropriate research methods and sample are 

common to many disciplines (Luborsky and Rubinstein, 1995). The basic 

question is what to observe and how many observations or cases are needed to 

assure that the findings will contribute useful information. Patton (1990) has 

mentioned that main differences between qualitative and quantitative research 

lie on the sampling approaches. Patton, (1990) further says, " There are no rules 

for sample size in qualitative inquiry. Sample size depends on what you want to 

know, the purpose of the inquiry, what's at stake, what will be useful, what will 

have credibility, and what can be done with available time and resources"(p, 

184). He has stated that, "Qualitative method typically produces a wealth of 

detailed data about a much smaller number and cases. Qualitative inquiry 

typically focus in depth or relatively small samples, even single cases (n=1), 

selected purposefully" (p. 169). Often in ethnographic research, different types 

of data collected in different situations are combined (Hammersley and Atkinson, 

1983). The type of data chosen depends on the research questions. 

It has been noted that random samples of undocumented individuals are 

extremely difficult to obtain. How much more difficult to obtain such random 

samples for an even more clandestine population such as trafficked women. In 

addition to the difficulties in access, there is so little knowledge about the 

numbers of women trafficked that it is unclear to whom randomized results 

would be compared. If researchers want answers to questions about 

trafficking, they will have to accept something other than the traditional 

methods of random sampling. I also utilized a "snow-bali" sampling method 

particularly for sex workers (returned trafficked women who were working as a 

sex worker). This method uses previously interviewed women who then 

provide subsequent contacts within their networks of women who were 

subjected to having been trafficked. In this study, observation, in-depth 

interview, and site documents (study of official record file and medical record of 

returned trafficked women which was access from different Rehabilitation 

Centre) were used to collect the information. 
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The size and location of study groups (returned trafficked women and 

girls) are unknown and it was not possible to conduct random or representative 

sample surveys. Purposive non-random sampling method was employed as a 

method of sample selection. Respondents, who were living on the rehabilitation 

centre, were contacted in the rehabilitation centre and all women and girls who 

meet the criteria (given in earlier section) were interviewed. Other respondents 

who were not in rehabilitation centre were contacted through the individual 

contact (snowballing). 

5.3.1. In-depth Interview 

Interviews have been used extensively for data collection across all the 

disciplines of the social sciences and in educational research. In the 1980s, 

there was a considerable growth in using interviewing as a method for 

educational research and now it is generally agreed that interviewing is a key 

method of data collection. There are many kinds of interviews. Hitchcock and 

Hughes (1989) list nine types: structured interview, survey interview, 

counselling interview, diary interview, life history interview, ethnographic 

interview, informal/unstructured interview, and conversations. Cohen and 

Manion (1994:273), however, prefer to classify group interviews into four kinds, 

including the structured interview, the non-directive interview, the focused 

interview and the unstructured interview (in-depth interview). 

An in-depth interview is a dialogue between a skilled interviewer and an 

interviewee. Its goal is to elicit rich, detailed material that can be used in 

analysis (Lofland and Lofland, 1995). The dynamics of interviewing are similar 

to a guided conversation. The interviewer becomes an attentive listener who 

shapes the process into a familiar and comfortable form of social engagement 

and the quality of the information obtained is largely dependent on the 

interviewer's skills and personality (Patton, 1990). In contrast to a good 

conversation, however, an in-depth interview is not intended to be a two-way 

form of communication and sharing. The key to being a good interviewer is 

being a good listener and questioner. Tempting as it may be, it is not the role of 

the interviewer to put forth his or her opinions, perceptions, or feelings. 

Interviewers should be trained individuals who are sensitive, empathetic, and 
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able to establish a non-threatening environment in which participants feel 

comfortable. They should be selected during a process that weighs personal 

characteristics that will make them acceptable to the individuals being 

interviewed; clearly, age, sex, profession, race/ethnicity, and appearance may 

be key characteristics. Thorough training, including familiarization with the 

project and its goals, is important. Poor interviewing skills, poor phrasing of 

questions, or inadequate knowledge of the subject's culture or frame of 

reference may result in a collection that obtains little useful data. 

When in-depth interviews are being considered as a data collection 

technique, it is important to keep several potential pitfalls or problems in mind. 

There may be substantial variation in the interview setting. Interviews generally 

take place in a wide range of settings. This limits the interviewer's control over 

the environment. The interviewer may have to contend with disruptions and 

other problems that may inhibit the acquisition of information and limit the 

comparability of interviews. There may be a large gap between the 

respondent's knowledge and that of the interviewer. 

Interviews are often conducted with knowledgeable respondents, yet 

administered by less knowledgeable interviewers or by interviewers not 

completely familiar with the pertinent social, political, or cultural context 

Therefore, some of the responses may not be correctly understood or reported" 

The solution may be not only to employ highly trained and knowledgeable staff, 

but also to use interviewers with special skills for specific types of respondents. 

It is worth listing the more common errors of research method and analysis, 

because they contribute to the reproduction of unreliable or mythological 

information within the literature. Data are probably biased when (as frequently 

happens) researchers gain access to research subjects by means of 

institutions, projects and programmes. Information may thus reflect what the 

women and others think the project would like them to say, fear of 

repercussions from institutional staff, or exaggeration in order to attract greater 

project advantages. Far too often the only social science method employed is 

the questionnaire survey, which is always good method when used alone, at 

worst a bad tool to use with victims women, particularly where sensitive 

subjects such as sexuality and abuse are concerned. 
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A number of qualitative interviewing techniques exist, ranging from 

informal interviews to semi structured interviews and life histories (Agar 1980; 

Bernard 1988; Clatts 1991; Denzin, 1970; Fontana and Frey, 1994; Glaser and 

Strauss, 1967; Pelto and Pelto, 1978). In general, open-ended interviewing 

serves as a means of determining how people talk about or perceive various 

aspects of their lives and how they categorize things. After preliminary 

analysis, these data may be employed to create a more focused set of 

questions that pertain to a particular research problem or topic (Agar 1980). As 

Agar (1980) emphasizes repeatedly, the researcher must carefully encourage 

individuals to talk about themselves; to do so, respondents must believe in the 

sincerity of the interviewer's learning role and that the interviewer attributes 

significance to their beliefs, behaviours, and patterns of perception. The skills 

required to draw an individual's interpretations, values, and beliefs out into the 

open require professional training and practice (Sitton et al. 1983). 

In the ethnographic research approach, informants are selected on the 

basis of their knowledge of the phenomenon studied (Spradley, 1979; Agar, 

1981; Leininger, 1985). Especially the key informants should have good, 

relevant knowledge of the domain of the study and be able to interpret the 

meanings of their own cultural phenomena (Pelto and Pelto, 1978). Because 

the aim of ethnography is not to generalize the findings, the number of 

informants is usually small. Lein inger (1985) states that the researcher can 

utilize the views of others when choosing the sample. 

The sample for this study was selected according to criteria specified in 

the research proposal. In the first phase, eight key informant interviews (4 

directors/chief of NGOs working with trafficking issues, 2 co-ordinators of RC 

(Rehabilitation Centre), and 2 health workers) were carried out. In second 

phase 42 in-depth interviews were carried out with returned trafficked women 

(who were trafficked to India first but were now living in Nepal). Seventeen 

interviews were taken in one RC, 9 were taken in another RC, 4 were in 

missionary home (run by a Christian organisation, that provides the shelter and 

other services for HIV positive women), and the remaining 12 interviews were 

undertaken in community level. Out of these 12 interviews, 6 were currently 
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working as a sex worker, 2 were living with their family and 4 were engaged 

their own small business. 

All 8 key informants interviews (4 directors/chief of NGOs working with 

trafficking issues, 2 co-ordinators of Rehabilitation Centre, and 2 health 

workers) were carried out by myself. Out of 42 in-depth interviews carried out 

with returned trafficked women, 20 interviews were taken by myself and rest 22 

were taken by two research assistants. There was no third person presence 

during the interviews because of the sensitive nature of the study but all 8 key 

informants interviews and 40 in-depth interviews were tape-recorded. Two in

depth interviews were not tape-recorded but details note were taken. All tape

recorded interviews were transcribed into original languages (Nepali) than 

translated to English. All transcription and translation were double-checked. 

5.3.2. Observation 

Participant observation is a qualitative research technique that usually 

guides ethnographic fieldwork (Adler and Adler, 1994; Agar, 1980; Bernard, 

1988; Pelto and Pelto, 1973, 1978). It means becoming a part of peoples' lives 

to the extent that it is practically, legally, and ethically possible and, while 

interacting with them, observing their behaviours and conversations. 

Participant observation, then, is a dialectic process that cycles back and forth 

between assuming the role of a participant and the role of an observer. Data 

from observations and conversations are usually recorded in field notes from 

recall after the researcher has left the social situation. These may include 

sketches or maps of activity areas. 

It is important to emphasize that appropriately conducted participant 

observation techniques require professional training and the allocation of the 

lead time necessary to develop rapport with the people being studied. 

Developing rapport means creating and maintaining complementary 

relationships with people. Building relationships can contribute to the execution 

of qualitative interviews in more controlled settings. Wolff and Pant (1975) 

comment that the direct observation has the advantages of putting researchers 

into first hand contact with 'reality'. It is usually possible to observe only a sma" 

number of individuals or groups. Marshall and Rossman (1995) note that 
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observation entails the systematic noting and recording of events, behaviours, 

and artifacts (objects) in the social setting chosen for the study. 

I obseNed two rehabilitation centre in Kathmandu. I intended to see 

many events and activities as they occurred, without neglecting the temporal 

and spatial context in Nepalese Rehabilitation Centre. I worked in both 

rehabilitation centres during office hours and I kept note of different encounters 

in rehabilitation centre, where daily activities, individual behaviour, interaction 

with office staffs, and freedom within rehabilitation centre can be seen. I spent 

a month in one rehabilitation centre and one and half month in another 

rehabilitation centre. That obseNation made it easier for me to develop the 

interview schedule and to administer it later on. I tried to record every possible 

information that I made. ObseNation helped me to visualise what the trafficked 

women experience, from the existing Rehabilitation Centre environment. 

5.3.3. Socio-demographic Information 

In addition to participant obseNation and interviews, ethnographers may 

also make use of various documents in answering guiding questions. When 

available, these documents can add additional insight or information to 

projects. Because ethnographic attention has been and continues to be 

focused on both literate and non-literate peoples, not all research projects will 

have site documents available. It is also possible that even research among a 

literate group will not have relevant site documents to consider; this could vary 

depending on the focus of the research. Thinking carefully about participants 

and how they function and asking questions to informants helps to decide what 

kinds of documents might be available. 

Possible documents include: budgets, advertisements, work 

descriptions, annual reports, memos, school records, correspondence, 

informational brochures, teaching materials, newsletters, websites, recruitment 

or orientation packets, contracts, records of court proceedings, posters, 

minutes of meetings, menus, medical records, case files and many other kinds 

of written items. 
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Privacy or copyright issues may apply to the documents gathered, so it 

is important to inquire about this when researchers find or are given 

documents. If researchers are given permission to include what you learn from 

these documents in his/her final report, the documents should be cited 

appropriately and included in the bibliography of the final paper. If the 

researcher is not given permission, it should not use in any way. 

In addition to interviews and observation, some socio-demographic 

information, data related to trafficking and medical histories were collected and 

recorded by using a close-ended checklist (appendix 5). In total, 206 trafficked 

women's socio-demographic information and medical histories were collected 

from six different rehabilitation centres. Permission was taken from each centre 

before data collections. I choose this method mainly because this is the only 

information that was available in Rehabilitation Centres and it allowed me to 

build consistent and parsimonious profiles of the people trafficked. In total, 206 

trafficked women's demographic information and medical histories were 

collected from 6 different rehabilitation centre. 

5.3.4. Triangulation 

Triangulation is a method to get an accurate and reliable picture of situation we 

are trying to understand by collecting different kinds of information from 

different perspectives (e.g. Insider/ outsider), from different sources and with 

different tools. Denzin (1978), has identified four basic types of triangulation: 

(1) data triangulation - the use of a variety of data sources in a study; (2) 

investigator triangulation- the use of several different researcher or evaluators; 

(3) theory triangulation - the use of multiple perspectives to interprate a single 

set of data; and (4) methodological triangulation - the use of multiple methods 

to study a single problem or programme. I applied all these triangulation 

approaches in my study. 

5.4. Recording interview data 

Interview data can be recorded on tape (with the permission of the participants) 

and/or summarized in notes. As with observations, detailed recording is a 

necessary component of interviews since it forms the basis for analysing the 
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data. All methods require carefully crafted interview guides with ample space 

available for recording the interviewee's responses. Three procedures for 

recording the data are commonly used in ethnographic research. 

In the first approach, the interviewer (or in some cases the transcriber) 

listens to the tapes and writes a verbatim account of everything that was said. 

Transcription of the raw data includes word-for-word quotations of the 

participant's responses as well as the interviewer's descriptions of participant's 

characteristics, enthusiasm, body language, and overall mood during the 

interview. Notes from the interview can be used to identify speakers or to recall 

comments that are garbled or unclear on the tape. This approach is 

recommended when the necessary financial and human resources are 

available, when the transcriptions can be produced in a reasonable amount of 

time, when the focus of the interview is to make detailed comparisons, or when 

respondents' own words and phrasing are needed. The major advantages of 

this transcription method are its completeness and the opportunity it affords for 

the interviewer to remain attentive and focused during the interview. The major 

disadvantages are the amount of time and resources needed to produce 

complete transcriptions and the inhibitory impact tape recording has on some 

respondents. If this technique is selected, it is essential that the participants 

have been informed that their answers are being recorded, that they are 

assured confidentiality, and that their permission has been obtainedo 

A second possible procedure for recording interviews draws less on the 

word-by-word record and more on the notes taken by the interviewer or 

assigned note-taker. This method is also called "note expansion." As soon as 

possible after the interview, the interviewer listens to the tape to clarify certain 

issues and to confirm that all the main points have been included in the notes. 

This approach is recommended when resources are scarce, when the results 

must be produced in a short period of time, and when the purpose of the 

interview is to get rapid feedback from members of the target population. The 

note expansion approach saves time and retains all the essential points of the 

discussion. In addition to the drawbacks pointed out above, a disadvantage is 

that the interviewer may be more selective or biased in what he or she writes. 
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In the third approach, the interviewer uses no tape recording, but 

instead takes detailed notes during the interview and draws on memory to 

expand and clarify the notes immediately after the interview. This approach is 

useful if time is short, the results are needed quickly, and the evaluation 

questions are simple. Where more complex questions are involved, effective 

note-taking can be achieved, but only after much practice. Further, the 

interviewer must frequently talk and write at the same time, a skill that is hard 

for some to achieve. 

In this research, the first approach was adopted. Forty formal interviews 

were audio-taped and transcribed in the original language (Nepali) then 

translated to English. Two interviews were not audio-taped, but detailed note 

was taken. All the interviews were taken in Nepali languages. In addition, 

information from informal encounters was recorded in field notes. Likewise, key 

informants and other members of the research team often brought to the 

ethnographer information gleaned from the street, RC, health centre and this, 

too, was recorded. Using multiple sources of information and having repeated 

contact with those people interviewed are means of improving the validity of 

the data. Interviewees were offered anonymity, though they often opted to 

provide their full names and a means for contacting them, and relied on the 

ethnographer to protect this information. For those choosing anonymity, first 

names were kept alongside their study identification numbers to facilitate 

further data gathering and analysis. Interviewees were invited to use an alias 

when they offered a name, but they were asked to use one they would 

remember if they had further contact with the researchers; if no name was 

given, the researchers made up a name simply to help recall the person. 

5.5. Analysing data 

There is much written on data analysis using ethnographic methods, and 

it is not my purpose here to go into great detail about this matter. It should be 

noted, however, that while computers are often used to enter, code, and help 

analyse the data, the analysis is not simply a matter of combing through the 

interviews in more or less detail. Instead, data analysis begins with the first 
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interview and as more is learned and new questions and problems develop, 

the sampling and interviewing is adjusted accordingly. 

Although the conduct of qualitative interviews may appear scattered, 

unsystematic, or even daunting to professionals unfamiliar with the techniques, 

what the researcher does with the textual data once they are collected may 

appear even more so. Textual data are sometimes quantified, but the analysis 

of texts usually differs significantly from quantitative or statistical analyses. In 

general, what is required for the analysis of texts and observational data is 

some means of discovering systematic patterns or relationships among 

categories (Agar, 1980). 

The most important initial means of discovering patterns is to gain 

familiarity with the texts by reading and re-reading the documents. There is no 

substitute for this time-consuming, intensive dimension of data analysis. It is 

often facilitated in part by the laborious task of transcribing audiotapes or 

verifying initial transcriptions. Further examination of patterns is usually 

performed by some method of indexing or coding of categories. In most 

instances, the categories emerge from the data in the form of patterns or 

relationships that are repeated across a range of respondents. In other 

instances, categories may be employed because they are relevant to a 

particular research problem or theoretical interest. 

The next problem to resolve is what to do with the patterns and 

relationships once they are recognized. In the case of the methodology of 

grounded theory, for example, the patterned relationships among conceptual 

categories assigned to the data by the analyst are articulated in a more formal 

statement or theory (Glaser and Strauss, 1967; Strauss and Corbin, 1990). In 

other cases, patterns and relationships may be analysed with respect to a 

specific theoretical perspective. Several additional strategies raise the issues 

of validity, sampling, and the complementary relationship between qualitative 

and quantitative methodologies. The criteria for evaluating the results of 

qualitative research are quite different from, but no less systematic or scientific 

than statistical hypothesis testing. 
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To begin, a hunch that a meaningful pattern has been discovered is just 

an initial step in the qualitative research process. Systematic patterns and 

relationships are continuously formulated, tested, and modified as qualitative 

data are collected (Agar, 1980; Glaser and Strauss, 1967). Moreover, the 

researcher must always be conscious of the nature of the developing sample in 

relation to the known and emerging conceptions of the characteristics of the 

general population. 

Once the information is gathered, researchers are faced with the 

decision of how to analyse the data. There are many ways to analyse 

ethnographic data (Mahrer, 1988; Spradley, 1979; Taylor and Bogdan, 1984), 

and thematic analysis is one such way. In this research I used the thematic 

analysis to analyse my data. 

Thematic analysis has been described by many authors (Benner, 1985; 

Leininger, 1985; Taylor and Bogdan, 1984). From the conversations that take 

place in an interviews or those that are encouraged for the sake of researching 

a process, ideas emerge that can be better understood under the control of a 

thematic analysis. Thematic analysis focuses on identifiable themes and 

patterns of living and/or behaviour. 

The first step is to collect the data. Audiotapes should be used to study 

the talk of a session or of an ethnographic interview (Spradley, 1979). From the 

transcribed conversations, patterns of experiences can be listed. This can 

come from direct quotes or paraphrasing common ideas. The next step to a 

thematic analysis is to identify all data that relate to the already classified 

patterns. 

The next step to is then to combine and catalogue related patterns into 

sub~themes. Themes are defined as units derived from patterns such as 

"conversation topics, vocabulary, recurring activities, meanings, feelings, or 

folk sayings and proverbs" (Taylor and Bogdan, 1984). Themes are identified 

by "bringing together components or fragments of ideas or experiences, which 

often are meaningless when viewed alone" (Leininger, 1985, p. 60). Themes 

that emerge from the informants' stories are pieced together to form a 

comprehensive picture of their collective experience. The "coherence of ideas 
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rests with the analyst who has rigorously studied how different ideas or 

components fit together in a meaningful way when linked together" (Leininger, 

1985, p. 60). Constas (1992) reiterates this point and states that the 

"interpretative approach should be considered as a distinct point of origination" 

(p. 258). When gathering sub-themes to obtain a comprehensive view of the 

information, it is easy to see a pattern emerging. 

A further step is to build a valid argument for choosing the themes. This 

is done by reading the related literature. By referring back to the literature, the 

interviewer gains information that allows him or herself to make inferences 

from the interview or therapy session. Once the themes have been collected 

and the literature has been studied, the researcher is ready to formulate theme 

statements to develop a story line. When the literature is interwoven with the 

findings, the story that the interviewer constructs is one that stands with merit. 

A developed story line helps the reader to comprehend the process, 

understanding, and motivation of the interviewer. 

6. Validity and Reliability 

Validity and reliability is another issue in qualitative research and need 

to be address properly. Goetz and LeCompte (1984) describe the high degree 

of internal validity inherent in ethnographic research. They note that participant 

observation provides the "opportunity for continual data analysis and 

comparison to refine constructs and to ensure the match between scientific 

categories and participant reality" (p.221). It is also "conducted in natural 

settings that reflect the reality of the life experiences of participants more 

accurately than do more contrived or laboratory settings" (p.221). They argue 

as well that informant interviews are "less abstract than many instruments used 

in other research designs"(p.221). 

Taft (1988) describes validity as being a "quality of the conclusions and 

the processes through which these were reached" (p.61). However, he argues 

that the exact meaning of validity depends on "the particular criterion of truth 

that is adopted" and that "in ethnographic research, the most appropriate 

criterion is credibility" (p.61). He further indicates that credibility can be 
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enhanced by and is dependent on the apparent accuracy of the data and the 

way the study is communicated to the audience. 

In reference to external validity, the aim of many ethnographic studies is 

not to make generalizations on the basis of the data gathered. The aim is to 

uncover an idiographic knowledge of the world. Guba and Lincoln (1988) posit 

that this type of "knowledge is best encapsulated in a series of 'working 

hypotheses' that describe the individual case" (p.82). Kennedy (1979) argues 

that, in ethnographic research, the onus of generalization lies not with the 

researcher but with the reader of the research report. Clearly the study of a 

single case with no replications limits the strength and the range of 

generalization arguments considerably. 

In an ethnographic research report, the researcher is expected to present 

clearly his/her motives, the background commitments and the approach of the 

study, and how the data is collected and analysed, because this enables the 

reader to evaluate the research process (Lipson 1989; Mackenzie, 1994). Due 

to this, I have explained my practical starting points and theoretical aspects, 

the purpose of the study, the research questions, the methodology and the 

research methods based on them. By applying the ethnographic approach with 

data collection methods suitable for it, I found answers to my questions. 

For evaluating ethnography, or any qualitative research, Lincoln and 

Cuba (1985), Guba (1990), and Thorne (1997) have presented particular 

criteria. The critical question is, can or should the same criteria be used to 

determine validity and reliability for qualitative research as are used for 

quantitative research? Leininger (1985) argue that different criteria are required 

to appraise the validity and reliability. In quantitative research, validity refers to 

the degree to which an instrument measures it is supposed to be measuring 

(Polit and Hunger, 1978); measurement is the focus. In contrast, Leininger 

(1985) contend that validity in qualitative research "refers to gaining knowledge 

and understanding of the true nature, essence, meanings, attributes and 

characteristics of a particular phenomenon under study. Measurement is not a 

goal; rather knowing and understanding the phenomenon is the goal" (p 68). 

With respect to the criterion of the reliability, in quantitative research again is 
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the focus primarily upon the measuring tool or on its ability to gauge "the 

degree of consistency or accuracy with which an instrument measures an 

attribute" (Polit and Hungler, 1978 p 445). In qualitative research, however, 

reliability focuses on "identifying and documenting recurrent, accurate and 

consistent (homogeneous) or inconsistent (heterogeneous) features, as 

pattern, theme, values and worldviews, experiences, and other phenomena 

confirmed in similar or different context" (Leininger, 1985 p 69). Reliability as 

internal and external consistently and recurrently is important, the extend that 

the phenomena under study consistently reveal meaningful and accurate truths 

about particular phenomena. 

I assessed the validity and reliability of my research by Leininger's 

(1991, 1995, 1997) criteria for evaluating ethnographical research. The criteria 

mainly concern qualitative data collection and they are: credibility, 

confirmability, meaning-in-context, recurrent patterning, saturation, and 

transferability. 

ere d i b if i t y refers to the accuracy or credibility of the findings, or it can be 

described as a "truth formulating process" between the researcher and the 

informants (Lincoln and Guba, 1985, Leininger 1991, 1995, 1997). Most health 

workers and some key informants from the RC knew my background and 

remembered me from the time I worked in Kathmandu Metropolitan City as a 

health worker, but for the majority of the trafficked women I was "a thula 

manchi (prestigious man) making a research about health matters" or "a thula 

manchiwriting a book of us". The majority of the informants were excited about 

the interview: a thula manchi coming to their house (RC) for the first time in 

their lives and making questions, which sometimes turned out to be on 

sensitive topics, such as sexual partner, condom use etc. Usually, I or my 

research assistants first discussed the everyday life of the informant and then 

moved on to specific themes. A few informants felt free to present their views 

ever since the beginning of the interview, but it often required 2-3 meetings, 

not necessarily in the form of an interview. 

Collecting data from a variety of sources increases credibility 

(Robertson and Boyle, 1984). The main parts of the data were collected 
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through interviews and participatory observation, which are essential data 

collection methods in qualitative ethnography (Leininger, 1985). I also used the 

site documents to gain more information. It will be difficult to locate and 

interview a single identifiable group of respondents or a representative sample 

of this sub-population. Also, most informants are unlikely to be trafficked 

women and girls even though the research is about such women and girls. The 

reliability of research under these circumstances will derive from the number 

and variety of interviews carried out with a variety of informants and from the 

degree of agreement or internal consistency of the information obtained. This 

is especially important given that the informants will be drawn from a number of 

different but interacting populations. Each interview should be approached with 

a list of tentative questions, so as to elicit information on the same topics that 

other informants were also asked about. 

At the first stage of data collection, I had prepared some guideline, 

which I supplemented with open-ended questions based on my observations 

and diaries. In the second stage of the data collection, I used themes and 

open-ended questions. Participant observation was valuable because it meant 

studying people in their natural environment and included behaviour and the 

circumstances in which the behaviour was seen (Spradley, 1980; Robertson 

and Boyle, 1984). In terms of credibility, in the second stage of the study, I had 

to pay attention to my research assistants. They had an important role in 

getting into contact with the trafficked women and facilitating interviews. 

Con fir m a b if it Y in this study means reaffirming what I saw, heard or 

experienced about the phenomenon, and the study findings should be based 

on the empirical data, not on my opinions (Lincoln and Guba, 1985; Leininger, 

1991, 1995a, 1997). There were altogether 42 informants, 8 key informants 

with different backgrounds, including age, ethnicity, family background, 

education level and location. Some of them were interviewed several times. 

The same questions were presented to many informants, although the 

questions also differed according to background and position of the informants. 

Also, the number of research assistants (2) was relevant in terms of 

confirmability. I discussed the findings, after listening the tape, with 1-2 key 

informants at the end of fieldwork. Throughout the end of fieldwork, I shared 
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my observations, interpretations and initial conclusions with the research 

assistants, interviewees and some other key informants. 

Mea n in gin con t ext means that the data become understandable with 

relevant meanings to the informants within their familiar and natural living and 

environmental context. To be able to meet this criterion, the researcher has to 

understand the situations and activities described and be able to transfer them 

to a wider context (Leininger, 1991, 1995, 1997). My research assistants and 

myself met and interviewed people in different environments and situations, 

and aimed at getting wide knowledge of the community itself. My former 

knowledge and experience of the culture enabled me to find the meanings in 

their context. The use of local language would have made the data more vivid. 

When writing the research report, I made a special effort to keep the 

information given by the informants unchanged. 

R e cur r en t p a tt ern in 9 refers to documented evidence of repeated 

patterns, themes, and acts over time reflecting the consistency of life ways or 

patterned behaviours (Leininger, 1991; 1995, 1997). These criteria require 

collection of the data over a long period. I spent nearly one year in the data 

collection process. In order to meet this criterion, I spend relatively long periods 

at the research site (Kathmandu). Furthermore, I interviewed different people in 

different situations and environments. By doing so I gained information which 

enabled corroboration about different aspects. 

5 at u rat jon refers to content-rich knowledge about the phenomenon 

studied. It means that the researcher has conducted an exhaustive 

investigation and there is no further data or insights coming from the 

informants or situations (Leininger, 1991, 1995, 1997). I continued data 

collection in at the end of my study until the key informants did not produce any 

new information. 

T ran s fer a b iii t y refers to whether or not the findings of the study will have 

similar meanings and relevance in another similar situation or context 

(Leininger 1991, 1995a, 1997). The purpose of a qualitative study is to elicit in

depth knowledge about the phenomenon studied in an ecological context My 

study based on Kathmandu and data was collected in a RC in Kathmandu. 
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This does not represent the whole nation, and my findings may not be 

generalisable to other populations. However, some of the key findings such as 

mode and route of trafficking, health consequences of trafficking can be 

transferred to some other cultural context in Nepal to some extent. 

7. Ethical Considerations 

Because appropriately conducted qualitative methods are highly 

invasive of intimate aspects of peoples' lives, great care must be taken in the 

protection of research participants. Most qualitative researchers are committed 

to abide by a set of guidelines of professional ethics (Agar, 1980; Punch, 

1994). Three points are basic to these guidelines. First, the purposes of the 

research and potential risks to the subjects must be made explicit to them; in 

addition, people must have the right to choose whether or not to participate. 

Second, the researcher must determine that no harm can come to the 

individual study subjects as a result of their participation in the research. Third, 

the researcher must ensure that the resulting research and publications cannot 

be used in such a way that they may bring harm to the participants as a group. 

Central to achieving these goals is the use of an informed consent form 

in which the guidelines of the research and the person's role in it are 

described. Particularly in cases where illegal and highly personal behaviours 

are the subject of research, an assurance of confidentiality is of crucial value 

for protecting highly sensitive data. In the case of fairly controlled interview 

situations, the use of a signed informed consent form is recommended. In the 

case of participant observation situations in which the qualitative methodologist 

is interacting with people in more public settings, it is incumbent upon the 

researcher to make the objectives clear, to respect an individual's wish not to 

participate, and to leave the scene if necessary. Compensating participants for 

the time devoted to answering research questions is an important 

consideration (Weppner, 1977; Wiebel, 1990). Once ethical issues are 

considered and a guideline for informed consent decided upon, data collection 

may begin in one of two general forms, either separately or in combination: 

participant observation and interviewing. 
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Since ethnographic research takes place among real human beings, 

there are a number of special ethical concerns to be aware of before 

beginning. In case of this research, since I am dealing with highly sensitive 

group in sensitive issues, special attention was given on ethical issues. I first 

had the permission from the administrators of the research council of Nepal 

and in the second stage I obtained the formal perm ission of the concerned 

Rehabilitation Centre. 

When finding the informants, I kept in mind the fact that the trafficked 

women, as autonomous individuals or members of their families, had the right 

to decide whether to permit an invasion of their personal privacy for research 

purposes (Fetterman, 1989; Lipson, 1994). My subjects were sometimes very 

sensitive from the cultural point of view, and my position as a male student 

from a modern western university required special consideration. I told the 

informants the purpose and goals of my research, but did not attempt to 

persuade the informants of the profits to others of participating. 

I advised and guided the research assistants, as members of the 

community, not to coerce or manipulate the informants and to keep the 

information discussed confidential (Gregory, 1990, House, 1990). After the 

interviews, I exchanged views with each research assistant about the course of 

the interview, its atmosphere, and the reactions and actions towards them. 

This helped me to develop as a researcher in the course of the fieldwork and to 

maintain mutual trust between the informants, the research assistants and 

myself. 

Likewise, I had access to a great deal of privileged information that had 

not been given to me directly. The centre had kept notes and case histories of 

many trafficked women and girls in the village and I used these to check with 

what they had told me. Although much of this information was simply factual, 

there were other, more sensitive accounts, such as records of counselling 

sessions or medical problems. Again, I used some of these notes and I 

obtained permission from the people that they referred to. The centre did not 

keep these notes for any sinister purpose and no one outside had access to 

them and they were simply there to help when staff changeovers occurred. 
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There is always a tendency to 'study down' in anthropology and to do 

research among the marginal and the dispossessed who cannot reply or argue 

with your analyses. Although this is changing now, with many researchers 

looking at the articulate and the powerful, in my own research, I certainly have 

been guilty of focusing on the least articulate and the marginal. I feel a 

responsibility to them because they will never be able to read what I have 

written about them and never be able to criticise or correct mistakes that I have 

made in retelling their stories or in my final analysis. 

Finally, there is a problem with knowing what to do with this data outside 

an academic context. The subject of trafficking in women and girls is so 

emotive for many people that there is no acceptance of its study for purely 

academic reasons. Solutions have to be offered and ideas for change and 

plans of action need to be formulated. Yet, even after a year in this study, I 

could see no practical ways that solutions could be implemented other than via 

the sort of large structural economic changes that only a government could 

(but would not, of course) perform. Proper housing, education, employment 

opportunities need to be provided, but in a country without a welfare state, this 

is hardly likely. 

Ethical approval from Research Council in Nepal and individual 

rehabilitation centre were taken before study. Furthermore, participants, who 

were involved in the study were fully informed about the nature of the study, 

research objectives, benefits and discomforts, the confidentially of the data. 

Their full verbal consent for their voluntary participation in the study was also 

obtained. 

8. Conclusions 

To conclude, the key features of qualitative methods as outlined above 

are summarized. First, qualitative research is largely an inductive process by 

which a scientist attempts to gain an understanding of the patterned meanings, 

perceptions, beliefs, values, and behaviours of a particular group of human 

beings in relation to a research problem. Although not always the case, a 

qualitative methodologist is unlikely to begin and end a research effort with a 

deductive theory, construct a questionnaire, and test hypotheses (Agar 1980)< 

Because qualitative methods are designed to capture a people's way of 
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conceptualising their lives, strategies for living, and argot in relationship to 

contexts at varying levels of specificity, these data are crucial for the design 

and evaluation of meaningful (both to the respondents and the scientist) 

questionnaires, interventions, and prevention initiatives (Brooks, 1994). In 

short, qualitative research is necessary to make public health goals culturally 

meaningful and effective at the local level. 

Second, in their most generic form, qualitative methods include 

participant observation and the collection of texts through interviews. Both of 

these methods require that the ethnographer adopt the role of one who has 

something to learn from the way other people perceive the world and behave. 

In addition, the analysis of qualitative data is systematic and rigorous when 

conducted appropriately. 

Third, in relation to girls trafficking and health consequences in 

particular, qualitative research implies a progressive, phased research design 

in which a research team ideally moves from gaining in-depth knowledge of a 

particular phenomenon or target group to the construction of meaningful, 

culturally sensitive, quantitative questionnaires (Serrano et al. 1993). Given the 

adequate time required, hypothesized patterns or relationships discovered 

through the analysis of textual and observational data may be further evaluated 

through quantitative methods as well (Booth et al. 1993). On the other hand, 

the process of formulating questions related to broader theories of human 

behaviour, such as addiction, also can be enhanced by qualitative or 

ethnographic background knowledge. 

Fourth, ethnographic research is necessary to monitor rapidly changing 

trafficking process and health behaviour (Carlson and Siegal, 1991). Such data 

are crucial for providing a rapid response to changing interactions among 

different people at risk. Finally, it was mentioned that the inductive nature of 

qualitative research means that some of the specifics of the research process 

cannot be formulated in advance. It is precisely the creative discovery process 

inherent in qualitative research that makes it both exciting and of tremendous 

scientific value. Ideally, qualitative researchers, or ethnographers, are skilled in 

discovering connections or relationships within and among different domains, 
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Through gaining holistic knowledge in different domains, they are able to 

specify what contextual features are relevant to understanding a particular 

research problem. This requires them to mediate not only social and cultural 

boundaries in the field but also disciplinary boundaries in the course of their 

work. 
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CHAPTER FIVE 

THE CONTEXT, DETERMINANTS AND PROCESS OF TRAFFICKING 

1. Introduction 

As mentioned in the introductory chapter the first objective of this study is 

to understand the context, methods and process of trafficking in women and 

girls from Nepal to India for the propose of prostitution. The research team 

interviewed eight key informants, and 42 women and girls who had been 

trafficked into the sex industry in India and who were currently living in Nepal. 

Furthermore, socio-demographic information of 206 returned trafficked women 

and girls (including the 42 in-depth interviews) was collected. In addition, the 

activities of two rehabilitation centres were observed. 

Based on the objectives outlined in the previous chapter on 

methodology, this chapter mainly describes different themes surrounding 

trafficking issues, which have emerged from an ethnographic analysis of the 

data. The main focus will be on background information of returned trafficked 

women and girls, means and methods of trafficking, factors affecting the 

trafficking, life in brothels, methods of return, and treatment upon return both 

by the authorities and by relatives. I also analyse the current intervention 

models for the prevention of trafficking, and the care and support of trafficked 

persons. Subsequent chapters will deal with other health issues covered in this 

study. The names of women and girls given in this chapter are not real. 

2. Background Information of trafficked women and girls 

Socio-demographic information, mainly ethnicity, religion, marital status, 

age at the time of trafficking, education status and geographical distribution of 

trafficking are summarised below (tables 5.1 and 5.2). At the time of interviews, 

30 were living in a rehabilitation centre, six were working as sex workers, two 

were living with their family (husband) and four were doing private business 

(running small shops). Although about 25 ethnic groups were recorded, they 

were categorized into four broad groups. The major ethnic groups were 

Mongoloids (35.8%) and Dalitluntouchable (31.4%). Majority (72.1 %) were 

Hindu by religion and unmarried (61.8%). Of the total cases, a high proportion 
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(80.0%) was non-literate, 15.5% had primary education and only 4.5% had 

secondary education. 

Table 5.1: Selected socio-demographic characteristics 

Interviewed Total study 
Variable Grouping group population (including 

interviewees) 
% Number % Number 

Ethnicity Brahmin/Chhetri 21.4 9 16.7 34 

Mongoloids (Gurung, 35.7 15 35.8 73 
Magar,Rai, Tamang) 

26.2 11 31.4 64 
Dalit (Untouchable) 

Others 16.7 7 16.2 33 

Total 100 42 100 204 

Religion 
Hindu 73.8 31 72.1 147 

Buddhist 21.4 9 24.0 49 

Others 4.8 2 3.9 8 

Total 100 42 100.0 204 

Marital Status at the 
time of trafficking 

Unmarried 61.9 26 61.8 123 

Married 35.7 15 37.2 74 

Other (DIW/S) 2.4 1 1.0 2 

Total 100 42 100.0 199 

Age at the time of 
trafficking/leaving home 

Below 1 5 years 31.0 13 34.8 69 

16-18 Years 54.8 23 49.0 97 

Above 19 years 14.3 6 16.2 32 

Total 100 42 100.0 198 

Education status at 
the time of trafficking 

Non-literate 85.7 36 80.0 160 

Primary/non formal 11.9 5 15.5 31 
education 
Secondary Education 2.4 1 4.5 9 

Total 100 42 100.0 200 

Current Education 
Status 

Non-literate 33.3 14 

Primary/non formal 50.0 21 
education 
Secondary Education 16.7 7 

Total 100 42 
- ._-
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At the time of first trafficking, most were girls in the lower age ranges, with 

34.8% aged below 15 years and 49.0% aged between 16 to 18 years, 

compared to 16.2% aged above 19 years. Their mean age was 16.35. 

Table 5.2: Distribution of trafficking by district, zone and region 
Variable Grouping % Number Variable Grouping % Num 

ber 
District Chitawan 11.7 23 Zone Bagmati 32.0 63 

Sindhupalchok 11.2 22 Narayani 16.8 33 
Nuwakot 8.1 16 Lumbani 12.7 25 
Nawalparasi 6.1 12 Gandaki 8.1 16 
Rupandehi 5.6 11 Sagarmatha 7.1 14 
Kaski 5.1 10 Koshi 7.1 14 
Udayapur 4.6 9 Mechi 4.1 8 
Morang 4.1 8 Janakpur 4.1 8 
Kathmandu 4.1 8 Rapti 3.0 6 
Makwanpur 3.0 6 Dhaulagiri 2.0 4 
Jhapa 3.0 6 Seti 1.5 3 
Sunsari 3.0 6 Bheri 1.5 3 
Khotang 2.5 5 
Sarlahi 2.5 5 Total 100.0 197 
Gorkha 2.0 4 
Dang 2.0 4 Geographical region 
Lalitpur 2.0 4 Mountain 11.7 23 
Kabre 2.0 4 Hill 43.7 86 
Kailali 1.5 3 Tarai 44.7 88 
Dhading 1.5 3 
lIam 1.0 2 Total 100.0 197 
Bardiya 1.0 2 
Parsa 1.0 2 Political Region 
Kapilbasthu 1.0 2 Eastern 18.8 37 
Parbat 1.0 2 Central 51.3 101 
Bara 1.0 2 Western 23.9 47 
Ramechhap 1.0 2 Mid-Western 4.6 9 
Tanahu 1.0 2 Far-Western 1.5 3 
Salyan 1.0 2 
Baglung 1.0 2 Total 100.0 197 
Lamjung 1.0 2 
Dolakha .5 1 
Bhaktapur .5 1 
Banke .5 1 
Dhanusha .5 1 
Sindhuli .5 1 
Rasuwa .5 1 
Total 100. 197 

Natal family address (before trafficking) was collected from returned 

trafficked women and girls. This information was available from 197 returned 

trafficked women and girls although there were 206 in the total population 

studied. There were trafficking cases from 37 districts out of the 75 districts in 

Nepal. High prevalence of trafficking was seen in Chitawan, Sindhupalchok, 
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Nuwakot, Nawalparasi, Rupandehi and Kaski district (more than 5% of total 

cases). Similarly, a relatively high prevalence was seen in Bagmati and 

Narayani Zone. Geographically, more women and girls were trafficked from 

Tarai and hill areas and more than fifty percent were from the central region 

(table 5.2). 

3. Recruitment, Movement and Initiation 

3.1. Methods and Means of Trafficking 

Recruiters and traffickers used a variety of methods and means to draw 

Nepali women and girls into prostitution. In many cases, families, neighbours 

and friends play an active role in forced trafficking by fraudulent marriage and 

false job offers, or simply luring girls away from home on outings or errands, 

kidnapping and selling them. In our interview study population (n=42), the 

majority of respondents reported false job prom ises and/or looking for jobs 

(54.8%) and fake marriages (19%) as the major inducement offered by the 

traffickers. Sometime traffickers used multiple methods, such as an arranged 

marriage first, and then an offer to visit new places. In the total survey (n=195), 

offering a job was the major (62.6%) motivating means used by recruiters or 

traffickers (see Table 5.3). Therefore, the major tactics used by these recruiters 

to recruit women and girls into the sex trade are classified into four groups and 

analysed separately. 

False promises of jobs 

Trafficked women whom we interviewed were usually drawn into 

prostitution and trapped by the false promises of recruiters or agents who 

promised to give them jobs out of town or villages. In most cases the recruiters 

promise the young women good jobs with high salaries in urban cities. The 

women and girls usually see this offer as an opportunity to be financially 

independent from their parents, and the recruiters then bring the women with 

them to the other towns. 

Jobs in carpet factories are the most common offer reported by trafficked 

women and girls. Carpets are Nepal's most important export and, along with 

tourism, one of its most essential industries in Nepal. Unfortunately, 
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Kathmandu carpet factories have been important recruitment centres for Indian 

brothels. Girls and boys from poor rural hill families are recruited from their 

villages and sold or apprenticed to factory owners. Brokers working within the 

carpet factories select likely girls and entice them into leaving the factory with 

offers of better jobs elsewhere, a relatively easy task since many carpet 

workers are themselves caught in a state of debt bondage where they receive 

no wages. The brokers then arrange for their transport to India, frequently with 

the complicity of friends and family members. The first illustrative case, 

"Do/rna" represents simple false job promises. 

In 1990, when she was fourteen, Dolma's stepfather took her from their village in 
Sindhupalchowk to Boudha, a suburb of Kathmandu, where a friend of his got 
her a job in a carpet factory. A few months later, in 1991, a young male co
worker who had been introduced to Dolma as her "nephew" suggested that they 
leave the Boudha factory and go to Kakarbhitta, a town on the Indian border, 
where, he claimed, working conditions were better and they could earn more 
money. Dolma agreed, and was taken out of the factory by her stepfather, her 
stepfather's friend and this young man. After six days, travelling by bus and by 
train, they arrived in Bombay and he sold her there. 

In addition to actual recruitment from the factories, false offers of 

employment in other Indian and Nepali cities are a common ruse used to 

entice potential girls. Sometimes older men promise the girls employment in 

the city. Sabitri another returned trafficked girl, told us that; 

... One day 1 heard that there was another factory near by, which paid higher 
wages than the factory 1 was currently working at. So I went to the other factory 
to ask them if they had a job for me. "YOll' re in luck," said the manager. "1 need 
someone to accompany me and my wife to Hetauda (another city), to collect 
wools for weaving. It will pay very well. " 1 immediately agreed and took this job. 
1 did not think anything strange about it, especially since I would be travelling 
with his young wife. After a long journey 1 was found myself in Bombay. Later 1 
found that 1 was sold on for Rs 40,000 by the manager. 

In the study it was also found that poor migrant women and girls whose 

families have moved to Nepal's urban areas in search of employment became 

the victims of trafficking. Three girls whom we interviewed had similar stories. 

One of them was Sunrnaya, aged fifteen, was trafficked to India in i 991 by a 

co-worker in a carpet factory, and rescued in January 1992. 

Sunmaya's parents were migrants from Bara district who had come to 
Kathmandu to work in a carpet t~tctory. Sunmaya's parents placed her in a 
primary school near the factory, but she was expelled from school for her 

133 



suspected romantic involvement with the factory manager. Back in the carpet 
factory, Sunmaya, who had just turned fifteen, became friendly with an older girl 
who told her there were better paying jobs available in a carpet factory in Raxaul, 
just across the Indian border. The two girls talked it over with Sunmaya's parents 
and decided to go to Raxaul. She borrowed bus fare from her new friend. After 
three days of travelling by bus and by train, the two girls arrived in a city. 
Sunmaya thought it was Raxaul. It turned out to be Bombay. 

In many cases the broker works from inside the factory, selects a girl and 

convinces her to go with him and then takes her to the border and sells her. 

Tara was one of the victims of her friend. Tara was born and brought up in the 

Sarlahi District of Nepal. When she was 12 years old she was taken to 

Kathmandu to weave carpets in a carpet factory. She worked in two carpet 

factories for five years . 

........ .I met Hari while I was working in factory and we became very close to 
each other. He told me that he would get me a goodjoh. When he mentioned that 
I could earn a lot more money I instantly agreed to go with him. I went with him. 
After 3 days we reached a big hotel in a new city. "Why am I here, ,. I asked. 
"You are going to do some cooking and cleaning work," he replied. A little 
while later they told that I had been sold by the man. 

In other cases the da/a/ (broker), having found out which families are 

desperate enough to let their daughter leave, directly approaches the parents. 

Here also da/a/ will offer employment as domestic help in a big attractive city 

and pay the parents a certain sum. Often parents are completely ignorant of 

the da/al's true intentions. Sometimes, due to their destitute situation, the 

hunger and extreme poverty, they prefer not to question the offer. 

Fraud Marriage 

Fraudulent marriage offers are another common ruse employed by 

recruiters. In some cases, the traffickers actually go through a marriage 

ceremony. In others, the marriage offer itself is enough to lure a woman away 

from home. The girl is lured either by false promises of marrying the da/a/ who 

pretends to have settled down in India. Or she is told about a wealthy future 

husband for whom the datal is arranging the marriage. Village girls and their 

families are often deceived by smartly dressed young men who arrive in the 

village claiming to have come from Kathmandu and offering marriage and all 

the comforts of modern urban life. They go through a local ceremony and leave 
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the village never to be seen again. The following case is typical of this kind of 

deception. 

"Rita", thirty-two, returned from India in1994 after working for ten years in a 
Bombay brothel. She is a high-caste Hindu from a small village in Lamjung 
District. Rita was married when she was fifteen. After two years of marriage, she 
became pregnant and her husband went to India in search of work. Her mother
in-law mistreated her so Rita returned to her parents' home. In 1984, when she 
was twenty-one and her son was four, a neighbour (who was also a relative) told 
that Rita's husband had been gone a long time and probably was not coming 
back. She asked Rita if she would be willing to remarry, because there was a man 
from India who wanted to marry her. Rita agreed. 

Soon after, the neighbour came to the house and told Rita that the man was 
waiting for her on the bridge at the main road and that he wanted to elope. It was 
around noon; Rita told her family that she was going to the fields to work and 
went instead to the bridge. She brought her son with her. The man was waiting 
for Rita as the neighbour had said. They caught a bus to Pokhara, the nearest 
town. In Pokhara he offered Rita a cigarette. After smoking the cigarette, she 
remembers very little and thinks she may have passed out. Rita said she 
remembers boarding another bus and then waking up in a large cement room 
with a ceiling fan and three beds with curtains around them. The man who 
brought her there took Rita's son and said he would show him around town. They 
never returned and she never saw her son again and Rita had been already sold. 

A similar story was found in Sanu's case. Sanu's family had migrated to 

Kathmandu several years ago, because her father could not find any job in 

their home district. Once they moved to Kathmandu, her parents started 

working in a wool factory in Kathmandu, and soon she got a job in a carpet 

factory in Gworkho, (a suburb of the capital). While working there she came 

into contact with a man called Pratap. He visited her home, and soon he 

proposed to marry her. 

..... One day I eloped with him. He brought me to the bus park and explained that 
he would take me to his aunt's house in another district for a few days. On the 
way he offered me a bottle of coke. After drinking it I feZt sleepy and woke up in a 
train that soon reached Delhi ... 

Similarly Radha was one of suffers from fake marriage. She easily agreed 

to marry with unknown person because of her family problem. 

I was born in Nawalpur, Sarlahi District. When I was fifteen years old I was 
married to a farmer. I lived with my husband for about one year and then 
returned back to my mother at home. My husband came to collect me and my 
mother insisted that I went with him. I was then sixteen years old and had 
become pregnant. I could not work well, therefore my husband did not treat me 
kindly and so again I returned back to my mother, where I gave birth to a son. 
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My husband still did not come to find me even though he knew that he had a SOI1, 

so I stayed with my mother. I was enjoying my life with my family and when my 
son was four years old I heard that my husband had remarried. 

On the day of Shivaratri (Hindu festival) I went to the River to light a candle, 
where I met one of my relatives from my village who was with a few other men. 
My relatives introduced me to one of the men and asked me if I would marry him. 
I did not take the offer seriously. "Don't be silly," he said. "I can't get married, 
I replied. I have a son. Besides, I hardly know that man." But my relative kept 
insisting. "Come on," she replied me. "At least think about it. He lives in 
Hetauda (another city) and is a great person. You should not worry about your 
son." I did think about it and the idea of remanying gave me hope that perhaps 
happy days would come again. I agreed and I went with him. He took me to the 
Indian restaurant and after this I cannot remember anything else. When I awoke 
I found myself in the world of brothels. I had been sold for Rs 30,000. 

Visit offer and others 

In many cases a girl is lured by the trafficker or agent/dalal, often a local 

young man who works in Kathmandu. For the illiterate, hard working, naive 

village girl this is often the first time in her life she receives so much attention 

instead of the usual neglect. After enough trust is established she is then 

offered a lucrative job in Mumbai as a maid servant or even as an actress or 

she is explained about an opportunity to set up a small business. In most 

people's minds, Bombay (Mumbai) stands for glamour and prosperity, golden 

chances and escape from miserable lives. Priya's story is typical of this kind of 

trafficking. It indicates that not only girls from poor families, but also girls from 

middle class are trafficked. Priya was born in small village in Morang district 

She was the youngest daughter in a middle class family with four brothers and 

a sister. She was a "pompous" daughter who did not care about what her 

parents and brothers told. The school where she was studying was nearer to 

her house but she hardly ever went, even when she did go she would pay little 

attention to the teacher . 

.. ... My brothers used to worry about me and I used to quarrel with them. All my 
family would scold me, telling me to study harder but I did not listen. Even when 
they yelled at me I would just ignore them because I did not want to be a teacher, 
I was interested to be an actress ..... you know! To be a good actress, you don't 
need to study and you don't need to go to school .... 

One day, my friend Sita, her husband and myself went to watch the movies 
together. After the film they asked me if I would go to India with them. I could 
not refus'e their request, as I was interested to be an actress and I also felt 
indebted to them for always welcoming me into their house. 
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We caught a train and spent three days travelling. Eventually we reached our 
destination- Bombay. At first we stayed at the 'Amar' hotel but were soon taken 
to another place, where the women were decorated with expensive jewellery, 
clothes and scents. There we met a fat lady who Sita' s husband introduced to us 
as film director. She seemed Ve7Y kind and generous and we were impressed. 
Sita's husband told the (( film director" to let us rest and said that he would come 
back after he had been shopping. He never returned. Later we were told that it 
was brothel and the lady was gharwali and we had been soldfor Rs60'OOO by the 
man. 

Recruiters sometime seduced young girls by posing as potential 

boyfriends. The recruiters pretend that they are interested in the young girl and 

want to get know her better.. The recruiters ask the young women's names, 

addresses, and people they know. When the women become comfortable with 

the poseurs, the recruiters offer to treat them at restaurants nearby. As the 

recruiters gradually gain the women's trust, they will ask the women to 

accompany them on a visit to a relative in another town, or attend a party in 

towns nearby. In many cases the girl elopes with her new 'friend' without even 

telling her parents. Twenty one years old "Ujeli" told us that, 

..... .. my parents are agriCllltural labourers in a town in the hills. I was able to 
attend school up to class 4, but then had to join my parents working on the fields, 
then I left the school. At the age of 15, I went with a friend to watch a movie and 
met a young man called Kancha Lama with whom I became friendly. After some 
time he suggested going to a bigger southern town to buy cheap cloth with which 
to start my own small business. I went with him without asking my parents. 
Instead, he took me to India. 

Abductions 

Simple abductions also occur, although they are less common than cases of 

deceit. Some women and girls mentioned that they, or other women in the 

brothels where they worked, had been drugged by their abductors. The 

following is the reported experiences of young Nepali girls who were abducted 

by her relatives and friends. 

Dilmaya was taken to India by neighbours, a mother and daughter, whom she 
knew quite well. They told her that they had to go to a market far from their 
village to pick up something and asked her to come along. Dilmaya often went 
places with them, but usually they travelled by bus. That day there was a taxi 
waiting for them. They travelled a long way, and it was very late when they 
finally arrived in Badi Bazaar. They got in another taxi and arrived at a village 
house like her own. She was put in a room and the door was locked. Dilmaya had 
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no idea where she was. A woman called "Asa" told her that the woman she came 
with had gone out and would be back later, but she never came back. After three 
nights, Asa made Dilmaya travel with her by taxi and then train to another town. 
When Dilmaya pleaded with her to let her go, she was told "No, you have been 
sold and have to work. All Nepali girls have to work. /I 

Sometimes girls were abducted by their own family members or other relatives. 

"Kali", age twenty-six, returned to Nepal in 1994 after spending nine years in 
India. She was drugged and abducted by her stepfather's elder brother and his son 
and trafficked to India when she was seventeen. Kali had been visiting her uncle 
and his two children, who lived in Biratnager (a town very near the Indian 
border). Once when she was visiting he suggested that they make a trip to 
Jogvani (Indian city). The uncle, his wife and eldest son went along. Along the 
way they stopped for tea. Kali was given milk. The milk smelled bad, but she 
drank it anyway. The next thing she remembered was waking up slightly on a 
train and then perhaps again in a taxi. When she really woke up she was in a big 
hall with a lot of lights, which turned out to be a hotel lobby, but she does not 
know the name of the hotel. Her cousin and uncle were with her. They told her 
that they needed to go to Bus Park to buy the return ticket and left her alone in 
the hotel lobby. While they were gone Kali overheard two men speaking Hindi; 
they were talking about taking someone to a brothel. She asked the men what 
they were talking about and who they were taking to a brothel. She asked where 
her relatives had gone. Another man told her she had been sold. 

Table 5.3: Major motivating methods and means of trafficking 

Variables Interview study Total study 

population population 

Major motivating means % Number 0/0 Number 

Fraudulent Marriage 19.0 8 13.3 26 

False promises of Jobs 54.8 23 62.6 122 

Offer of Visit IMoviel Holyday 14.3 6 17.4 34 

Force and other 11.9 5 6.7 13 

Total 100.0 42 100.0 195 
--

3.2. Family Involvement in trafficking 

We interviewed some girls who were sold by their own family members, Family 

involvement was seen in many ways. Bindu was sent to India with her relative by 

her mother. Bindu told us that; 

I came from Dura family and I was offered as a Deuki by my mother to Tripura 
Sundari Temple and lived in the temple then. I fell in love and married a police 
man, had a daughter from him. After three years he left me. J married again with 
another man and had another daughter. But this husband also left me. I returned 
to my mother's house with my two daughters. In 2046 BS (1991 AD), Phupu 
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came from Delhifor Dashainfestival (Nepali festival). She was velY closed to my 
mother. My mother requested her to take me with her in Delhi. I went with her to 
11 Delhi. In fact she was gharwali (brother owner) and she had her own Kothi 
(brothel) in Delhi. I started dhanda (in the sense of sex work) from next day. 

In some cases the girl is an orphan and lives with relatives who do not 

care about her well-being. Selling her to a trafficker, whether in ignorance or in 

full awareness of the journey's end, is a lucrative way to get rid of their 

responsibility . 

..... my parents died when I was very young, and I was brought up by a relative 
in a small town. I had no chance to go to school. When I was 12 years old a step 
uncle, a widower of 45 to 50 years, took me to Kathmandu to live in his 
household and to help with the chores. Soon he proposed marriage to me but I 
refused. He insisted to go with him to a small town in the south of Nepal to look 
after his young children. Again I resisted, but his elder brother persuaded me to 
go. From that southern town the step uncle brought me to Mumbai and sold me 
to a brotheL. 

Similarly, Anju was sold by her maternal uncle. 

I am from a Mushahar caste and had happy childhood, but my mother died when 
1 was 10 years old and my father was distraught and unable to take care of us-6 
children. I had to beg with my 3 months old sister. Subsequently my one brother 
and one sister were taken to live with fny maternal aunt, 2 others went to 
parental aunt. M.v one younger sister and me were left with my father. When I 
was 16 my maternal uncle took m.e to India telling me that we were going to do 
shopping for a family friend's wedding and sold me. 

3.3. Causes of trafficking 

After having examined the process or methods and means of trafficking it 

is essential to examine the causes or factors that contribute to trafficking. 

There are at least eight factors emerging from the background of respondents 

that made women vulnerable to trafficking 1) Poverty and lack of economic 

opportunities; 2) Low level of education and lack of information about the 

process of recruitment; 3) Family pressures and family problems; 4) 

Aspirations of the women, often accompanied by a growing sense at personal 

and economic autonomy; 5) Alleged success stories of those who migrate for 

income abroad, 6) Social and cultural factors, 7) Political factors, and 8) 

lucrative business and high demand in India 

Poverty and Jack of economic opportunities 
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The majority of respondents came from poor families, with 38 

respondents originally from rural and only 4 from urban areas. Generally, 

respondents came from big families ranging from 3 t012 siblings. All of them 

came from financially strapped families, with parents who had little education, 

and who were either constantly under or unemployed. A number of them came 

home with very little money. Families with employment mostly worked in the 

informal sector, or in small, low-income enterprises. Some had small farm lots 

that were nonetheless incapable of feeding the family. Most of the 

respondents' mothers stayed at home to care for the children and do domestic 

chores. The majority of respondents had moved from place to place in search 

of better economic opportunities. They left their original birthplace and moved 

to urban areas where the trafficking syndicates often operate. Most 

respondents started working at an early age. Migration for work is now 

commonly perceived in Nepali society as a kind of a quick-fix solution to the 

growing impoverishment at the household level. 

Education and lack of information about the process of recruitment 

There are correlations between age when trafficked, low level of 

education and lack of information about the recruitment process and systems 

of migration, which rendered respondents dependent on and vulnerable to 

recruiters. Many were very young when trafficked, and only 5 out of 42 

attended elementary school, and only one had attended to secondary 

education, none of them finished high school. The reasons given for not 

finishing school included financial problems, having to leave home and work, 

having to enter other jobs, and having no desire to study. Given their low level 

of education and lack of access to good information, it was easy for the 

recruiters to deceive the women. 

Family pressures and family problems 

Some respondents stated that their families were dysfunctional, i.e., that 

they came out of families in constant conflict, and had left home between the 

ages of 12 and 17. Many of the respondents said that they had got less 

attention from their parents and some stated their parents had separated. At an 

early age, most of the respondents were forced to assume a good deal of 

140 



responsibility for the upkeep of big households. Four respondents had 

experienced the death of one or both parents when they were quite young. 

Nine lived with their grandparents or other relatives. Seeing so much poverty, 

many of the respondents felt compelled to do something about it. When they 

went urban city, most of the women ended up supporting their parents, the 

entire family and sometimes even distant relatives or extended family. 

Interviews with returned trafficked women and girls show that often family 

disintegration, many times accompanied by domestic violence, death of a 

parent or spousal abandonment, increases a girl's vulnerability to the 

traffickers. 

Aspirations of the women 

It is important to underscore the fact that while poverty was an 

overwhelming reason for migration for income, women also reported growing 

aspirations for personal and economic autonomy that influenced their desire to 

go abroad/urban city. One respondent stated: 

.... . .I also wanted to earn some money so I could go back to school and 
continue my studies .. ........ So I went to Kathmandu .. ..... " 

Some women felt that working in India would give them the chance to travel 

and see another country. One of them said, 

(( ........ . they said Bombay was beautiful) like Japan. I wanted a house 
of my own) [and to] save for the education of my child ......... so I went 
to India." 

Some girls wanted to be independent and went to urban city for jobs and they 

ended with Indian brothels. 

My two brothers earned their own livings but the.v never gave any support to my 
sister and me. I thought "If boys can work, why can't girls?" "Of course I can 
earn my own living; I should not have to depend on my parents. "So I asked my 
mother if it would be alright if I went to Kathmandu to find a joh. My mother 
agreed to this idea, although she knew that she would miss me when I went away. 

In the city I huntedfor some sort of job in shops and hotels but no one wanted to 
employ a village girl with little education. Eventually I managed to find a job 
working in a carpet factory. I worked day and night) even working on Saturday 
and holidays so that I could send money and clothes to my mother. 

Alleged success stories of those who migrate for income 
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Families who have children or relatives abroad are perceived as lucky. 

The picture that is painted of overseas migration, especially when the value of 

the Nepali currency is very low compared to the value of the Indian rupee. The 

possibility of marrying a rich man, and ultimately of comfortable residence in 

the capital city is attractive, if illusory. Some respondents saw migration as the 

ultimate way out of poverty, access to social mobility, and a test of their 

abilities. Many unsuccessful Returnees do not tell their sad stories, particularly 

women who have been sexually exploited. Prostitution is a stigma, and 

unsuccessful returnees do not want to be pitied. 

Most of the respondents in this study did not realize, prior to migration, 

that many returned trafficked women who were allegedly successful brought 

home scars of abuse, violence and other consequences. The tendency to paint 

a more positive story about migration for work serves as a push factor to 

parents and other. The stigma attached to prostitution and the embarrassment 

of being a failure as returnees have effectively silenced the voices of survivors 

of trafficking and prostitution. If more survivors felt free to speak out, then the 

real stories of abuse and exploitation of women who were trafficked might 

present a more honest picture of what happens to many who migrate abroad 

and possibly serve as a deterrent for others. 

Social and culture factors 

The most outstanding factor among social and cultural influences is the 

low status ascribed to girls and women. Girls have a low social ranking and 

hence less consideration is given to their basic needs. This has been 

described in detail in Chapter 1. 

If my parents had cared for me as they did to my brother, I would not have to 
experience such trauma .... 

It becomes obvious, especially at marriage, that society perceives 

females as commodities, first owned by the father, then by the husband and 

the in-laws. And girls are clearly treated as a commodity when they are being 

trafficked. Their value is perceived mostly as economic and not social. 
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It is difficult to assess how much the traditional forms of prostitution of the 

Badis and Deukis system are a factor in the trafficking of non-Badi and non~ 

Deuki girls. Traditional, religious prostitution is mentioned by Pradhan as one 

of the socio-cultural roots of the problem (Pradhan, undated). However, Badi 

and Deuki girls are discriminated against by society, and Badi sex workers are 

considered even lower in status than other Sex workers. These forms of 

traditional prostitution do seem to have much impact on trafficking. In the 

women in my study. We found only one from Badi and one from Deuki girls 

were had been trafficked. 

Political factors 

Political factors are not related to the roots of trafficking, but contribute 

considerably to the rampant spread of the trade. Lack of political commitment, 

lack of implementation of existing laws related to trafficking and open border 

are commonly cited reasons of trafficking by activists. One activist said that 

......... Politicians have absolutely no commitment to deal with this problem and 
as in many other issues they only pay lip services .. ...... . 

Another activist said that laws that refer to trafficking are inadequate and 

implementation is ineffective. Local administrative authorities do not give the 

required assistance. And another factor that contributes to the high number of 

trafficked girls is the open Nepali/Indian border where no identity card is 

required. Girls who had been lured to India reported that border police are 

easily bribed by traffickers. 

Lucrative business and high demand 

Trafficking of women provides a very lucrative business for those who are 

involved in this trade. According to activists in Kathmandu, Nepali girls can be 

sold to brothels at a high rate since there is high demand of Nepali sex workers 

in Indian brothels. 

4. Ways of trafficking, Traffickers and Destination 

Women and girls were either trafficked directly from their own 

home/community or from working places such as carpet factories. Different 
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kinds of people were found to be involved in trafficking. In many cases family 

members, uncles, cousins, stepfathers also act as trafficking agents. Of 42 

trafficking victims interviewed by our team, 15 (35.7%) were trafficked to India 

with the help of family members or relatives. Likewise, 42.9% were trafficked 

by known persons but not relatives, and 21.4% were trafficked by unknown 

persons. In the total study population (n=198), 22.2% were trafficked by a 

relative, 46.5% were trafficked by known persons but not a relative, and 31.3% 

were trafficked by unknown persons (table 5.4). It is clear that recruiters were 

both strangers or new acquaintances, and siblings or relatives. For those who 

did not state clearly who recruited them, it can be gleaned from their stories 

that the recruiters were persons they trusted 

Traffickers are most typically men in their twenties or thirties or women in 

their thirties and forties who have travelled the route to the city several times 

and know the hotels to stay in and the brokers to contact. Traffickers frequently 

work in groups of two or more. Male and female traffickers are sometimes 

referred to as dalals and dalalis, (commission agents) who are either employed 

by a brothel owner directly, or operate more or less independently. In either 

case, to stay in business they need the patronage of local bosses and the 

protection afforded by bribes to the police. 

Women who are already in the sex trade and have graduated to the level 

of brothel keepers, managers or even owners travel through the villages of 

their own and neighbouring districts in search of young girls. Though not very 

typical, the following story encapsulates the essence of the dream of success 

and glamour that these women symbolize to the simple village girls. Female 

traffickers are referred to as didi or phupu didi (literally, paternal aunt) or sathi 

(best friend). Local women who have returned from India are also employed as 

recruiters. In many districts, according to local activists, the majority of didis are 

returned sex workers from neighbouring village. Usually these didis return to 

the villages to participate in local festivals and to recruit girls to bring back to 

the cities. These women are exceptionally well-placed to identify potential 

trafficking victims because they already know the local girls and their families. 
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I was born in happy Tamang family. I was married to a boy of 18 at 16, as 
arranged by my parents. I went to live with him but my husband and father-in
law did not like me. They were not happy with my hard work. My mother-in-law 
did not give enough food to eat and my husband beat me regularly. He blamed 
me that I was not good for his mother. I could not tolerate those entire problems 
and I returned to my parents. After 2 years of my marriage, my husband brought 
a sauta (a co wife) who gave a birth to a son and I was then completely rejected 
from them. In the mean time, one woman who had came home for vacation 
promised me and my 3 other friends good jobs in Calcutta. We ran away with her 
and she took us to Calcutta. But instead of giving good job she sold three of us to 
different brothels. 

Not all da/a/s work independently. An unknown number are connected to 

different kinds of networks that operate on various levels of organisation and 

size. Some syndicates include government officials, border policemen, 

politicians, and others. 

The majority of women and girls whom we interviewed were trafficked to 

Bombay (78.6%) and others were trafficked to Delhi, Calcutta and other Indian 

cities. Similarly, more than eighty percent were trafficked to Bombay in the total 

study population (table 5.4). 

Table 5.4 ways of trafficking, traffickers and destination 

Variables Interview study Total study 

population population 

% Number % Number 

Ways of trafficking 

Direct 49.5 17 55.6 90 

Indirect 59.5 25 44.4 72 

Total 100.0 42 100.0 162 

Trafficker 
Relatives 35.7 15 22.2 44 

Known but not relatives 42.9 18 46.5 92 

Unknown persons 21.4 9 31.3 62 

Total 100.0 42 100.0 198 

Destination 
Bombay (Mumbai) 78.6 33 84.3 167 

Delhi 11.9 5 8.6 17 

Calcutta 7.1 3 5.6 11 

Other Indian city 2.4 1 1.5 3 

Total 100.0 42 100.0 198 
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5. life in Brothels 

A major portion of the in-dept interview was focussed on life in brothels. 

Key informants, returned women and girls were asked about social and 

physical environment, working condition, debt bondage and income within 

brothels. Key finding are presented here under different sub headings. 

Nepali women in India's red-light areas remain largely segregated in 

brothels located in what are known to their Indian counterparts and their 

customers as "Nepali kothas" or compounds. The concentrations of Nepali 

vary from city to city, but appear to be highest in the Mumbai neighbourhood of 

Kamathipura. Brothels vary by size, physical configuration, ethnicity of sex 

workers, and price. Most of the Nepali girls and women are associated with 

gharwalies (brothel owner). Depending upon the gharwali, the number of girls 

and women per brothel ranges from 5-10 to 150-200. On an average there are 

90-100 girls and women per brothel at Mumbai. But in all cases, movement 

outside the brothels is strictly controlled, and inmates are subjected to both 

psychological and physical abuse. The cheapest brothels, nothing more than 

dark, claustrophobic rooms with cloth dividers hung between the beds, are 

known among Nepali as "pillow houses." Certain lanes, like the 11 th and the 

13th, are known particularly as Nepali gallis (street). The living condition of 

Nepali girls and women in brothels is very poor. A social worker who was 

familiar to Indian brothel system told us that; 

There are several grades of sex workers, based on beauty, hard work, "talent." 
The tops are call girls. Then comes "bungalow," which is a higher grade of 
regular brothel, then comes "pillow house," which is the lowest. Most girls start 
out in pillow house and work up if they do well ...... some girls receive training, 
how to approach customers, languages. During training girls are beaten and 
locked in a room like a jail, but a very small one, until they stop fighting. At first 
a girl gets two or three clients a day, then it escalates .... 

Women and girls were unfamiliar about brothel system. All the trafficked 

women have no previous experiences of prostitution and had no intention, 

upon trafficking of engaging in this trade. Jamuna recounted her early days in a 

brothel; 

When they brought me here, it was in a taxi. I kept looking around, wondering 
what kind of work was going on in this area of this big city. Everywhere I looked, 
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I saw curtained doorways and rooms. Men would go and come through these 
curtained entrances. People on the street would be calling out, "Two rupees, two 
rupees." I asked the other Nepali women if these were offices; it seemed the 
logical explanation. In two days I knew everything. I cried. 

Similarly, Sarmi/a told her terrible experiences in the brothel and cried in 
front of us . 

........ . on my first working day, a big fat man came to my room. Knowing that 1 
was still a virgin he had paid a large amount of money to rob me of my virginity. 
I ran and locked myself in the bathroom but the brothel-keeper came and made 
me open the door. Again the fat came into my room. I begged and pleased with 
him and eventually he left, giving me RsIO. I was saved. The next day, however, a 
young boy of sixteen or seventeen years came and I lost my virginity ..... . 

Another returnee expressed her feeling with us and she told us that; 

When I entered the brothel I saw many girls who looked younger than twenty
years of age. I did not know what they were supposed to do. They looked very 
strange to me. I had never seen girls wearing so much make-up and bright red 
lipstick. Their clothes were different too. They all had on VeJY short skirts with 
lots of jewellery. They were not typical Nepali girls. The brothel-keeper told me 
to take a bath, get make-up and put on some clean clothes. "What is my job?" I 
asked. "Why amI here? What's going on? I want to go home." "You will do 
what I tell you," said the brothel-keeper. "You will find out in afew hours. '.' "I 
don't want to stay here, '.' I replied, this time more forcefully. "Let me go now. I 
don't want to stay here." But the brothel-keeper just laughed and walked away. I 
looked at the other girls for help." There's 110 way out, " they said. "You're 
going to be working as prostitute. " 

Many customers seek out Nepali prostitutes specifically, because of their 

looks and their exotic reputations. The segregation of Nepali girls and women 

in these gallis exposes them to a wider range of clients, and a wider and more 

unpredictable range of sexual expectations, treatment, and disease. Nepali are 

sought out by customers who think their "golden" skin make them more 

attractive. One social worker referring to brothel owners who said that Nepali' 

faces and bodies stay youthful longer. The Nepali also suffer from a reputation 

of sexual compliance among both Indian sex workers and customers, who say 

Nepali can be induced to engage in higher-risk sexual acts, such as anal 

intercourse and sado-masochistic sex, than their Indian counterparts, who may 

have more control over the terms of sexual contact. Consequently, brothel 

managers and their clients view Nepali women in prostitution as a special 

case, and madams routinely receive special requests for Nepali. According to 

one returned women, who worked very long time in Indian brothel said that 
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foreigners from outside India, particularly the Middle East, also viewed Nepali 

as special within the sex industry. 

Most girls and women start out in cheap brothels where they are "broken 

in" through a process of rapes and beatings. They are frequently then resold to 

other brothels where they can bring in more money for the owner. Some 

women are also resold as punishment for escape attempts. An activist in Nepal 

who is familiar with the Indian brothel system and has counselled many 

returned women and girls in Nepal said; 

...... there were special interior lanes in areas like Falkland Road in Bombay 
where rooms and even whole buildings were maintained especially for torturing 
newly-procured women. Younger girls and children are reportedly hidden in 
attic spaces in these buildings ......... Both psychological and physical means are 
used to "break in" new girls purchasedfor the brothels . .... . 

Psychological abuse, threats and intimidation are an integral part of the 

process and are used exclusively with girls who are purchased as virgins and 

can therefore be sold for higher prices if their "training" does not include rape. 

This psychological abuse continues well beyond the first customer, however, 

with brothel staff using conflicting messages to break down the victim's 

resistance and build dependency. 

When the psychological approach does not work, the brothel staff resorts 

to physical abuse, or allows customers to do so. This abuse can include 

beatings, gang rapes, and torture with burning cigarettes. 

In pillow house girls can have as many as thirty customers a day. But 

they earn no money until they have paid off their debt. After they have paid off 

their debt, one part of their earnings goes to gharwali, one part to "local taxes," 

and one part to herself. 

It is two or three years before a girl is allowed out of the brothel and then, 

after Uley have confidence she won't try to escape, she is allowed to go to the 

cinema or shopping with a guard from the brothel. Even if a girl manages to 

escape, she knows nothing about the city. She will fall victim to local people or 

the police. 
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Women and girls were sold at prices ranging from Indian Rs. 4,500 ($ 90) 

to 60,000 ($ 1200). Majority (60.7%) of women and girls were sold for Rs, 

25,001 to 50,000; about one third (31.8%) were sold below Rs. 25,000 and 

7.1 % were sold on above Rs. 50,000. On average women and girls were sold 

at Indian Rs. 36,000 (table 5.5). 

Once sold, they belong to the Indian brothel owner until they can "pay 

back" the amount paid for them. The majority of the women and girls in the 

study were forced into prostitution within one day of their arrival. There was 

one girl who stayed just 4 days and there were some women and girls who 

worked up to 10 years. The average duration of stay at Indian brothels in the 

study population was 33.45 months (table 5.5). Interestingly, there is significant 

(p=O.OOO) relationship between duration of stay in brothel and mode of return 

(table 5.6). 

Table 5.5: Life in brothels 

Percent Frequency 

Duration stay in brothels in month 

Less then 12 months 28,0 54 

13- 36 Months 38.9 75 

37 - 60 Months 21.8 42 

More then 60 Months 11 A 22 

Total 100,0 193 

Average duration 33A5 Months 

Minimum stay 4 days 

Maximum stay 120 Months 

Price Range in Rs (Indian Currency) 
0-25000 31.8 34 

25001-50000 60.7 65 

50001 to over 7.5 8 

Total 100.0 107 

Average price 36130.84 

Minimum 4500,00 

Maximum 60000,00 

How did they come out from brothels or 
mode of return 

Rescued 79.9 151 

Escaped 12.7 24 

Released by owner/self returned 7A 14 

Total 100.0 189 
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5.1. Debt Bondage and earning in the brothels 

Every Nepali girl or woman whom we interviewed said that the brothel 

owner or manager forced her to work by invoking her indebtedness. This 

supposed debt, and the threats and beatings that accompanied it, were the 

major obstacles between her and the possibility of freedom. For most of the 

women interviewed, the debt was the amount of money the brothel owner said 

she paid a broker when the girl was purchased, plus the costs of medical care 

and protection money or payoffs to police and local thugs. 

A Programme Director in Nepal, who was familiar with the brothel system 

said that girls were also charged 10 percent interest on their purchase price. In 

many brothels in Delhi, owners even compelled girls to sign forms stating that 

they were voluntarily working as maid servants and also as bonded labourers 

until they repaid the loans they had purportedly undertaken. Although 

occasionally the gharwali may pay for food, clothes and medicine, these costs 

are frequently added to the debts. In any case, a girl's indebtedness to the 

gharwali is based on the gharwali's own expenses. 

A woman's earnings depend on the type of brothel in which she is 

employed, her age and appearance, and the nature of the sex acts she is 

compelled to perform . 

.. . all the women and girls where I worked were dependent on tips for food to 
supplement the meals provided by the brothel, but that as a newcomer without 
regular customers, and an older woman at that, she got few tips ... Alka said 

Another girl told that although she was never allowed to handle any 

money in the pillow houses where she worked, she heard from other women 

that the owners charged RS.50 [$1] for five minutes. In the bungalow, where 

she took the money from customers beforehand and turned it over to the 

management, the rate was RS.150 [$3], again for a very short time. 

Although most business is conducted in the brothel, and is charged by 

the minute or hour, customers can pay extra to take women outside. A girl will 

be sent to a client's house or a hotel for the night. If a customer buys a 

woman's services for a longer period her debt resumes upon her return. One 

customer paid a large amount of money and kept a woman in his home for one 
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or two weeks. He returned her to the brothel, where she worked to repay the 

remaining debt. 

..... . one day, gharwali asked me to go with one fat man to his home. I refused 
first but she told me that I will get more money then ..... .1 went. I spent one week 
to his home and than he took me back to the same kothi (brothels} ......... . 

A girl who has managed to escape, but finds that she has no way to 

support herself may negotiate her return to a gharwali, resulting in a fifty-fifty 

division of her earnings. Sometimes the woman attaches herself to a local thug 

to support her in her negotiations with the gha rwa Ii. However, this type of an 

agreement frequently results in indebtedness of a different sort, since the girl is 

often convinced to take a loan from the gharwalito see herself through. 

None of the returned girls or women we interviewed knew about the 

monetary arrangements between the brothel owner, the agents and their 

families. Because the women did not know how much exact money had been 

exchanged or how much they earned, they did not know the amount of their 

debt. But later on all were frequently reminded that they had to work to payoff 

their debts, and many were threatened or beaten for not earning enough. One 

returned girl said; 

I worked in three low-grade brothels or "pillow houses" and later in one fancier 
brothel commonly called a "bungalow." In the pillow house I had ten to twenty 
customers a day and, except for regulars, customers who paid RS.25 [50 cents) 
for five minutes. I also worked for four months in a bungalow which charged 
Rs.IOO-Rs.300 [$2-$6} per hour. Some customers would pay to take the girls out 
all night, or sometimes for days at a time. If they were taken out to a hotel they 
paid at least Rs.l,OOO [$ 20/. 

Although she does not know how much she was originally sold for, this 

informant was told that each time she was sold it was for a higher price. None 

of the owners ever told her how much she had to repay, but the brothel 

managers kept track of how many customers each girl served per day and 

claimed to figure that against their debt. 

Some of the women had a vague understanding that they would have to 

work for a specific length of time to payoff the debt, and that there was an 

agreed-upon amount of payment given at the end of the time. We were told 

both by returnees from brothels and other people from a rehabilitation centre 
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that there were rules in Bombay brothels about how long girls should work and 

how much they would be paid. 

"SanthilJ had heard there was a rule that the brothel can keep you three 

years, but after three years they have to give you RS.20,000 ($400), gold and 

clothes. But they did not give her any thing like that. Most of the money she 

brought out with her was her tips, and she managed to send a box of clothes to 

her father. After she was there seven years, her father came to see her, but the 

owner said she had to stay another two years before she could leave. After two 

more years, her father came to the brothel and brought her out. When she left 

the brothel she was given RS.5,000 [$1 OOJ which she turned over to her father. 

"Radha" was told that she had to payoff her purchase price of Rs.30,000 

($600), and that was used to force her to work when she did not want to. She 

worked in the same brothel for ten years and was never told she had paid off 

her debt. She told us that; 

"Nobody was allowed to leave after three years like people say they are." 

Radha had no idea what the brothel charged her customers because the 

money was given to the owner. She had nine or ten customers a day and 

worked from 11 a.m. to 11 p.m. 

Sometimes customers gave the girls tips, which they were allowed to 

keep. The owner provided one meal a day and they had to pay for the second 

meal with their tip money. They also had to pay for clothes and make-up with 

tip money they saved. The owner paid for treatment at a private clinic when 

they were sick, and added it to their debt. They received injections once a 

month, but many of them did not know what they were for, and they were given 

pills to induce abortions. The price of the monthly injections was also added to 

their debt. 

According to "Maya," brothel inmates got about five days leave after an 

abortion before they had to start working again. One woman she knew had 

aborted twice. The cost of abortions, plus interest, was added to the debt One 

owner said that the abortions had cost her RS.1 ,000 ($20) each time and then 
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she was charged interest on top of this, increasing the woman's debt by 

Rs.4,OOO ($80) . 

..... .I felt sick. I was sick and no medication was given to me. The brothel-keeper 
was only happy if we could attract a long line of customers. Ifwe refused to work 
we would be beaten and tortured .............. . 

In addition to the money earned by parents from the sale of their 

daughters (a few hundred rupees if she is sold to a local recruiter, or several 

thousand if the family sells her directly to a broker), male relatives also make 

periodic trips to India to collect the girls' earnings. According to a social worker, 

In villages in places like Nuwakot and Sindhupalchowk, if a village has several 

women in Bombay brothels, a prominent member of the village may be 

appointed to travel to India, collect the money they earn and bring it back to 

their parents. For the girls, this means that not only are they under pressure to 

payoff their debt to the brothel owner, but out of whatever earnings they do 

receive, in the form of tips primarily, they are expected to help support their 

families. 

5.2 Illegal Confinement 

There are other aspects of the work in brothels which reinforce its non-

voluntary nature. One of these is illegal confinement. Debt bondage is enforced 

by the near total confinement of the women and girls to the brothel premises. 

Women and girls are generally not allowed to leave the brothel or its immediate 

surroundings without escorts and are threatened with a range of 

consequences, including arrest by the Indian police or capture by other brothel 

owners, should they attempt to do so. The women and girls we interviewed 

explained that they would be beaten severely if they tried to escape. 

With few exceptions, the Nepali women are unable to communicate with 

anyone outside of the brothel and some are even forbidden to take Nepali 

clients out of fear that the latter might be more likely to help the women 

escape. Even conversation with customers is sometimes forbidden. A social 

worker told us that; 

"Only girls who payoff their 'loan,' have gone on a holiday to their village and 
come back, are allowed to leave the brothel alone. Before that they are not 
allowed out alone. " 
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In many case, no one in the brothel was allowed to go out unescorted. 

Everything was brought by vendors into the brothel to sell food, clothes, even 

videos. They were allowed no contact with their families. Ganga, one of the 

experienced returned girls, who could not read or write herself, said that none 

of the women in the brothel were permitted to write or to have pens and paper. 

We were never allowed out for fear. ..... we would run away. Everything was 
brought to the house, and shopkeepers charged very high prices... very 
expensive ... bad quality .... 

Only few of the interviewees were in occasional communication with their 

families, none of them were in regular contact with their friend and family. One 

woman was lucky enough to find a customer who was willing to send word to 

her family. 

A Nepali man I met in the brothel wrote a letter to my family telling them what 
had happened to me, and after few months my brother went to Bombay to try and 
see me there, but he was not allowed to do so. My family then brought charges 
against that trafficker and brothel. I was then sent back to Nepal with help of 
social workers. The trafficker was arrested and then released on bail after a 
month and a half. The case was proceeding, but I do not know what has 
happening now and I was not informed of its progress. 

Fear of beatings, arrest or recapture by other brothel agents keeps many 

girls away from trying to escape. One girl told us that; 

The brothel where I worked had a window so that all the girls could be observed 
by the management. When I was seen trying to escape, I was beaten. Whenever 
there was a police raid the owner would hide all the girls; those who tried to come 
out would be beaten. 

She further added that only newcomers tried to run away; the older ones 

would not try to escape. May be they know that those who run away would be 

sold to another brothel by men on the street, so they don't run. The girls were 

also afraid of the police. (It should be noted that many of the Nepali girls in 

India are visible because of their physical characteristics including facial 

features, and accent or language). 

One day, one of my friends who had escaped was taken into custody and raped 
by the police. The next day the police brought her back to the brothel and told the 
owner to bring out all the new girls and leave only the "licensed" ones. The 
owner gave the "Ghush" (money) to police and they went away. 
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Some returned girls gave different views. The women and girls who had 

certain links with brother owner faced relatively less problem. 

I was lucky Mira said. Saraswati was a nice woman, better than most of those 
bitches. My sister worked here before, so when I came here 3 years ago, I did not 
have a very difficult time. The fist few months, Saraswati only sent me a couple 
of clients a night. She let me and Maya to go out, and we went to so many 
movies. She gave me nice dress ..... . 

5.3. Working Conditions 

Tips provide the only source of income for most newcomers to the 

brothels. Without tips, girls are entirely dependent on the brothel owner for 

food, sometimes only one meal a day, and the women have to supplement the 

meagre food and clothing provided by the brothel by using their own tips. Most 

owners permit girls to keep tips, which amount to only a few rupees per 

customer, but in some cases even this avenue of earning is restricted. 

"Devi" did not get many tips because newcomers got fewer regular customers. 
The brothel owner provided them with two meals a day, but the food was not 
very good. With tips they could buy tea and snacks. 

"Sita's" owner gave the women in her brothel one meal a day. They had to pay 
for the second meal. They also had to pay for clothes and make-up. For all these 
things they would save up their tips, and buy from vendors who would come to 
the brothels and who charged very high prices. 

None of the women we interviewed was allowed to refuse customers. In 

some cases they were not even allowed to speak to them. Their days were 

spent waiting in line for customers or serving them, and they were beaten and 

humiliated for refusing. 

In the bungalow where De vi worked, the girls stood or sat in a row in their 

make-up and the customers, who also stood in a queue, chose the girl they 

wanted. They were given only a very short time with each customer and 

sometimes, if customers tried to ask newcomers too many questions, they ran 

out of time before they had time to have sex. If the owner found out that a 

customer had been asking a new girl about herself, the girl would be beaten. In 

the pillow houses in which De vi worked, the day started at 10:00 a.m. and they 

worked until late at night. In the bungalow, the day started at 4:00 p.m and 

went until 2:00 a.m. The girls were expected to stand or sit in line the entire 
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time, whether or not there were customers. They were given no time off, even 

when they were menstruating. De vi said the happier you made the owners, the 

nicer they were to you, so sometimes if she was menstruating she took the 

customer's money first and then told him she was menstruating. If she was 

lucky, he would go away. Girls very rarely refused a customer, because those 

who refused were beaten. 

Kamala also said the women in her brothel were not allowed to refuse 

customers. They were made to sit in a room and the customers would choose 

the girl they wanted. If the girls refused, they were hit and verbally abused by 

the owner in front of the customer: "If you won't go, maybe your mother will." 

Every afternoon I had to stand on the roadside to negotiate prices with the 
customers. The jlrst time I had to do this I could not believe what I was doing. I 
remember thinking how I felt like an animal, not a human being. This was not 
only my job. There were many other girls doing the same thing as me in full 
make-up, uying to encourage men to use our brothel. 

Besides being compelled to serve customers, brothel owners sometimes 

force workers to perform personal housework or childcare chores. Pravati said 

that the brothel madams lived in separate rooms with their husbands and 

children. Pravati and the others were sent to clean these rooms. Every 

Saturday they had to clean the room, wash the family's clothes and bathe the 

children. Devi said that besides sleeping with customers, the women and girls 

in the brothels were expected to do housework for the owner, including 

washing the floors at the owner's house and doing her laundry, which they 

brought to the brothel to wash. 

6. Back home from brothels (The return) 

Three major processes of returning home were identified in this study. 

They are rescued, escaped, and released or self-returned. Of 42 women 

interviewed by our team, the majority (73.8%) was rescued by police and/or 

social workers. Similarly, 16.7% women and girls escaped on their own or with 

the help of other people. Only 9.5% were released by a brothel owner and/or 

self returned (with consent of brothel owner). The same ratio was found in the 

survey data (n=199) as well. Nearly 80% were rescued by police and/or social 

workers, 12.7% girls and women escaped on their own or with the help of 
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other people and less than 10% were released by a brothel owner and/or self 

returned (with consent of brothel owner). 

6.1 Rescued 

As mentioned above, majority of girls who were able to leave the brothel 

were either rescued by the police or social workers. Mainly, girls were being 

rescued and put into an Indian rehabilitation centre before returning to Nepal, 

or were then shifted to a Nepalese rehabilitation centre before returning to 

family. 

The women and girls whom we interviewed were main Iy rescued by police. 

Kalpana was finally rescued, after sutIering for one and a half year in the 
brothel, when the Indian Police came to investigate the red-light area. She was 
taken to a hostel in India where she stayed for six months. Here she learnt to read 
and write before being brought back to Nepal. She was very happy to get back to 
her homeland. 

Similarly Sunmaya was rescued by the Indian police . 

...... Twelve days later the Indian Police raided the brothel. I was rescued and 
taken to a remand home in India where I stayed for five months and then brought 
back to Kathmandu ..... . 

A number of cases were rescued by social workers. Parbatiwas rescued 

with the help of social worker. 

One day a man called u.P. Laure visited the place. Seeing how sad I was he asked 
me what was wrong. I told how I had been tricked into coming to this place and how 
I missed my young son and mother. I would pray a great deal to god, asking him to 
give me a chance to see the faces of my mother and son again. U. P. Laure asked 
me for my address and said that he would write a letter to my family. God must have 
been happy with me because he sent that kind man to help me. He bought me home 
to Nepal and I am now back with my mother and son. 

It is illegal for girls below eighteen years to work in a brothel in India. 

Brothel keeper always ask young girls to say their age is more than 18 years 

so that, if police raid the brothel. Such an event happened to Sunta/, who was 

underage. The brothel keeper told her to say that she was twenty-one years 

old and had been working there for the past two years. Sun tali wanted to 

escape though and so she did not do as she was told. When the police asked 

her how old she was she told them the truth, 

"I am not yet eighteen years old, I am being forced to worked here against my 
will," I said. This worked and the police took her away from the brothel. 
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6.2. Escaped 

Some girls and women were able to escape from brothel with the help of 

others. Neela was escaped with the help of her regular customer. 

I had one regular customer who was always very kind to me. He treated me with 
respect and realised that I was a human being. Seeing that he was my only 
chance of escaping from the brothel, I told him that I wanted to marry him. I do 
not think that I really expected this plan to work but when he agreed with the 
idea saying that he really wanted to marry me I was amazed. 

He helped me to escape from the brothel and took me to live in his house which 
he shared with his brother. I stayed with them for three months but unfortunately 
his brother did not like me being there because of my background. He also 
thought that the situation was very improper as we were not married due to us 
both being under eighteen years, the legal age at which marriage can take 
place. My boyfriend felt that we would have to separate for a short while and so 
he took me to a shelter for destitute women in Bombay. Then, I was eventually 
brought back to Nepal I was really sick. I was first taken to a rehabilitation 
centre. I remember arriving there and hardly being able to stand up. I was 
immediately taken me to hospital where I was diagnosed with TB and HIV 
Positive. 

I tried to run away from brothel many times but my attempts were always 
unsuccessful. There were always guards working for the brothel-keeper who 
could catch me. When they caught me they would throw me to the ground and 
beat me with sticks and pulled my hair. 

6.3 Released by brothel owner and self returned 

When a girl is too old to attract customers she is released from the 

brothel. Some are thrown out when they are tested HIV positive, others only 

when they have full-blown AIDS. Consequently, they lead a miserable 

existence on the streets with no alternative to begging and prostitution. 

Sometimes girls and women were allowed to come back to Nepal for short 

time. Some of those girls do go back to Indian brothels and some stay in 

Nepal. Kanchi was sold by her family member but after working five years in 

brothel, she was able to come back to Nepal. 

I worked in my phupu's kothi (brothel owned my her sister) for five years in 
Delhi. I came to Nepal to see my mother in last Dashain, and then I decided not 
to go back .... Now I am doing my business here .... 
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A small number of women who accepted their lives in the brothels 

become brothel owners themselves. Social stigma is conducive for taking up 

this position. Due to a lack of alternatives their survival strategy pushes them 

into the role of the former tormentor, intermingling the roles of victim and 

exploiter. As mentioned before, they occasionally return to their viliages, 

parade their affluence and lure new girls into the trade. 

Table 5.6: Total duration stay in brothels in month * mode of return 

Total duration stay in How did they come out from brothels 
brothels in months (% within mode of return) 

Rescued Escaped Released by owner Total 
Iself-returned 

Less then 12 months 41 12 53 
(27.2) (50.0) (28.2) 

13- 36 Months 67 5 2 74 
(44.4) (20.8) (15.4) (39.4) 

37 - 60 Months 29 6 5 40 
(19.2) (25.0) (38.5) (21.3) 

More then 60 Months 14 1 6 21 
(9.3) (4.2) (46.2) (11.2) 

Total 151 24 13 188 
(100.0) (100.0) (100.0) (100.0) 

---

P=O.OOO 

Interestingly, there is significant relation (p=O.OOO) between duration of 

stay in brothel and mode of return. Those girls who worked less then 3 years 

have less chance of being released by brothel owner, or return with consent 

of the brothel owner. Those girls who already stayed more then five years do 

not try to escape (Table 5.6). 

6.4. Problems to return 

There are several facts that prevent women and girls from escaping their 

situation. There is strong social values and stigma around prostitution liKe 

game chari cheli dimma jastai hunchha, ekchoti futepachhi, futyo, 

futyo. "("What to do? Unmarried girls are like eggs, once broken they never 

rejoin, you cannot join them). Generally, from the interview data, it can be 

stated that constraints consist mainly in: 
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Fear of being rejected by their families: Frequently, not only society at large 

but also parents condemn their daughters morally and repudiate them. 

Sita and her friend who had also been lured to Mumbai were found after a few 
days by the police that had been informed by Sita's suspicious relatives. Sita did 
not return to her family though. She lives at a rehabilitation shelter and continues 
her studies. She does not want to go back to her family. 

Fear of arrest or recapture: Many girls are discouraged by the brothel 

owners' false tales of prostitutes who were arrested after returning to Nepal. In 

addition, some of the girls who managed to escape were caught and 

submitted to more torture and/or were sold to other brothels in India. Brothel 

owners made it plain to the girls that this fate might also await them. 

Fear of stigmatisation: They are fully aware that society looks down on them 

and therefore offers no hope for a dignified life. 

Vulnerability to harassment, abuse and rape: In many cases, the girl will be 

considered as available to anybody, a sexual object, a prostitute for her 

whole life. 

Lack of skills: Most girls are illiterate or semi-illiterate and never had a chance 

to acquire any skills that might provide a basis for employment. It is difficult to 

say how many percent of girls and women want to return. This study was 

conducted in Nepal and we interviewed only returned girls and women. A 

survey conducted in Mumbai reported that about 90% of the girls did not want 

to return to Nepal, more than half of them because of perceived lack of 

employment opportunities (IHO 1993). If women who return home have 

managed to earn money, they are more easily accepted back into their 

communities, and may eventually marry. Those who escape the brothels 

before they have paid off their debts, who return without money, or who are 

sick and cannot work, are shunned by their families and communities. Many 

will return to India. 

7. Discussion and conclusions 

The analysis of the content of the finding above will be discussed below 

in terms of the different factors affecting different stages of the trafficking in 

women and girls in Nepal. Until the last decade, the majority of girl trafficking 

from Nepal to India was confined to some districts surrounding the Kathmandu 
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valley and small areas alone the Indian border (Frederick and Kelley 2000, 

Pradhan, 1996; Rajbhandari and Rajbhandari 1997; Ghimire, 1998). Most 

Nepali women and girls in the brothels of Mumbai were from the Tamang 

ethnic group (Rajbhandari and Rajbhandari 1997). In contrast to the previous 

finding, my study shows that the ethnic and regional composition of working 

women and girls has changed. Women and girls from more than 25 ethnic 

groups from 37 districts were found to be trafficked in Indian brothels although, 

some ethnic and cultural group residing in certain areas have a particularly 

high prevalence rate. The ethnic and regional determinants are less explicable 

when they are compared to the similar ethnic groups residing in northern India 

with similar matriarchal social setting of the communities i.e. the puzzle of why 

so many girls are trafficked from Nepal into Indian brothels remains a puzzle. 

Socio economic and educational factors may be relevant. 

There are numerous methods that are used to traffic girls into prostitution. 

It can be classified into two contrasted categories. The first fits the popular 

account promulgated by NGOs, and involves a girl who is kidnapped or 

coerced, sold against her will, and transported into bondage or slavery in an 

Indian brothel. But there is another important type, not previously described in 

the literature which involves family-based trafficking. In many cases the woman 

and girl or her family have no understanding about prostitution, and these can 

be classified as "traditional" trafficking. Then, there are the girls who reach 

Indian brothels with their family's complicity and knowledge about prostitution -

but even in these cases the girl herself may be coerced or deceived, and once 

she learns her fate is unable to escape from the Indian brothel in which she is 

now imprisoned. It is often very hard to draw a division in moral terms between 

these two categories, but difference can be seen after analysing the methods 

and means of trafficking. As Newar (1998) noticed the high number of 'missing' 

girls from certain villages suggest that sending daughters to India has "become 

an accepted social custom, albeit a secretive one". Whether voluntary 

trafficking has occurred in these cases, with the woman herself aware that she 

is to be prostituted, is unclear form Newar's account. 

There are however families with many of their female members practising 

prostitution in India, a niche they occupy because of caste status or because of 
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traditional custom. Some of these women came home with an Indian man for 

couple of weeks and then went back to the brothels. 

In some cases it was found that although parents may sanction a 

daughter's migration and may even accept money in advance for her labour, 

they do not fully understand her risk of entering the sex trade (or of otherwise 

being exploited). Likewise, parents may accompany daughters to the carpet 

factories in Kathmandu but may not be aware of, or involved in, any 

subsequent trafficking. This is very interesting finding which is consistent with 

previous finding (Shatta, 1990). 

It is very hard to figure out the number concerning the question: "How 

many girls and women were actually tricked or forced into the trade or how 

many went into the business of their own free will?" because it is not clear what 

is choice and what is compulsion and where is the dividing line. As O'Dea 

(1993) noticed the expression "own free will" seems out of place in this context. 

The influence of poverty, family pressure, caste and gender discrimination 

have to be taken into account. It might have been mere resignation due to lack 

of a viable alternative. A girl's choices are definitely severely limited. In the 

Nepali context, 'voluntary prostitution' is often considered a paradoxical term 

(Meena Poudel undated). However, it does not serve the reality of trafficked 

girls to push their cases into a dichotomous system that only admits voluntary 

or forced prostitution. There are too many forces at work to be able decide. 

The nature of the vulnerability to being trafficked (as opposed to migrating 

safely) has been explored in this study. My study does not completely agree 

with the simplistic explanation sometimes voiced in the literature or by NGOs 

with statements such as: "All trafficked victims in Nepal usually involve a 

happy, innocent, and naiVe vii/age girl who is suddenly tricked or kidnapped by 

a stranger and sold into sexual slavery': The present study has challenged 

this picture as an oversimplification, and I question the assumptions of village 

and family life underlying many representations of trafficking. The present 

study clearly indicates that many (though not all) women are trafficked by 

people known to them. Like other women in prostitution, many come from 

disturbed and difficult family circumstances, including divorce, alcoholism, 
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sexual, physical or emotional abuse, or death of a breadwinner. Lacking crucial 

social supports, such women may be particularly desperate to change their 

situations. 

Some of the published research expresses the opinion that the 'highway 

syndrome' (the pull factor of an allegedly romantic lifestyle in India) is one of 

the instrumental factors in trafficking. Heavy import of foreign media including 

pornography, and films have allegedly contributed to involve people in 

'immoral' activities. But no concrete evidence was found in this study to 

support this opinion. However, urbanisation along the highways; 

industrialisation - especially the carpet industry in Kathmandu and migration 

from rural to urban areas make women vulnerable to the trafficking. 

Additionally, an increasing commercial sex culture within the receiving country 

encourages pimps and brokers to run their business more effectively and 

aggressively. Inflation and complicated life style, with great desire to achieve 

all sorts of material goals influence people to take bribes, and encourage the 

immoral acts. 

At the local level, trafficking stems from deep-rooted processes of 

gender discrimination, lack of female education, ignorance and naivete of rural 

populations, poverty and lack of economic opportunities in rural areas with 

consequent marginalization of particular social groups. These local level 

processes are in turn shaped by macro-level economic and social forces that 

are changing the way markets operate and the kind of labour that is required. 

Many of the factors contributing to trafficking are aggravated by national and 

local level political apathy and lack of law enforcement mechanisms. 

Nepali women are expected to work hard in the household. Studies have 

indicated that to get rid of the poverty-stricken economy of the household the 

women and girls are always in search of economic opportunities within and 

outside the country. The pimps hit on this vulnerability of poverty. The female 

crude economic activity rate in Nepal is far lower than in men as reported by 

the three censuses of Nepal (Shrestha and Pant, 1995). 

Migration is playing an increasingly important part in Nepal's economy 

and social structure. As these factors lead to an increase in migration, more 
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women and girls are found to be trafficked in the process. This finding is 

consistent with previous finding by O'Dea, 1993; Acharya, 1998; ILO/IPEC, 

1998; ABC Nepal, 1996; Rajbhandari, 1997; Asia Foundation/Population 

Council, 2000. Many misconceptions or over-simplifications of the underlying 

causes of migration obscure the resources that are available to trafficked 

persons and their resiliency. For example, poverty is often cited as the reason 

for migration or accepting employment conditions of debt bondage, despite the 

common occurrence of migrants actually paying for transportation or transit 

services. 

The Nepali literature on trafficking and prostitution often argues that the 

Indian sex market has a great demand for Nepali women. Even among the 

Nepalis, the fair Mongoloid faces are in great demand (Rajbhandari and 

Rajbhandari, 1997; Pradhan, 1992). However, the present study does not 

accept this hypothesis. If the Mongoloid faces were in great demand, the 

trafficking from other, similar areas of Nepal (areas in Nepal where more 

Mongoloid groups reside) would also have flourished i.e. some similar regions 

with similar cultures and ethnic profiles have an apparently a low prevalence of 

trafficking. 

In Nepal, high level decision makers, lawmakers and politicians at the 

local level are often accused of being the protector of the traffickers. Many 

authors have blamed the lack of enforcement aspects of the legal provisions. 

Policies are sound in Nepal but not the implementation. Political commitment is 

required to implement public policies. Stating 'quite often' Pradhan (Undated) 

has written that the local administration or the police in certain districts have 

released accused traffickers because of the direct command of ministers and 

politicians. Political leaders and higher authorities in bureaucracy are accused 

of releasing the arrested traffickers from custody and taking political and 

monetary benefits from them (Pradhan, 1996; Rajbhandari and Rajbhandari, 

1997; Thapa, 1990). Friedman (1996) noticed the some political leaders are 

alleged to have association with pimps and brothel keepers. However, there is 

not any tangible evidence from cases in the present study to support this 

argument. But malpractice in political and administrative levels in both places 

of origin (Nepal) and destination (India) of trafficking were reported by victims. 
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Administrative measures are weak and bribery prevails throughout Nepal and 

India. 

Destitution and desire for fun are quite opposite to each other, but they 

both make women vulnerable for trafficking and her involvement in prostitution. 

Bedi (1990) identified these motives among the major themes of the studies 

conducted on prostitution in India. Most of the cases reviewed in earlier 

literature report that women falling prey to selling of sex reflect the 

consequence of destitution, inclination, seduction, abandonment, alcoholism in 

a family member, ill treatment by family members, bad company, persuasion, 

conscription and violation. Sexual promiscuity, illicit sexual relations, sexual 

urge and unfaithfulness of the partner or husband are other alleged causes of 

women's involvement in prostitution. 

Much Nepali and Indian literature has mentioned hardships and poor 

economic structure of the household that leads women to vulnerability of 

trafficking and their involvement in prostitution. The case studies (ABC Nepal 

1998, Rajbhandari and Rajbhandari 1997) indicate that poor economic 

conditions are the most common factors identified by the women. But the 

possibility of their involvement in other sectors of economy is not detailed. The 

pimps and brokers' assurance about earning without investment allures women 

in the initial stages, and once they are in the sex market the bonds of debt 

rather the keeps them in the profession, as my case studies show. Women 

once trafficked and forced to be in prostitution often do accept their fate later, 

because there are no options or alternatives left. 

As I mentioned above, some of the more frequently cited factors leading 

to trafficking are poverty, lack of employment opportunities, low social status of 

the girl child, a general lack of education and awareness, corruption of officials, 

an open 1500 kilometre border with India, lax law and a weak law enforcement 

machinery (Asia Foundation/Population Council, 2000; Pradhan, 1996; 

Rajbhandari and Rajbhandari, 1997; Thapa, 1990; Friedman, 1996; O'Dea, 

1993; Acharya, 1998; ILO/IPEC, 1998; ABC Nepal, 1996). All these reasons, 

no doubt, contribute towards the problem. However, it still does not explain 

why only certain communities are affected, although all share similar socio 
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economic conditions. Why certain geographic, ethnic and ecological factors are 

more responsible in determining the magnitude of trafficking are some 

questions, which I will attempt to answer. 

The root cause of trafficking is multiple and complex. However, this study 

suggests that both trafficking and migration operate primarily through personal 

connections and social networks (such as an aunt who returns to the village 

and takes her niece back to the city), and through unregistered brokers who 

mayor may not be strangers to the locality. Women and girls voice opinions 

like " .. .. my sister worked there before, so I went there ...... " further prove the 

social networks in sex trade. Furthermore, the majority of women and girls 

were persuaded by their friends, family members or people living in their 

community. Most women and girls entered the trade when someone from their 

home village brought them to the city with the promise of jobs. 

They report that women and girls are attracted by reports of the wealth 

and fun to be had in the city and are easily duped into trusting the mediator. 

Likewise, some women are deceived into false marriages with the broker and 

are subsequently sold into the sex industry. Trafficking in women and girls 

represents the weaker family structure. Although the Nepali kinship bond is 

reportedly a strong one, and paradoxically perhaps many of the brokers and 

pimps are reported to be the relatives of the victims. Even the husband and 

fathers of the women concerned are in some cases found to be involved in 

such flesh trade activities. 

This study also notices that brokers are increasingly operating within 

organised trafficking networks that cover certain regions of Nepal and use 

sophisticated methods. For example, it is becoming increasingly common for 

trafficking to take place in stages, with women moved around to work in 

different sites before finally being sold into sex work. Carpet factories in 

Kathmandu are a common transit point. 

A more refined analysis suggests that in many circumstances large 

disparities of income and wealth entice individuals to migrate, rather than 

absolute poverty pushing individuals away from their home communities. 

Clearly a number of "push" factors do exist that encourage individuals to 
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migrate, including economic aspirations (to look for opportunities to better 

one's life) and a breakdown of family or social structure, in addition to the more 

frequently cited reason of absolute "poverty." 

Debt bondage, prohibited under The U.N. Supplementary Convention on 

the Abolition of Slavery, the Slave Trade and Institutions and Practices Similar 

to Slavery, is defined as a situation in which debtors pledge their personal 

services against a debt they owe, but the person to whom they owe it fails to 

deduct the value of their services from the debt, or the length and nature of 

those services are not respectively limited and defined. The debt bondage 

which supports the trafficking nexus is also tantamount to forced labour, 

defined by the ILO as, "All work or service which is exacted from any person 

under the menace of any penalty and for which the said person has not offered 

himself voluntarily." Slavery and forced labour are prohibited by other 

international law and under Nepali and Indian laws. 

India enacted the Bonded Labour System (Abolition) Act in 1976, which 

outlaws all forms of bonded, and slave labour. In addition, article 374 of the 

Indian Penal Code makes it a crime to compel unlawfully any person to labour 

against his or her will (Human Right Watch, 1995). 

Regardless of the victims' origins, their reports of abuse in Indian brothels 

are remarkably consistent, and do indicate conditions of slavery and servitude 

which contravene Indian law. 

It is still not known how many trafficked persons return without NGO 

assistance and what type of reintegration strategies they employ. There is 

some evidence in this study that some women decide to settle in urban areas, 

setting up small businesses or, if they are sex workers, staying in the sex trade 

directly or indirectly as madams or brokers. At the same time this study also 

noticed that women from communities where sex work is a common practice 

may find it easy to return home where they may marry and/or set up small 

businesses. Further research on the coping and livelihood strategies employed 

by trafficked women would assist in development of more effective and 

meaningful reintegration strategies. 
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Society has traditional values that degrade brothel returnees, but brothel

returnees have also a psychological stigma that makes them hesitate to face 

common people. But should not be conceived that the brothel girls do not want 

to go back home; however social norms and possible reaction of the home 

community have became the obstacles to restore a normal life for them. 

Today, the majority of NGO interventions are directed at few 'danger 

districts' surrounding the Kathmandu valley. These interventions are designed 

on the premise that the girls are duped or forcibly abducted into prostitution, 

and that their families are passive innocents. Until very recently, NGOs and 

donors have ignored the obvious: that the 'danger districts' cannot possibly 

supply the vast number of Nepali females that fill the brothels of India. 

The existence of specific and clearly defined networks of trafficking has 

implications both in terms of efficient use of resources and in terms of the 

effectiveness of the activities. In addition, the messages from NGOs in the form 

of leaflets etc are likely to be futile for the illiterate populations amongst whom 

they are distributed. 

Movement in and out of coercive and exploitative circumstances is a 

dynamic process that is well recognized in irregular migration, smuggling and 

trafficking. Interventions that intercept trafficking at its outcome point, rather 

than at the time or place when it first occurs draw attention to the problem of 

identifying when movement within or between countries becomes exploitative 

and not voluntary, and could serve to protect an individual's right to migrate. A 

human rights analysis draws attention to the protection of equality and the 

promotion of non-discriminatory migration. 

There is over-emphasis in the literature on the legal response (Asia 

Foundation/Population Council, 2000). The legal response to trafficking, either 

through international conventions or state sponsored regulations can never be 

a complete response nor a solution. An over reliance on legal mechanisms can 

produce results that are counter-productive. When laws are created to be as 

broadly encompassing as possible, an overgeneralization occurs that actually 

restricts the application of the law and reduces its impact. Legal measures to 

restrict trafficking that lack specificity in terms of gender and age have been 
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shown to mischaracterize the harm done by trafficking, and actually compound 

restrictions on the movement and employment of younger women instead of 

protecting these rights (Huntington, 2002). 

Additionally, rescued or escaped women's rehabilitation efforts require a 

positive reflection of the society toward her for the rest of her life. In some 

cases, the hiding of brothel-returnees would not be helpful and would not 

create general social acceptance. Traditional values and norms are hindrances 

to rehabilitation efforts. Society does not easily accept the return of women 

once trafficked and involved in prostitution. Social reintegration becomes much 

more painful for the person once involved in prostitution and rehabilitated later, 

which may force women to stay in the sex trade even they came back to 

Nepal. It is to be noted that a significant proportion of women have reported 

their unwillingness to go back home after they are made sex workers. 

NGOs working against girl trafficking tend to focus only on the group of 

girls trafficked in the most exploitive way and publicise this picture. Existing 

intervention hardly covers the family-based trafficking which the present study 

has identified. Partial truths, from whatever side, do not help the issue. A 

certain caution is required in assessing the situation, otherwise intervention 

strategies may be wasted. 
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CHAPTER SIX 

AWARENESS ABOUT SEXUAL HEALTH AND HEALTH SEEKING 

BEHAVIOUR 

1. Introduction 

As mentioned earlier, the second objective of this study is to find out the 

awareness about sexual health, health maintenance practices and health 

seeking behaviour of returned trafficked women and girls. Findings from the 

different research activities and methods as detailed in the methodology 

section have been combined and presented as a coherent whole, with specific 

sources of information acknowledged where appropriate. Findings from the in

depth interviews with returned trafficked women and girls (n=42), key 

informants including health workers (n=8) and other information from field 

notes are presented using thematic analysis and some descriptive statistics. In 

the same way, results of observations in the rehabilitation centre are not 

discussed in details but some findings are included where it is directly relevant. 

Sexual health and health seeking behaviour are broad and complex 

topics. For the purpose of this thesis, this chapter presents and discusses the 

finding on following issues; (i) awareness and access to information about 

sexual health and condom use practices, (ii) local understanding of health and 

health problem, (iii) choice of healthcare providers and utilisation pattern, (iv) 

factors affecting the health services utilisation and (v) therapy management. 

2. Socio-demographic information 

We interviewed women and girls came from diverse range. Most of the 

socio~demographic information such as ethnicity, religion, marital status and 

address are already presented in chapter five. Only selected socio

demographic information, which are not presented in previous chapter are 

presented here (table 6.1). Among the 42 returned trafficked women and girls 

interviewed, 30 were living in rehabilitation centre, six were working as sex 

workers, two were living with their family (husband) and four were doing private 

business (running small a shop) in urban city. For the purpose of this analysis 
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and discussion these women and girls are classified into three groups, 

depending on the type of places they live and their current profession" Those 

women and girls who were living in rehabilitation centre are classified as 

"Rehab group", those women and girls who were working as commercial sex 

workers are classified as "Sex workers group" (or CSWs) and those women 

and girls who were married and living in their family or doing their own 

business are classified as "Reintegrated group". This classification is important 

in relation to health seeking behaviour because their background has some 

effect on health seeking behaviour and therapy management. 

Table 6.1: Selected socio-demograph ic characteristics 

Interviewed 
Variable Grouping sample (n=42) 

% Number 
Group 
(Current occupation) 

Rehab group 71.4 30 

Sex workers group 14.3 6 

Reintegrated group 14.3 6 

Current age 
Below 18 years 9.5 4 
19-25 Years 47.6 20 

Above 25 years 42.9 18 

Current Education 
Status 

Non-literate 33.3 14 
Primary/non formal 50.0 21 
education 
Secondary Education 16.7 7 

HIV Status 

Positive 19.1 8 
Negative and unknown 80.9 34 

It is important to note that the age and education status presented in the 

previous chapter is age and education status at the time of trafficking but the 

information (age and education) presented here is current status (at the time of 

interview). The mean age of women in our sample was 25.29 years. About 

one-third were non-literate, half had primary or non-formal education and only 

16.7 percent had secondary education. None of them had higher education. Of 

42 interviewed, eight (19.1 %) women and girls were HIV positive. The majority 
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of women living with STls and HIV/AIDS who were interviewed had learned 

about their serostatus either during an illness, or in the Indian brothels or in the 

rehabilitation centre. 

3. Access to Information about sexual health and condom use 

During the individual interviews, all women and girls were asked about 

access to information about STls, HIV/AIDS and past condom use practices 

while they were in an Indian brothel. Furthermore, the CSWs were asked about 

current condom use practices while they were working as a CSW in Nepal. 

Several interesting differences were found while working in Indian brothel and 

working in Nepal. 

We found that CSWs in Nepal were more informed, had high levels of 

awareness and used condoms more frequently than when they were in India. 

Returned women and girls told us that they had very poor access to 

information regarding sexual health issues while they were in Indian brothels. 

According to social workers in Nepal there was no official educational materials 

like pamphlets, posters or public service announcements for television or radio 

in the Nepali language in India. Most Nepali women and girls were illiterate and 

did not speak or read sufficient Hindi or Marathi. They could not communicate 

with non-Nepali speakers customers. We found that only a small percentage of 

the Nepali women and girls who had worked in brothels in India had any 

knowledge about the transmission of HIV/AIDS while they were in Indian 

brothel. Similarly, a number of factors were identified for not using the condom 

in Indian brothels. 

"Sunmaya" said she had heard about AIDS, but only that it was a dangerous 
disease. She thought you only got infected by blood, but she wasn't sure what 
kind of blood was meant. 

Some women and girls were unaware about the dangers of AIDS. 25 

years old returned woman "Parbati" said; 

Condoms were not available in any of the brothels in which she worked and that 
the girls did not seem to know anything about AIDS. She thought if they really 
knew about the dangers of AIDS they would have tried to run away. 

Parbati had only heard about AIDS on the radio since she returned to Nepal, but 
did not understand much about it. She thought it might be transmitted if you ate 
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the food of someone with the disease. She said that in the brothels, old sex 
workers used to give the younger girls their leftovers because they got more to 
eat, but Parhati did not like to eat their food. She had not been to a doctor since 
she got back, but she is not afraid of diseases. She feels fine. 

Another girl had similar story 

"Ka/pana" never asked clients to use condoms because she did not know 

condom could prevent AIDS. She said that she had heard about AIDS but did 

not know anything about it. 

According to a social worker, brothel owners and managers paint a rosier 

picture of AIDS awareness in Mumbai, and one of the ways health 

organizations in Bombay attempt to convince local brothel owners to use 

condoms was to appeal to their desire to turn a profit. Women exposed to 

these programmes know the dangers of AIDS and claimed to use condoms, 

but in practice, customers frequently refused them. 

Sita, who worked more than 8 years in Indian brothels and came to 

Nepal on 1999, told us that customers were falling off in great numbers since 

early 1990s to 1999. Three to five a day was a large number during the time 

while she left the brothels. She thought that it was because of the AIDS. She 

knew about HIV/AIDS. There was a poster about AIDS on the brothel where 

she worked. 

People who worked with returnees in Nepal said that there was HIV 

testing in some Bombay brothels, and that some brothels did appear to discard 

girls who tested positive. But girls are not always told of their status. 

After "Neela" was arrested in a raid on the brothel where she worked, she was 
placed in a shelter for children and her blood was tested for HIY. She was told 
the doctors wanted a blood sample because she might have a contagious disease, 
but they never told her what disease they were testing for. Afterwards she was 
told by the shelter staff that she had tested positive for HIV and that all the other 
girls had tested negative. Neela said she knew nothing about HIV before her test 
was positive. 

A great majority of the women and girls were not using condom because 

their clients disliked it. Jamuna, who worked 5 years in Calcutta, told us that; 
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See!! how to use condom? When I started to work I had no ideas about condom 
use .... Once I learned about condom, most of customers did not like it. They 
(customers) told me many times that cap (condom) was useless .... 

Another reasons for not using condom in Indian brothels was 

unavailability of the condom. Condom was not readily (easily) available in most 

Indian small brothels. 

Nelam said condoms were not available in the brothel where she worked 
although customers sometimes brought their own. 

Ganga said when she began working in the brothels condom was not available, 
but after three or four years, girls began buying them themselves and would offer 
them to the customers. They knew nothing about AIDS, but "if customers used 
them we felt clean." The girls in the brothels where Ganga worked also tried to 
make a profit on condoms, buying them for 50 p. (about a cent) a piece and 
selling them for five rupees. Most customers refused to use them. 

Efforts to influence buyers to use condoms were ineffective, because 

women and girls in brothels had no power to demand that the buyers did so. 

Buyers would become angry and report the women to brothel owner or pimps. 

Suntali worked in Delhi for 4 years and she was aware about condom use but 

she gave up to ask the customer for condom use since she faced problem with 

her customer. 

One day I had one customer who was vel)' drunk and he came into the room and 
I said to him, that 'see, you must use a condom, I won't sit with you without a 
condom. I He became very angl)' and started shouting ... so I told him to leave 
half the money and go. He wanted all the money though ... so we had a fight and 
he hit me (showed us her earlobe where the earring had been torn out). Then he 
left .............. . 

Some women reported that although they knew about condom, they did 

not have the power to ensure that men use condoms, and the sex 

establishments did not enforce a condom policy. Nepali women and girls in 

Indian brothel were controlled by brothel owners and they had less power and 

skills to negotiate with brothel owners and customers. Asamaya, who worked 

3 years in Bombay, had heard about condom, knew its benefit but she never 

asked customers to use condom. She was so scared with brothel owner. 

If the gharwali (brothel owner) objects then it's vel)' difficult. She scolds and 
beats them if they take too long with customers, but it takes time for them to 
explain about condoms ... so how to lise it ......... . 
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Another factor was that having entered into a commercial contract, 

women felt obliged to fulfil the client's wishes. Tara told us that; 

I don't like to ask customers to go - they are poor men and they have come all 
this way to have some pleasure and spend some money. If we don't' let them 
enjoy, poor fellows, their money is wasted - we feel bad to send them away. 

A social worker described the situation for the sex workers in Indian 

brothels and told us that, 

If a customer comes and he gives her Rs. 25 but won't use a cap (condom) - what 
will she do? Can she send him away? For their stomach (ie. in order to eat) she 
will sit with him without a dhal (condom) 

Some respondents stated that they were not afraid of getting STls and 

HIV/AIDS because their buyers were "clean" persons, although they refused to 

use condoms. Condom use with regular customers was influenced by the 

CSWs' views of the man's 'loyalty'. Some believed that customers who came to 

them every week would not visit anyone else. Aruna told us that she worked in 

big brothel at Calcutta and she clamed that she used condom with all her 

customers. When we asked more questions we found that she was not using 

condom with her regular customers. 

A: 'I use condoms with all my customers' 

Q: Really with everybody?' 

A: Well, those who come every week once or twice I don't because I know they 

are not going anywhere else. 

Interestingly we noticed that women and girls who returned from Calcutta 

were more informed about HIV/AIDS and STls than returned from other Indian 

cities. Not surprisingly, older women were more aware and better informed 

than the younger. 

As noticed above, only few returned trafficked women and girls reported 

that they had used condom while they were in Indian brothels, But 

interestingly, a great majority (five out of six) of the same women and girls who 

were working as a sex workers in Nepal were using condom. Kanchi, who 

worked 2 years in India and came back to Nepal on 1999, was working as a 

sex worker in Kathmandu, told us that; 
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I never used the dhal (condom) while I was in India. Thanks god! I am fine ... 
now, I use dhal with every customers. Most customers bring the condom with 
them and I keep some extra with me. If they (customers) refuse to use it 
(condom) then I don't sleep with them ........ . 

But not all sex workers in Nepal were like Kanchi. Sarawati, who returned 

from Delhi and working as a sex working in Patan, told us that she used 

condom with some of her customers but not all the time. 

Some returned trafficked women and girls, particularly those who were 

working as sex workers in Nepal have their own diseases prevention practices 

if the customers refuse to use a condom. Their disease prevention practices 

were correlated with the different aetiological categorizations of disease, and 

were related to individual, social and economic factors. 26 years old Sarita, 

who was working as a sex worker in Kathmandu told us that; 

Q: 'What do you do if a customer refuses to use a condom?" 
A: "I explain to them but if they absolutely refuse then I look at the ling a (penis) 
and press it, and if any 'water' comes out or if there are any ghau (ulcers) than I 
tell them to go. I won't sit with them' (a euphemism for intercourse). If it looks 
OK, then I put oil on because this will 'cut the poison', and some men like oil to 
be put on. I always wash myself afterwards with 'Neeva' soap (a derivative of 
Neem tree). I am a very clean person. I have never had any of these diseases. ' 

The above quotation describes the three main hygiene related strategies 

for prevention of disease: examination of the customer, use of mustard oil as 

protection and lubrication, and personal cleanliness. In addition to washing with 

soap, washing the genitals with one's own urine was also reported. 

Interestingly, the CSW speaking above had been suffering from chronic pelvic 

inflammatory diseases (PID) for two years, but did not associate her ailment 

with her profession. 

We also asked a question about female condom to all returned trafficked 

women. None of them (returned trafficked women and girls) had heard about 

female condom. We did not study details about contraceptives but one health 

worker in Nepal reported that they (sex workers in Indian brothels) used 

different contraceptives. Recruiters and managers forced contraceptive 

injections or tablets on women in some brothels. Most likely, this was Depo

Provera although women did not know with what they had been injected. 
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Although we asked some questions about abortion in our pilot study, we 

did not collect the in-depth information about it. The subject of abortion was 

very difficult for Nepali women and girls to discuss since it was clearly an 

emotional, legal and religious matter, with most stating that it was a "sin" to 

have an abortion. Some women stated that if they became pregnant as a result 

of prostitution that they would continue the pregnancy to term. 

4. Understandings of health and health problems. 

It is important to understand how women view the aetiology of an illness 

as this affects the subsequent behaviour and the sort of treatment that women 

will seek. So all returned trafficked women and girls (n=42) were asked about 

their understanding on health and health problems. Some key similar themes 

were emerged from individual interview. Those findings are analysed and 

discussed below. 

Returned trafficked women and girls held a holistic view of health in which 

dietary balance, avoidance of 'addictions' (such as drinking and smoking) and 

emotional stability were seen as essential to well being. As illustrated by the 

following quotation from a sex worker, the women and girls in Nepal, exhibited 

a holistic orientation to health: 

If the women are happy, making money and eating well, they will stay healthy. It 
is only if they are worried that they get sick. In this" line" (of work) you have to 
take the breath of many customers and if you cannot tolerate it, then you will 
become sick. 

In this holistic view, health was not regarded as a discrete (medical) 

domain but was related to the various life circumstances seen as influencing it. 

It was illustrated by the fact that when women were asked initial open-ended 

questions about "women's health problems", they commonly listed all the 

various problems from which they suffered. Invariably these lists were not 

confined specifically to health problems but included other domains such as 

"worries", family and relationship problems. Within these domains, women 

noted that the social discrimination of themselves and their children, family and 

their own financial security were their most pressing concerns. 
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If the women are mota (fatty), rata (red) and working well, disease can't catch 
them .... 

Health in the restricted sense of bodily well being did not appear to be 

among the women's priorities except in so far as it was understood as 

inherently related to these more general concerns. 

Following these initial general listings, probing was carried out to explore 

"health" problems in general terms and "women's health" problems in 

particular. When asked specifically about health problems, women most 

commonly complained of general "weakness", "body ache", "head spins" and 

gastric disorders. A woman told us that; 

See! J worked very hard last week so J have body ache and J am feeling 
weakness ........ many women in our community do smoke cigarettes so most of 
them got gastric pain .... 

Women and girls used different terms and name to understand the 

different sexual transmitted infections. The common and mostly used terms are 

summarised on table 6.2. 

Table 6.2 Glossary of terms for sexually transmitted diseases and other related 

problems. 

Type (disease or 
condition 
Sexually Transmitted 
Diseases (STDs) 

Pelvic innammatory 
diseases (PID) 

Syphilis* 

Gonorrhoea* 

Genital Ulcer 

Dysuria 

Vaginal discharge 

Local Terms 

Youn rog or 
Line diseases 

Pelvic ko swoth or 
tallo pet dukhne 

Bhiringee 

Dhatu rog 

Anari ko ghau 

Pishav garna garrow 
hune 

Pani JamIe 

Translation 

Diseases of genital 
Diseases related to sex work 

Lower abdomen pain 

Bad disease 

Diseases of semen or sperm 

Ulcer in genital part 

Difficult to urination 
Burning urination 

Water going (vaginal discharge) 

* Some women and girls used the English terms for syphilis and gonorrhoea, presumably having 
learned them from doctors. However, women were not always clear about what exactly the terms 
referred to. 

-------------------------------------------------------
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Sexual health or sexually transmitted disease as a tangible (medical) 

domain was not explicit in women's disorders; rather, as illustrated in the 

quotation above, women talked of such problems as related to their 

occupation. Specific disorders such as syphilis, gonorrhoea and genital ulcer 

were explicitly regarded as occupational hazards, usually being referred to as 

line disease (from "line of work") and seen as being caused primarily by lack of 

hygiene ("dirt") or by rough/ violent intercourse. 

When asked specifically about women's sexual health problems, vaginal 

discharge, burning urine, menstrual disorders and lower abdominal pain were 

most commonly mentioned. In contrast to "line disease" such as syphilis and 

gonorrhoea, however, these problems were recognized as potentially affecting 

all women and were related to popular conceptions of illness and disease 

causation, rather than being attributed explicitly to sexual transmission. These 

complaints were conceptualised in accordance with Nepali's humorally based 

indigenous medical traditions, which emphasise health as a state of dynamic 

balance both within the body and between the body and the environment 

(Niraula, 1994). Ailments were thus often discussed in terms of hot/cold. The 

concept of 'hot' and 'cold' plays a central role in the aetiology of an illness for 

the women in Nepal. Here hot and cold do not refer to the actual temperature 

states but to abstract qualities. A 23-year-old woman expressed her 

understanding in following way: 

..... 'today it is burning when I pass urine. My husband s'ays my body has 
become hot after taking all those medicines for my chest' 

Foods, bodily states and 

illness are described as either hot 

or cold. The 'hot/cold' concept is 

central to the Ayurvadic medical 

system. 

Hot foods: meat, fish, eggs, ginger, 
papaya, mango, tea, groundnuts, bananas, 
piper, alcohol, cigarettes 
Cold foods: milk, yogurt, green leafy 
vegetables, rice, pineapple, 

Furthermore, 'wet' and 'dry' bodily states (affected by factors such as 

climate and diet) were also conceptualised in terms of the internal mechanical 

functioning of different tubes or channels through which vital substances flow, 

During the interview, we noticed that if there is scanty periods (if their periods 
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only last a few days), women take it very seriously and many feel that it is very 

bad sign. 27 years old Oevitold us that; 

... we get very upset if it doesn't come out properly because we feel that 

the period must wash away all the dirt that's inside. I have heard that if there is 

very little bleeding, you will go blind. That is why I went to the clinic' 

Thus, conditions such as vaginal discharge and burning urine were 

attributed to an excess of internal humoral heat, whereas menstrual disorders 

and abdominal pain were generally associated with blockages or shifts in 

internal physiological structure causing pain. However, sex workers linked such 

disruptions in bodily/internal balance to the particular lifestyles and 

circumstances associated with their work, such as being unable to follow 

proper diets, having to drink alcohol (a heating substance), suffering internal 

blockages and pain due to an accumulation of semen, or internal vessels 

shifting as a result of intercourse with particularly forceful customers. Concerns 

over the damaging consequences of white discharges were widespread, and 

we noted that it was often difficult to ascertain whether female patients' fear 

concerned actual pathological discharge or normal cyclical variations. 

5. Choice of health care providers and utilisation 

Women and girls who had experienced (past or present history) any 

reproductive or sexual health problems (please see the questionnaire guideline 

for details) were further asked three more main questions (Where do/did they 

seek care? What are/were the reasons for their choice? And, what are/were 

the constraints to receiving health care?). 

The women in our study sample consulted a wide range of healthcare 

providers for both sexual and general health problem. On average, a woman 

went to three to four healthcare providers, mainly allopathic doctors (general 

practitioners, gynaecologists), ayurvadic doctors, chemists and druggists 

working in 'medical shops', and traditional healers. The initial choice of service 

was mainly influenced by its perceived appropriateness in relation to the 

category of disease, convenience, quality (privacy and good doctor patient 

relation) and financial and social factors although many other considerations 

combined to affect service preference. Their choice of a particular provider was 
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also based on recommendations from friends, relatives or social contacts who 

had been successfully treated for any other general health problem. 

The most commonly consulted peers were those living in the same 

house. "Reintegrated group" sought advice from their peers and sometimes 

from members of their natal and husband's families. In the case of CSWs the 

Oeedi, (older landlady, often an ex-CSW) was an important source of advice 

and sometimes took on the role of mother to the girls living in her house. 

Similarly, "Rehab group" sought advice from rehabilitation centre 

manager/warden or her senior friends. 

Advice givers themselves would seek advice from their own social 

networks in the case of uncertainty and the patient might consult numerous 

individuals. In majority cases women's health decisions were influenced by 

their personal 'lay referral network' and her position within it. A woman's age, 

social position, and household composition all played a part in determining 

patterns of consultation and decision-making. 

Allopathic doctors 

The majority of women and girls we interviewed had visited allopathic 

doctors (either private or public) at least once in their quest for treatment. 

Women identified these allopathic doctors either th rough their relatives, or 

through previous experience with these providers. Women in our sample 

consulted many allopathic doctors, varying from fam ily practitioners in their 

localities to qualified gynaecologists in tertiary hospitals. Allopathic doctors 

asked details about the gynaecological problem and generally tended to 

conduct a pelvic examination. Although women reported that the pelvic 

examination was an unpleasant procedure, a majority of them said that it was 

not painful. A 35-year-old woman describing her experience of undergoing a 

vaginal examination said; 

They had used an instrument and taken some samples. I was uncomfortable and I 
did tell the doctor. She said that it was necessary and then she told me to relax. 
Only three allopathic doctors asked for any laboratory procedures or tests: in one 
case, an abdominal ultrasound, when the woman complained of lower abdominal 
pain, and a culture of the vaginal discharge in the other two. 
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In many cases the first provider was almost always an allopathic doctor 

and chemists and druggists working in medical shops except in few cases 

where treatment was initially taken from a Dhami/Jharki (traditional healers) 

and an Ayurvadic doctor. Certain services were seen to be effective for 

particular conditions and would thus be differentially consulted allopathic 

doctors. For example. 

Q: 'why did you go to this doctor and not some other doctor?' 
A: because he is a 'Line' doctor' (ie. a doctor who specialises in the treatment of 
'Line' disease - those associated with commercial sex work). 

With respect to choice of allopathic services, in spite of the availability of 

the public hospital and community urban health clinic in Kathmandu, use of the 

private sector was extremely common, particularly among sex workers. 

A big doctor in private clinic will catch the problem more quickly so it is worth 
paying more----the doctors in the hospital don't look at you properly, there's 
always a big crowd. 

Women related the severity of their condition to their choice of service. 

Help would generally be sought from Government hospitals for major problems 

requiring surgery as costs were too high in the private sector. Otherwise 

treatment was sought from the more convenient private practitioners and 

community based clinics. 

In a medically pluralistic society, one might have expected higher 

consultation rates of other medical systems. Here, efficacy of treatment in 

relation to the illness category's the crucial factor determ in ing the choice of 

medical system. Allopathic was preferred primarily for its speed of effecting 

cure. 

With these other things it takes too long to get relief. Allopathic is quick so we 
don't mind speeding money on medicines. If you take the medicines at night, by 
the morning you will be better ....... 

Chemists and Druggists 

Most of women and girls we interviewed had visited chemists and 

druggists working in medical shops more frequently. Self-treatment with 
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allopathic medicines purchased directly from pharmacies was a very common 

practice, mainly for the management of mild or chronic complaints. 

The hospital is so far away. Then I have to make a ticket and stand in a big line. I 
have to go by eight o'clock in the morning, the doctor comes at 10, and then it 
depends on my position in the line as to whether I get seen or not. Then he will 
write and give a few medicines, but not all of them so I'll have to buy some from 
outside anyway. Then there is the expense of going all the way there, and in the 
time it takes to wait I could have had two or three customers, and when will I 
have time to cook? 

For relatively minor problems such as period pain, coughs, colds or mild 

fever, women might first seek help from chemists and druggists in medical 

shops who would advise tonics, cough syrups, analgesics and sometimes one

off doses of antibiotics. Even with more serious illness, they might first consult 

to these providers and then seek help from doctor if symptoms persisted 

(though only two of the sample did this in practice). 

This practice has potentially serious implications with respect to 

reproductive health problems, given that under-treatment can lead to antibiotic 

resistance and the development of pelvic inflammatory disease (PID). Indeed, 

many women in the community were found to be suffering from, and self

treating, chronic lower abdominal pain, which is indicative of PID, suggesting 

previous under-treatment of STls. 

Ayurvadic doctors 

Some women and girls in our study had visited to ayurvadic doctors for 

chronic problem. Interestingly, none of them had visited an ayurvadic doctor 

the first time. Ayurvadic treatment was perceived as suitable for chronic and 

long standing disorders. Women with long histories of leucorrhoea or 

menstrual disorders often reported consultations with ayurvadic or traditional 

healers in the past, particularly if visiting their natal villages. But the food 

restrictions associated with these therapeutic regimes served to make them 

unpopular. 

The ayurvadic doctor tells me to refrain from many things, like don't eat this, 
don't eat that, like don't take garam cheese (things with hot composition), fish, 
egg, chicken. These things were forbidden for me to consume. He asked me to 
stop eating all this. Now if I stop eating all this then, what will remain in my 
body? Lentils and vegetables. So I stopped the ayurvadic treatment as well. 
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Spiritualffraditional healers 

Some women were also visited to traditional healers when the problem is 

related to mental health. We interviewed a woman who frequently had 

consulted the spiritual/traditional healers for her problem. Her relative referred 

her to a spiritual healer for her chronic insomnia (loss of sleep). At one place, 

she was given an eggshell to eat which did not help her. Describing her visit to 

second place, this 28-year-old woman said; 

I went to a big religious person who sits in Bhaktapur. His female assistant saw 
me and then she said that there is nothing. What you have to do is take eggshells, 
boil them in water, and then take the membrane out. Then grind the shell and 
make a powder. Take a pinch of this powder every day in the morning and one in 
the evening. I did that even. But nothing happened with that either. It helped for a 
few days and then it started again. 

Sometimes women consult to Traditional birth attendance (TBA) for other 

gynaecological problem as well. Another 26-year-old woman described the 

treatment that a TBA gave her: 

I went to this dai near my house. She used to put this medication in my vagina. 
She used to immerse cotton balls in a dark reddish liquid and put that in my 
vagina. She used to put it in and take it out herself. 

Home remedies 

Using home remedies were very popular among the returned women and 

girls. Women in our sample were told of many home remedies either by their 

relatives or friends. A 29 years old woman, who was suffering from vaginal 

discharge, told us that; 

Somebody told me that to eat two bananas and take milk on top of that before 
sleeping. It will cure your problem 100%. But nothing happened. It stops for a 
few days and then it starts again. 

There are many home remedies and herbal medicine that the women used 

to cure their problem. Most women told us that they used to use many herbs 

while they were in their natal home (village) and they also told that those herbs 

are not available in Kathmandu. 
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Whatever medicine they had used or wherever they had been for their 

problem, the main help-seeking "trigger for action" was an inability to work and 

perform daily tasks. Indeed, health workers noted that acute, incapacitating 

symptoms such as pain and fever most often led women to seek medical 

advice. Severe pain and fever prevented women from working and going about 

their daily tasks. Treatment for incapacitating symptoms was usually sought 

immediately, often on the first day. CSWs in particular were desperate to attain 

a cure as every day in bed meant money lost. For symptoms not immediately 

incapacitating, women tended to wait few days to few months before seeking 

help. They sometimes tried to manage the condition first with pain killers, home 

remedies or dietary modifications, and would wait to see if it improved 

spontaneously. 

If the condition did not improve, help was sought due to concerns about 

long-term harm, as vaginal discharge or loss of blood was considered to be 

extremely weakening and therefore likely to compromise daily functioning. 

Conversely, retention of blood as a result of scanty or absent menstruation was 

thought to lead to a dangerous accumulation of "dirt" in the body which, should 

it reach the head, might cause blindness. In such condition women sought 

treatment more quickly. 

In two rehabilitation centres where I observed, both have their own 

general practitioners (Allopathic doctor*). Doctors visit the rehabilitation centre 

regularly (once a week) and check all sick women on that day. If there is any 

acute problem the rehabilitation centre warden (in-charge) take them to 

nearest public hospital. Therefore the "Rehab group" has less choice than 

others. 

The CSWs and reintegrated group had greater financial and social 

autonomy in terms of decision making than "Rehab group". Decisions in 

"Rehab group" were taken by the rehabilitation centre's people rather than the 

individual concerned. Thus a "Rehab group" first had to muster the courage to 

tell a warden or manager about her problem. CSWs were also reluctant to visit 

a doctor alone, but could do so if necessary. An older woman who had 

previous experience of ill health, health services and treatment options was in 
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a better position to make informed decisions than younger women in all 

groups. 

"Rehab group" rarely sought treatment alone; young women had little 

contact with the outside world and felt the need for an older person or 

somebody from rehabilitation centre to act as their advocate. 22 years Sun ta Ii, 

who was living in a rehabilitation centre suffered from Dysuria and she 

explained her problem with us: 

A: 'today it is burning when I pass urine. My friend says my body has become 
hot after taking too much Khursani (chilly) yesterday. 

Q: 'what are you going to do?' 
A: 'who will take me to doctor? Our deedi (Re warden) is so busy' 
Q: 'do you ever go to a doctor by yourself?' 
A: 'no, our deedi comes with me and then she can talk nicely to the doctor and 

explain everything. 

If symptoms did not abate, the decision to seek help would be affected by 

the perceived harm thought to be caused by the condition, especially with 

problem, such a leucorrhoea or menstrual disorders which may be cyclical and 

non acute and where the definition of normal and abnormal may be blurred. A 

25 years old sex worker told us that; 

Q: 'what made you decide to go the doctor?' 

A: 'I was becoming weaker and weaker, so then I thought I should go ". 

In the cases of ambiguous symptomatology and where the condition did 

not impinge upon activities of daily living (such as some forms of leucorrhoea), 

"Reintegrated group" were more likely to put off treatment seeking due to lack 

of time, lack of self-esteem and lack of someone to accompany them. 

In the case of chronically painful or incapacitating conditions (eg. 

dysmenorrhoea, excessive or irregular menstrual bleeding or chronic lower 

abdominal pain), women would usually seek timely help during acute 

exacerbation's but if no 'cure' was found, they tended to self treat with pain 

killers or drugs bought from previous prescriptions until symptoms worsened 

again. 

Overall, all three groups of women were extremely health conscious and 

sought treatment within few days after acute onset of symptoms. CSWs sought 
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treatment more quickly and more often than "Reintegrated group" and "Rehab 

group". We came across no evidence of dangerous delaying of health care 

seeking with respect to acute symptoms. In fact, the major problem identified 

by the study concerned the pharmaceutical management of illness once 

treatment had been sought. Nonetheless, a number of factors influenced the 

nature of treatment seeking. 

Privacy and confidentiality: 

Privacy was a major factor that was commonly mentioned and that 

appeared to affect utilization of the health services. They told us they would not 

attend the some clinic because their friends or other people would be listening. 

Sa bita , another returned trafficked girl told us that; 

I don't like to go there because everyone is sitting around. I don't want to talk in 
front of everyone, because then they will go off and when they are standing at the 
pump for water, they will talk and make faces and tell people not to mix with her 
because she is a bad person. 

During observations in different health settings, it was noted that most of 

the health facilities did not offer complete privacy. Even the private 

practitioners would often conduct their consultations in front of those waiting. It 

is thus possible that anonymity is more important than privacy per se. 

Convenience: 

General convenience (including geographical location) was another most 

important factor affecting initial choice of service as well as utilisation of health 

services, and this was an area in which private practitioners had a district 

advantage over other services. Most women in all three categories noted that 

private practitioners were on their door step, were open on a daily basis (unlike 

the community clinic and government hospital) and held evening surgeries 

(women could thus be accompanied by their male partners who were out at 

work during the day). They would also make home visits, were available 24 

hours a day and could always be called upon in the emergency. In addition, 

waiting times were minimal making the entire visit quick and easy - a factor that 

is of crucial importance to CSWs who are always pressed for time. Durga, who 

was working as a sex worker in Kathmandu told us that; 
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The doctors in the hospital don't look at you properly. There's always a big 
crowd and a heavy queue. You have to circle around lots of places and get sent 
here and there, or they tell you to come back the next day. But if someone is ill, 
they want treatment then, not tomorrow. If I go there early in the morning I 
don't get home till 2 O'clock. 

Women usually find it difficult to manage for time off work to seek 

treatment for STls and other health problems. This results in delay in seeking 

treatment or in self-medication. Few women told us that they did not attend the 

public clinic because of inconvenient opening time. Harimaya, who was 

running small teashop, told us that; 

Look! How to go that clinic (the urban health clinic run by Kathmandu 
metropolitan city) ... they open 10-2, this is my good business time .. if! miss 
this time I will lose my income ..... 

Access is one of the main concerns in utilisation of health services. Unlike 

rural areas, the studied areas (Kathmandu valley) was extremely well served 

with a wide variety of healthy facilities within 25 minutes walking distance, 

except for few Government hospital which required a short trip by bus/taxi. 

Seeking help further a field was thus not necessary unless a specialist 

consultation was required. However, in interviews, distance and the time taken 

to reach a service were still mentioned as important factors for the non

utilisation of some health services. 

The psychological and Interpersonal factors 

The quality of the relationship between service providers and individual 

consumers was found to be of paramount importance in health decision

making. The reputation of the service, positive or negative first experiences 

with a service, and development of doctor-patient relationships all influenced 

treatment choices to some extent. 

Doctor-patient relationships were found to follow a generally existing 

pattern in Nepal of establishing ties of reciprocity between service provider and 

consumer in which the provider offers a reasonably priced but high quality 

service in return for regular patronage. Patients felt that if the doctor knew 

them well, they would receive preferential treatment. For the same reason, 
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patients claimed that ties via their social networks (a 'source') would serve the 

same purpose. With reference to a Government hospital, Geeta, told us that; 

If you go with a known person then it's OK - then the doctor will look at you, but 
if you don't' have a 'source'the doctor will say he has no time and will send you 
away quickly. But if you have a source you can go back and ask the doctor about 
things you don't understand. 

Doctors were primarily judged in terms of rates of cure, assessed by the 

efficacy on medicines prescribed. 

We go to the doctor whose medicines work for us. (19 years old Yangi) 

Not all doctor's medicines suit me. I only go to aged doctors. They have a lot of 
experience. Their medicines react in my body and I get cured. (17 years old 
Dolma) 

A good doctor-patient relationship also affected the perceived efficacy of 

treatment. A positive or negative first experience with a service was crucial in 

determining subsequent utilization. Services were initially judged in terms of 

diagnostic prowess. (With reference to a first visit to the urban health clinic), 

another woman told us that; 

'I went there with this pain here in my lower abdomen and they didn't examine 
me or ask proper questions, they just gave me tablets for gastric ...... But if I have 
gastric.. ... my pain will be here (points to epi-gastric region). I've still got the 
tablets lying here in my room. I got really angry and told the doctor I won't come 
again. They should have examined and felt my stomach but they didn't even look 
at me. ' 

Conversely, if women had had positive initial experiences, then they 

would be likely to return to the same place again and would also bring their 

friends as well. 

Price of care and affordability of health services. 

Utilization rates of free health services were related to economic status. 

Although private practitioners were popular, free community based medical 

services were also well utilized mainly by "Rehab group". It was not possible to 

perform an exact analysis of expenditure on each illness episode as it is out of 

scope of this research and in practical level some women could not remember 

the exact sums involved and sometimes did not know, as their husbands or 

other people had paid. 
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Economic status also affected the uptake of medical advice if it 

comprised expensive diagnostic tests or surgery. This was particularly the case 

for CSWs with symptoms of PIO. Government hospitals were cheaper than the 

private sector but still involved large expenses as most medicines and 

diagnostic tests had to be purchased outside. Women thus put off major 

medical interventions until their symptoms became unmanageable. In two 

cases of PIO that we followed up, both women were delaying ultra-sound 

diagnostic tests because of the cost. For all groups, major surgery was 

expensive both in terms of direct costs and indirectly, as they would not be 

able to work for weeks afterwards. 

Another important factor affecting utilization patterns was the relative 

status afforded to private doctors and the medicines they prescribed, and, in 

turn, the social status gained from being seen to visit a doctor privately. 

Q: 'why did you go to private doctor and not to free place?' 
A: 'my husband says that he's got the money so we'll spend it on a good place.' 

Private doctors were generally regarded as providing a higher quality 

service and the medicines they prescribed were seen as more effective 

(perhaps because they tended to prescribe expensive, newer, broad spectrum 

antibiotics and powerful pain killers). The more expensive the service and the 

medicines, the better the quality was thought to be: 

A 'big' doctor will catch the problem more quickly so it worth paying more. 

The quotations below illustrate why women may prefer to go private:~ 

Q: 'why do the girls spend money going to a private doctor when somewhere 
like Bir hospital is available free? They could have saved that money" 
A: 'they want to maintain a standard, that's why they wont' go to Bir hospital. If 
they are earning well, they won't go to free place. For prestige they won't go' 

Thus prestige, the lay referral system, a demand for high quality 

treatment and perceived efficacy of the service all combine with economic 

considerations to influence choice of service and utilisation. 

Gender of the doctors 
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All the women and girls were asked if the doctor's gender made any 

difference to their choice of service. All women said that it would be less 

embarrassing to consult a lady doctor, especially if an internal examination was 

required. However, a doctor's gender did not appear to affect utilization of 

services significantly. It was noted that CSWs were not embarrassed to talk 

about their condition or to be examined. A sex worker told us that; 

See, doctors are our mothers and father. Any women if she goes to the hospital 
will hope for a lady doctor because you think 'what I have, she has also'. But 
whether it is a man or a woman, it is still a doctor. ... They are here to make us 
better, to do good for us. If we are ashamed and don't tell them our problems, 
then the disease will stay with us. 

However, there are some women who prefer to be checked by a lady 

doctor. Majority of women from "Reintegrated group" told us that they would 

prefer lady doctor. They only went to a male doctor if there was no alternative. 

A woman told us that; 

If there is no lady doctor they will have to go to a gents. People round here 
mainly go to male doctors because there is not lady doctor near by them. 

We noticed that popularity of doctor depends more on his/her 

interpersonal skills and clinical acumen than on gender. A women told us that; 

It depends on the doctor's 'hand' (i.e. skill). The doctor who tries to feel with the 
girls and tries to help them will get more patients. They may give the same 
medicines, but the person who is nice to the girls will be loved. Whoever's hand 
has the power and the renown will have many patients ........ In hospitals some 
sisters are rude and shout at us, but others are nice and respectful. Those who try 
to understand will be loved. 

Stigmatisation: 

Although the focus of the fieldwork was on health seeking behaviour, 

stigmatisation and its consequences within the health care utilisation were 

found more prominent. Therefore, key issues on stigmatisation and its effect on 

utilisation are analysed and discussed here. A wide range of different forms of 

STls and HIV/AIDS-related stigmatisation and discrimination were prevailed in 

Nepal and was more acute for returned trafficked women and girls. 
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Differential treatment was reported as occurring immediately after (and 

sometimes even before) disclosure was made. As Sarita, the 28-year-old HIV

positive, who was recently discharged from hospital, recounted: 

The staffs were looking after me well, but after they tested my bloodfor HIV their 
behaviour changed and they separated our vessels, pushed me to a corner of the 
room and talked about me in hushed tones. 1 couldn't understand why their 
behaviour had become so cold. 1 do not think 1 will go to any hospital again ..... 

Another girl said; 

My blood was tested and from that day they stopped giving me injections. They 

didn't tell me why. 

In Kathmandu, individuals diagnosed with HIV/AIDS in private hospitals 

were frequently transferred to government hospitals where conditions and the 

quality of care are often far worse. Elsewhere in Kathmandu, a few private 

hospitals were reported as accepting people living with HIV/AIDS as patients -

although this acceptance came with a price. 

During the course of the study, we visited KARUNA BHAWAN 

(rehabilitation centre, where most of HIV people lived) and interviewed a nurse, 

who was working with HIV positive returnees. She told us that; 

You know! How HIV-positive patients were marked? Medicalfiles in the majority 
of hospitals in Kathmandu are theoretically kept in the safe custody of the ward 
nurse. 

She further added that; 

Less obvious, but nevertheless stigmatising, practices were seen in every hospital 
in Kathmandu. In a some hospital, staff reported keeping tubs of disinfectant 
under the beds of HIV-positive patients in which eating vessels, clothes and 
linen were soaked prior to being washed separately_ 

In the course of the study, numerous examples were given by social 

worker where medical and nursing staff breaking the confidentiality of an H'V~ 

positive diagnosis and telling family members and relatives before the patient 

herself. A woman interviewed in Rehabilitation centre revealed the following: 

The doctor didn't inform me. He informed my mother and asked her to inform 
me. 
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There was considerable evidence that once the news had reached 

relatives the outcomes were far from supportive. Young women in particular 

reported being blamed and rejected by in-laws and other family members. Men 

were dealt with far more supportively and positively. 35 years old Maya's story 

clearly shows the high discrimination for HIV positive women. Maya was 

returned to Nepal on 1995 from a Bombay brothel and got married on 1996 

with a Nepali man. Unfortunately, both were HIV positive and her husband died 

on 1999. After her husband's death she moved to rehabilitation centre and she 

was living in rehabilitation centre. She explained her feeling with us: 

My in-laws blame me for their son's death. They have severed all relationships 
with me. They never discriminated with their son but to me they say, 'You also 
have AIDS. Stay happily wherever you are.' I took great care of their son -
neverfelt dirty cleaning him up. But they always say 'You married him and our 
son got bedridden '. I have lost faith in everybody. So I left my home and came 
in this centre ... 

HIV positive returnees were not only stigmatised from health workers, 

quite often they were discriminated by social workers and rehabilitation centre. 

In the case of less-educated or economically poor women, other family 

members might be informed first so they could help explain the situation to 

their relatives. Sometimes worker (counsellor) in rehabilitation centre argued 

that this was done so as to protect the woman from shock and possible self

destructive behaviour. As a worker in rehabilitation centre explained: 

The patient, as it is, is half-dead. If he is told of the test results, she might 

commit suicide. 

A HIV-positive interviewee reported experiencing strong pressures to 

keep their serostatus secret within the rehabilitation centre. The shame of 

admitting to colleagues and friends that you have HIV, coupled with the 

perceived likelihood of being dismissed on discovery, combined to silence the 

majority of respondents. As one HIV-positive 23-year old woman put it: 

You know how the society is ..... They want your reputation to be sullied. I 
know if my HIV status comes to be known to them, they will call me names, 
laugh at me, jeer at me, and I'll have no other option than to commit suicide ... « 

I shudder at the very thought. I do not want to go any hospital now« if I go to 

193 



hospital they take by blood and test it again then they will tell everybody. <0 .. I 
will die anyway .. so ... why should I go ..... . 

Sometime women with sexual health problems felt stigmatised by these 

problems. A woman described the emanation of vaginal discharge as being a 

cause of her low self-esteem. We found that returned trafficked women and 

girls were suffering from double stigma. Returning from an Indian brothel is one 

stigma and suffering from STls or HIV/AIDS is another stigma. 

6. Therapy Management 

The factors outlined above indicate how patients make decisions about 

which services to use. This is a relatively straight forward process, especially in 

a context of enormous service availability. The following section describes the 

far more complex process of 'therapy management', that is, the process 

whereby women define and negotiate illness and its pharmaceutical 

management. 

Observations in the rehabilitation centre, illness narratives from returned 

trafficked women and discussions with service providers revealed that the most 

problematic aspect of quality service provision was not only services utilisation 

but also the correct pharmaceutical management of illness. Different problems 

were identified on therapy management. Among them the major problems 

were: women and girls would switch services in the middle of treatment 

('shopping for a cure'), would follow dose schedules erratically (partial or 

incomplete doses), would cease treatment as soon as symptoms resolved and 

would prescribe incorrect treatment from the service providers. 

We noticed that many women change the health care providers more 

frequently. The main reason reported by women for changing healthcare 

providers was not obtaining relief as women expected. 

'my healthy body the doctor has made sick. 1 couldn't get up from my bed and my 
head is spinning. He was trying to kill me. 1 had to go straight to Dr Thapa ... 
and he gave me these 'small' capsules and now 1 am better.' 

Other reason for changing the health care providers was referral by one 

provider to another, usually changing over to a female provider from a male 
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one. When we asked the following questions to 25 years old Goma, she replied 

to us that; 

Q. Why and when did you change over to the other providers? 

A. He is a male doctor. He just gave me medications. He told me to go to a lady 
doctor (gynaecologist). He said go to any hospital you want to but go to a lady 
doctor (gynaecologist) and have a check-up (vaginal examination). 

As consumers within a medical market one expects patients to make 

choices according to locally defined criteria. Thus, it is not surprising if patients 

who are dissatisfied with one seNice seek help elsewhere. A major course of 

this dissatisfaction, particularly among these marginalized groups, was found 

to lie in a discrepancy between practitioners' and patients' expectations of 
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extremely high expectations of allopathic doctors and their medicines. The fast 

action of antibiotics with certain conditions was extrapolated to cover all acute 

ailments and patients where disappointed if recovery was not immediate. 

Expectations were particularly high in cases of pain and fever (where 

medicines may work temporarily to ease the symptoms but 'cure' may take 

longer). We observed many cases of patients waiting just one day before 

seeking out another practitioner because the other's "medicines were not 

good". Doctors were thus placed under tremendous pressure to achieve 

instant cure if their clientele were to be retained. Observation of medical 

records, particularly private prescriptions, showed that this led to clinically 

irrational prescription practices, either by recommending multiple therapy 

regimes to cover all possible causative ailments (a form of 'market led' 

syndromic management), or resorting to use of expensive, powerful, broad 

spectrum antibiotics as a first line of treatment. Such treatment strategies had 

to be balanced out against the need to make prescriptions affordable, as high 

medicine costs meant that patients generally only selected for purchase the 

drugs they could afford (not necessarily the most medically crucial ones) and 

ceased treatment as soon as symptoms resolved. Therapy management in the 

private sector was thus characterized by a vicious cycle of over prescription 

and under treatment. 
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Another problem encountered by health workers was the patients either 

did not take all the prescribed medicines or stopped taking their medicines as 

soon as symptoms eased. A health worker described his dilemma as follows:-

Women often do no complete the whole course of medicines; they may take just 
half the amount, or they may take it for one or two days and then stop. I only 
prescribe enough for one or two days because I know they wont' take any more. 
The other thing they do is to choose one or two medicines from the list -
sometimes they take only the pain killers. Then, if the condition gets better they 
won't come back, and if it doesn't, they go to another doctor - this happens a lot. 

While I was interviewing one CSW, she showed all her prescription and 

medicine. She had been treated for Non-Specific Urethras the day before and 

had been prescribed Norfloxacin for 5 days (which does not concur with 

syndromic management guidelines, according to which she should have been 

given a dose of Norfloxacin and 10 days of Doxycyclin). After just one day she 

claimed she was cured and she stopped the rest of medication. Next day she 

went back to her doctor to ask her money back for the remaining tablets. 

During the course of study, six main factors were identified as influencing 

use of complete medicines. They were: anticipated speed of cure, cost, 

experience of side effects, a belief that medicines were inherently harmful, 

alcohol consumption and lack of knowledge about the importance of complete 

treatment. 

Cost of medicine was a factor in early cessation of treatment and in 

adopting partial treatment regimes as described in the above quotation. Before 

purchasing medicines, it was common for patients to consult with the chemists 

and druggists in the medical shop to ascertain which medicines served which 

purpose at what cost. Unfortunately, this might lead to a patient purchasing a 

cheaper painkiller in preference to an expensive antibiotic, not realising that the 

antibiotic was the crucial drug in terms of cure. Medicines were usual 

purchased on a daily basis. Any tablets left over were saved for future self

treatment in case a similar problem recurred. 

Cost was not the only factor affecting treatment compliance, as patients 

who had received all their medicines free were still highly erratic with 

compliance. Unpleasant side effects associated with certain medicines 
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contributed to early cessation of treatment. We found that patients were 

generally not prepared during a medical consultation to expect some adverse 

effects and thus viewed any symptoms with great alarm. A view that all 

allopathic medicines were powerful but harmful and should not be taken long 

term was prevalent. This belief, pharmaceutical action, was reinforced by the 

experience of side effects, though there was a general expectation that any 

tablets, including multi-vitamins would cause adverse effects. Medicines were 

to counteract this effect. Distress associated with side effects was usually 

expressed in the idiom of 'head spins' and 'weakness'. A woman told us that; 

Oh my God, again tablets - don't give me too many tablets ..... anyway I am weak 
and this will make me even weaker. 

A woman showed her prescriptions and told us about her experience; 

I do not need all these medicine for my simple headache. Look! It is more than by 
Khaja (breakfast). So I just took some. (She had been given Cotrim 
(Cotrimoxazole), anti-histamine and multi-vitamins for her sinusitis, but she was 
taking only multi vitamins). 

Complaints of side effects were particularly strong in the case of multiple 

therapy regimes. Expectations of side effects were raised if patients though the 

dose was high or if many tablets were given. Thus, patients would generally 

prefer one 500mg tablet to two 250mg tablets. Women had feeling that 

medicine in syrup form has fewer side effects than tablets and capsules. 

Similarly, injection is more 'powerful' than others. 

We also encountered a belief (traceable to ayurvedic theory) that 

medicines act differently with different people according to their constitution. 

Thus the same medicines were thought not to 'suit' everyone. Assumptions 

about the specificity of allopathic medicines also led to the view that different 

medicines must be given for different conditions. 

We found that alcohol use is common in returned women particularly in 

sex workers. Alcohol affected treatment compliance among the CSWs in three 

ways. First it could make treatment highly irregular as women forgot to take 

doses at the correct times. Second, there was a belief that that alcohol and 

allopathic medicines did not 'mix' and that it would be especially harmful to 

combine the two. However, beer (as opposed to spirits and home made liquor) 
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was not generally classified as 'alcohol'. Thus on being advised to refrain from 

alcohol, women would often ask if it was still alright to drink beer. Third, Alcohol 

consumption was a particular problem with conditions requiring Metronidazole 

(drugs which is commonly used for treating many gynaecological problems). 

Treatment of gynaecological problems/STls among women who drank heavily 

was extremely erratic and usually only partial. 

Radikha is a CSW who had a long history of chronic PID (3 years). She 
described how she had recently lifted a heavy bucket causing her pain to worsen, 
and she also had fever. She went first to a public hospital and doctor prescribed 
medicines for 10 days. She took those medicines for four days and they helped a 
little but the pain was still there. Her friend advised her to attend another private 
clinic and she agreed. She went to private doctor and bought other medicine 
from there. Two days later she still had not started her course because she said 
she had been drunk the whole time and had been with customers. She then took 
three days worth of medicines over six days because she forgot to take them at 
the right time. Her pain was slightly improved and she was reluctant to continue 
with the course, but was counselled and given another two days medicines. She 
did not return for the rest until a week later saying again that she had had trouble 
in her house and had bought alcohol to lift her spirits. The pain had suddenly 
become worse again. She complained to us that the medicines had not helped 
and had made her very weak. She was planning to find a 'big' doctor who could 
'catch the disease.' 

This case study describes Radikha's response to an acute episode of 

pain. Examinations of her medical records showed that this was one of many 

such episodes in a long history of PID. There were many women and girls like 

Radikha in the rehabilitation centre and community for whom many constraints 

combined with cultural understanding of medications as harmful to produce a 

pattern of therapeutic management. The problems patients experienced with 

taking their medicines led to the development of chronic disease cycles where 

the patient alternated from acute exacerbation's (for which formal treatment 

was sought), to becoming asymptotic (in which case any medication was 

immediately stopped), to experiencing moderate symptoms (which were 

usually managed at home). 

Home management for chronic symptoms cantered around pain killers 

and antispasmodics purchased directly from medical shops. Alternatively, if the 

problem was a recurrence of a previous disease, women sometimes dealt with 

it themselves by purchasing medicines from old prescriptions that had been 
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effective in the past. Even with acute exacerbation's where treatment was 

immediately sought, prescribed medicines were rarely taken for more than 5 

days. Culturally specific understanding of body and the diseases seemed to 

play an important role in terms of treatment of choice and health seeking 

behaviour. Such understanding did affect these women's responses to 

prescribed treatment, in that they aimed to minimise the perceived harm and 

imbalance that these powerful medicines might cause. 

7. Discussion and conclusions 

We found that awareness on sexual health issues, particularly about 

STls, and HIV/AIDS was poor among the returnees while they were in India but 

awareness level was relatively good after staying in a rehabilitation centre in 

Nepal. This is mainly due to counselling and training in rehabilitation centre 

(ABC Nepal, 1996) and extensive media campaigns in the whole nation (Aryal 

et aI, 2002; Neupane and Nicholas, 2002; Mehta, 1998). The other reasons 

could be the age, time and development factors. It means that most of women 

and girls we interviewed were trafficked to India in the early 1990s and 

returned in mid 1990s, mostly in 1996. At the time of trafficking, there was not 

much condom promotion and other health education programme in India. 

Since HIV/AIDS became epidemic in India and Nepal, both governments, 

NGOs and INGOs have started their activities among sex workers and other 

risk groups. Which should have positive impact to improve the knowledge and 

reduce the high-risk behaviour. 

The CSWs in Nepal seemed to be somewhat better off than in India. In 

Nepal they lived in their own houses in the villages or cities, moved freely 

across Nepal. In India, they lived in brothels and had no freedom of movement. 

Additionally, while the CSWs in Nepal kept most of the money received, those 

in India had to give it to the brothel owners. On health level, the CSWs in India 

were at a much greater risk than in Nepal. This finding is contradictory to 

previous finding by New Era (2001). I argue that sex workers (particularly 

trafficked from Nepal) in Indian brothel were at greater risk than sex workers in 

Nepal. There is enough evidence to make this argument. This does not mean 

that sex workers in Nepal were not at risk. The problems of condom use with 
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regular partner were reported in this study. This finding suggests that sex 

workers in Nepal were also at risk from their stable partners than from casual 

encounters with whom safer sexual practices can more easily be negotiated. 

Sex within a regular and long-term relationship takes on meanings and 

obligations that existed far beyond the fulfilment of physical ness alone. For 

this reason this study suggests that strategies aiming to encourage use within 

such relationships maybe unworkable, especial in cultural contexts where 

women have little power to discuss or jointly negotiate condom use (Mane and 

Maitra 1992). 

The Nepali sex workers in Indian brothels are powerless to negotiate any 

terms of sex in order to protect themselves from HIV infection. They have 

virtually no say over whether or not to "service" a particular customer, how 

many customers to accept in a given day, condom use or the type of sex, much 

less payment. Young girls, some only thirteen or fourteen years old, may be 

particularly at risk. Not only are they often too intim idated even to attempt to 

negotiate the terms of sex, but preliminary medical research suggests that the 

younger the girl, the more susceptible she may be to HIV infection for 

physiological reasons. 

Though further research on factors affecting condom use within different 

sexual relationships is required, our findings concerning the difficulties 

encountered by women in negotiating safer sex and the resultant need to target 

men as a priority have been documented in studies worldwide (Schoepf, 1991; 

Holland et aI, 1992; Mane and Maitra, 1992). 

Previous studies have shown that certain aspects of gender relations in 

Asia and elsewhere may render women in general, and CSWs in particular, 

especially vulnerable to STls and unwanted pregnancies (Holland et aI, 992; 

Mane and Maitra, 1992; Schoepf, 1991). This study also reported that social 

and gender relations within different settings may affect women's ability to 

negotiate safer sex and seek health care on time. 

Women in our sample pursued treatment for sexual health problems and 

ceaselessly visited various types of healthcare providers. These women 

belonged to an urban population and this may have influenced the health-
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seeking behaviour pattern of invariably consulting chemist and druggist in 

medical shops first. However, after the initial contact, the type of healthcare 

provider subsequently consulted varied, and women also consulted providers 

from alternative health systems, such as ayurvadic and traditional healers. A 

distinction was evident between treatment sought for acute and chronic 

disorders, in that ayurvadic was sometimes used for long standing ailments 

such as menstrual irregularities, but generally only after a lack of success with 

allopathic. 

Another issues emerged in this study was the stigmatisation and its effect 

on health seeking behaviour. Clearly, many factors underpin the forms of 

stigmatisation and discrimination described above. Many of these relate to the 

very real fear of HIV/AIDS that exists among both the general public and 

professionally qualified health care workers. The sources of these fears are 

complex and include lack of knowledge and understanding, as well as the 

manner in which AIDS has been reported in the national and local media (e.g. 

as being highly "contagious" when in fact it is not). Other causes of stigma and 

discrimination have their origins deep within Nepali culture and the manner in 

which "sexual wrongdoing" is popularly understood. 

Others issues, particularly those within the health care setting appear to 

relate both to lack of knowledge about HIV/AIDS, its routes of transmission and 

means of protection, as well as to local beliefs about infection through 

closeness and proximity. Long-standing ideologies of gender that result in 

women being blamed for the transmission of sexually transmitted infections 

either directly as the supposed "vectors" of transmission or indirectly through 

failing to "satisfy" their husbands influence the ways in which families and 

communities react to the seropositivity of their members. 

Although research into "health-seeking behaviour" entails a focus upon 

practices aimed at the restoration of health, applied studies have tended to 

focus on identifying culturally specific ideas about illness, in the assumption 

that these determine the nature of treatment sought for different complaints 

(Kendall et aI., 1984; Scrimshaw and Hurtado, 1987; Bentley et al; 1990; Pelto 

et aI., 1990; Nichter et aI., 1994). In this way indigenous notions of health are 
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implicitly taken to be self-evident (given a bio medically oriented view of health 

as "absence of disease"), or are assumed to be unimportant with respect to 

treatment-seeking decisions. Our findings, however, indicate that indigenous 

understanding of health, on the hand, and socio-economic circumstances, on 

the other, constitute more salient determinants of sex workers' therapeutic 

strategies than their ethno medical beliefs about particular illness categories. 

The pragmatic orientation, which was observed towards therapy among 

returned women and girls, was related to their conception of health. This 

conception, in addition to being considered in terms of balance, was also 

defined from a highly functional perspective related to the exigencies of 

everyday life, for which women needed to be strong and fit to keep going. As a 

result, therapeutic alternatives tended to be selected and evaluated largely in 

terms of their speed and effectiveness in restoring ability to carry out daily 

tasks (or at the very least not causing further weakness), rather than in relation 

to their perceived appropriateness for a particular health problem. These 

concerns can be illustrated with reference to women's worries about the 

potentially harmful effect of medications. When discussing medicines women 

never said, "this medicine makes me feel ill", but rather evaluated their effects 

in functional terms: 

Dr X's medicines almost killed me; I couldn't get up from my bed. 
This made me so weak; I couldn't do my work. 
I don't like taking medicines, I have so much work to do .... 

Thus, health-seeking strategies appear to be more closely related to 

general conceptions of the nature of health under particular material conditions 

than to ethno medical illness classifications or aetiologies. This suggests that 

the predominant focus on the latter in many applied studies of health-seeking 

behaviour (and particularly in those using "rapid" or "focused" methodological 

approaches) may be misleading. While documenting ethno medical "beliefs" 

and illness taxonomies may be extremely useful for certain purposes (such as 

improving communication between health workers and patients, or modifying 

health education messages to fit with local perceptions), understandings of 

health-seeking which seek to relate behaviour deterministically to underlying 

culturally embedded "beliefs" must be viewed with caution. 
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Affordability or cost was major determinants in the use of health services in 

general population in Nepal (Simkhada, 1999; Niraula and Morgan, 2000) and 

other countries (Thomas and Pechansky, 1984, Evans and Lambert, 1997; 

Bhatti and Fikree, 2002). Interestingly, anticipated cost or affordability was not 

major deciding factor in the choice of health care for these three groups, 

particularly among CSWs. Major deciding factors were privacy, satisfaction and 

lay rather than professional networks of referral to services. Another factor that 

affects access and utilisation is the hours that the care is available. Service 

hours in Nepal are determined by the provider and not by patients, the most 

convenient time for patients to obtain care may be very different from the time 

that is acceptable to providers. 

Returned trafficked women preferred more private services than the 

public services. The quality of public services has often been neglected in 

developing countries. While some attention is given to technical qualities, the 

interpersonal components of the quality of the services are generally ignored or 

underestimated by planners (Haddad and Fournier, 1995). Satisfaction is an 

important element of the quality of health care, often determining willingness to 

comply with treatment and influencing the effectiveness of care. However, few 

specific assessments of patient satisfaction in the Nepal have been 

undertaken. Patient satisfaction, a component of quality of care, has been 

given high priority in developed countries. Fitzpatrick (1991) cited three 

reasons for the importance of patient satisfaction: it determines compliance 

with recommended treatment and influences patient choice of provider; it is a 

measure of patient involvement in decision about care; and it can be used to 

choose alternative methods of organising and providing health care. 

The major problem for appropriate treatment of sexual health problems 

particularly sexually transmitted and gynaecological disease identified by this 

study was that of 'therapy management'. This includes non-compliance with 

dose scheduling during treatment regimes, early cessation of treatment once 

asymptotic and switching services in the middle of treatment. Such patterns of 

'therapy behaviour' (associated with local understandings of allopathic drug 

action, the experience of unpleasant side effects and cost) have potentially 

serious implications for women both in terms of the risk of developing chronic 
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upper reproductive tract infections that exact a high price on quality of life, and 

of encouraging the development of drug resistance. Women in the study were 

generally unaware of the potential long term consequences of erratic use of 

medicines. The finding or a general lack of compliance with treatment lasting 

more than approximately 5 days also poses problems for syndrome based 

management of STls which currently recommend medication regimes for a 

minimum of 10 days (unless a definitive clinical diagnosis can be reached). 

The results showed that local understandings of disease and use of home 

remedies were generally not in themselves harmful, were consistent with 

syndrome approaches to disease management and did not constitute a serious 

delay to treatment seeking for acute illness. Thus it is suggested that women's 

perceptions of reproductive or sexual health disorders and existing indigenous 

knowledge could be used as a basis for developing culturally appropriate 

educational tools that encompass simple explanations of allopathic drug action 

and the need for proper treatment compliance. 

A feature of much ethnographic research of this kind is that the restriction 

of date collection to one small locality severely limits any claims to 

representatives that can be made. As this was a small study examining an 

under-researched topic however, I consider it appropriate to have focussed on 

depth and detail in order to raise issues, which can be followed up in future 

larger scale research. As a result, the findings should be viewed as strictly 

suggestive and require substantiation in other contexts. All attempts were 

made to maximize validity of the results by means of triangulation (use of 

multiple methods with multiple informants) and by constantly checking the 

results with the respondents to clarify and areas of ambiguity. Although the 

results cannot be generalized without extreme caution, it is significant that 

striking similarities may be observed with the results of previous studies in 

South Asia with respect to treatment seeking behaviour (CINI, 1994) and 

therapy management (Nichter, 1989; Kanani, et aI, 1991; Mull and Mull, 1994; 

Stewart et aI, 1994; Bhatti and Fikree, 2002) in wh ich general preferences for 

the private sector, 'shopping for a cure' and problems with treatment 

compliance have been documented. Women's understanding of the action of 

allopathic medicines was found to be an important determinant of treatment 
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patterns, but a number of questions, especially in relation to home 

management of acute and chronic problems, remain unanswered. Other 

findings, for example with respect to women's understandings and 

categorization of gynaecological disease, need validation in other settings. 
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CHAPTER SEVEN 

CONCLUSIONS AND IMPLICATIONS ON POLICY AND FURTHER 

RESEARCH 

1. Introduction 

This final chapter summarises the main conclusions to be drawn from this 

research project and includes thoughts and ideas about my own learning from 

engaging in research, as well as considering the finding and their implications 

for policy and research. It is intended to cover the main points from my own 

personal perspective, which highlights the priorities as they appear to me at 

this point in time. 

2. Conceptual clarification and approach 

A great deal of trafficking prevention work is currently being undertaken 

in Nepal. The present study found that there is still a need for conceptual 

clarity to be developed on trafficking among some of the NGOs and by 

implication, among the donors who fund them. Interventions that fail to 

distinguish between trafficking and both sex work and migration and those that 

take a welfare approach may inadvertently compromise women's rights and 

may not address the reality of their lives (in particular, the need to migrate due 

to poverty or to escape intolerable home situations). In addition, they may also 

inadvertently fuel the social stigma against sex workers and those living with 

HIV, and may make reintegration of returned women more difficult than it 

already is. Lack of conceptual clarity affects all phases of a project, including 

monitoring and evaluation. 

Conceptual clarity is needed in both policies and interventions on 

trafficking in particular, in its relation to migration and sex work. Adopting a 

Conceptual clarity is an important 
element of a comprehensive and 
consistent response to trafficking 

human rights framework and basing 

interventions on sound research may help to 

clarify current trafficking discourses. A 

clearer international definition of trafficking in women is required in order to 

facilitate the prosecution of traffickers and to perm it the extradition and 
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prosecution of traffickers in third countries. I would suggest that there is need 

for a stronger international legal instrument in order to combat trafficking in 

women and girls. 

There is a need to move from a paradigm of rescue, repatriation, and 

rehabilitation to an approach that protects and promotes the human rights of 

women both in countries of origin and destination. Certainly, some women and 

girls are traumatised by their experience and may require care and support 

services. However, an analytical evaluation of the problem in several countries 

and an assessment of the lessons learned teach us that only "rehabilitation" is 

not what women need. Instead, they need support and sustainable incomes. 
:::::::::::::;:::::::::::::::::::::::::::::::::::;:::::::::::;:;:::;:;:;:;::::::::::::::::::::::::::::::::):::::::::::::::::::::::::::::::::::::~::::::::::::::::::::::::t::::::::::::::::::::::::::::::::::::::::::~r~ An t i -t ra ff i c kin g s t ra t eg i es m us t shift from 
Anti .. trafficking strategies must shift 
from paternalistic. approaches. to more paternalistic approaches that seek to 

holistic and participatory approaches. "protect" innocent women to more holistic 

and participatory approaches that seek to protect and promote the human 

rights of all women including their civil, political, economic and social rights. An 

emphasis on promoting human rights and promoting safe migration may help 

to overcome some of the ideological differences (particularly with respect to 

sex work) that currently divide the field. Women and girls need to migrate and 

migration can offer considerable development benefits to them and their 

families. However there is a need to equip women and girls to deal with 

vulnerabilities and risks that accompany migration. We need to understand the 

migration agenda of the poor and we need to work with women and girls to 

empower them in migration. Such an agenda for action would not subvert all 

trafficking harm but it would address many of the harms. Such a development 

would also require NGOs to listen to women and girls and develop pro-poor 

migration programmes that reflect the priorities of women and girls 

Documentation and follow-up of "rescued" and "intercepted" trafficked 

women and girls, including those who do and who do not return home to their 

families, and those who are HIV positive is needed. Again, this would help 

develop a better understanding of vulnerability and is important to inform and 

refine care and support strategies. 

Evidence from this research and from experience in other fields suggests 

that interventions that work from the bottom up, involve communities, build 
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capacities and aim to establish systems (e.g., women's groups) for providing 

support and taking action appear to hold greater promise for action and 

sustainability than top-down interventions that are characterized by one-time 

sensitisation programs. Likewise, interventions that are empowerment

oriented and that, through a process of dialogue, aim to facilitate informed 

decision making (e.g., on whether or not to migrate), are more likely to be 

relevant to community realities and to be accepted by target groups than 

those that are welfare-oriented and paternalistic in approach (telling people 

what is best for them). Interventions that aim to empower women and girls 

who have been trafficked, and that do so through an empathetic and dialogical 

process of counselling, and that offer a variety of future options (including non

traditional ones) appear to show the way forward for care and support 

(although implementation is acknowledged to be extremely difficult in the 

South Asian context). These interventions include supporting and encouraging 

trafficking survivors to be actively involved in gender rights programs and 

offering training and career options that raise self-esteem, build confidence 

and offer opportunities to break away from traditional gender stereotypes to 

enable a process of independent living. 

Policy and legislative interventions must make clear distinctions between 

migration and trafficking. Simply controlling migration will not curb or prevent 

trafficking. The open-door agreement between Nepal and India should not be 

altered. Stricter border controls, such as instituting a passport system or more 

stringent border sUNeillance, will stop neither trafficking nor migration. 

It is important to keep in mind that the causes of trafficking can not be 

reduced to poor economic conditions and ignorance only, but are related to a 

complex mixture of local and global structures concerning economic, political, 

socio-cultural and historical processes. In receiving countries, preventative 

measures often focus on the prevention of illegal immigration. Yet, as 

Battistella and Asis (1999) noted, this also requires coherent economic and 

political objectives, while as long as economic factors continue to attract 

migrants, policies aimed solely at combating or restricting irregular migration 

will fail. 
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As set out in its National Plan to Combat Trafficking, His Majesty's 

The definition and understanding of 
trafficking vary between key 
stakeholder, law and policy documents. 

Government of Nepal (HMG/N) must 

fulfil its commitment to repeal all laws 

that discriminate against women. This 

may require the government to adopt specific measures for women that are 

consistent with the equality provisions in the Nepal Constitution. Consistent 

with its international commitments, HMG/N must ensure that anti-trafficking 

interventions do not subject trafficked persons to discriminatory treatment in 

law or practice because of gender, race, colour, sexual orientation, age, 

language, religion, age, cultural beliefs or practices, social origin, property, 

birth or other status, including their status as victims of trafficking or having 

worked in the sex industry. Some current laws and policies in Nepal do not 

actively follow the principle of non-discrimination and include punitive 

measures for women who work in the sex industry either consensually or non

consensually. 

3. Causes and context of trafficking 

Women and girls from all castes and many ethnicities are in this trade. 

However, there is certain age group of women that are trafficked most and 

there are certain areas, which have the highest prevalence rate. These 

demographic characteristics might serve as feedback to policy making bodies 

to adopt some sort of preventive measures. This study clearly illustrate that 

some trafficked girls come from difficult or dysfunctional family environments. 

Poverty, lack of employment opportunities, lack of education, and a lack of 

awareness among the general population and abuse in migration are usually 

seen as important causes for trafficking. Initiatives for the prevention of 

trafficking therefore usually focus on awareness-raising campaigns, skills 

training and education programmes and income-raising activities. Prevention 

initiatives aim at warning people about the risks of trafficking and inform them 

about the possibilities for regular migration. These programmes can have an 

important impact on target groups by raising awareness about trafficking. But 

information campaigns also have to reach out to target groups in rural areas 

where there is little access to the mass media and where the risk of trafficking 

is often especially high. 
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HMG/Nepal has focussed its anti-trafficking interventions in 19 "key 

districts" assuming that most women and girls are trafficked from these key 

districts. But my study found that women and girls were trafficked from 37 

districts. Some districts (other than the key districts) have higher prevalence 

rate than the key districts. There are also several districts in Nepal, as this 

research has shown, which have not yet implemented anti-trafficking 

information campaigns. 

This identified the fact that trafficking prevention takes place within the 

context of overall community economic and social development, especially in 

rural communities. This is a long-term process in which trafficking-specific 

indicators or outputs may be difficult to identify. In addition, NGOs may require 

further assistance to develop appropriate evaluation methodologies (some of 

which will require long-term follow-up) and carry out baseline and follow-up 

measurements of indicators. 

4. Care and support for trafficked persons and preventive strategies 

In the provision of care and support programmes there is a need for 

monitoring the number of girls who are "rescued" and the number of rescued 

girls who return home. There is a need for long-term follow-up of trafficking 

survivors as part of an overall evaluation to assess the appropriateness of 

current strategies and to develop better ones. In addition, evaluation of each 

component must be carried out, including individual and family counselling 

programs, family assessment strategies, skill training/income generation 

activities, follow-up strategies for girls who have returned home (to potentially 

difficult circumstances), and the appropriateness of current care and support 

for HIV positive girls, especially those in the AIDS hospice. It is not known how 

many trafficked persons return without NGO assistance and what type of 

reintegration strategies they employ. There is evidence that some women 

decide to settle in urban areas, setting up small businesses or, if they are sex 

workers, staying in the sex trade directly or indirectly as madams or brokers. 

Other anecdotal evidence suggests that women from communities where sex 

work is a common practice may find it easy to return home where they may 

marry and/or set up small businesses (Bhatt, 1996). Further research on the 
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coping and livelihood strategies employed by trafficked women would assist in 

development of more effective and meaningful reintegration strategies. 

Many of the messages in the education materials reviewed are fear

based, highlighting the suffering due to sex work and HIV infection. Most of the 

messages are prescriptive and tell women and girls what is good for them. This 

has been shown to be ineffective and sometimes generates resistance from 

local populations or drives the problem underground. Other researchers such 

as Brandt (1988), Walkowitz (1980), and Asia foundation/Population Council 

(2001) have made the same conclusions. Furthermore, th is approach does not 

provide any help or suggestions for women and girls in difficult circumstances. 

Information, Education, and Communication (IEC) messages should be based 

on an informed understanding of local migration processes or on community 

needs and priorities. They need to be realistic and relevant and should include 

concrete relevant advice on how to migrate safely. There is a compelling need 

for interventions that actually empower women and girls in migration rather 

than seeking to protect them. There is also a need to establish support 

systems to enable safe migration and to help women once they are in the 

cities. 

An emphasis on women's empowerment, community development, 

conditions at the work place and safe migration appears to hold the most 

promise in terms of promoting the rights of women and girls and realistically 

addressing their needs. Of these, a focus on safe migration in particular seems 

to be of utmost significance. In this respect, organisations currently restrict 

themselves to warning women about the dangers of trafficking or giving limited 

advice on how to protect themselves (e.g., "note the address of the 

workplace"). This advice alone is unlikely to prevent trafficking. Interventions 

should consider developing other mechanisms to protect women who want 

and/or need to migrate. These programs need to be based both in rural areas 

(where most organisations are currently active), and in city work places since 

these appear increasingly to be used as trafficking transit points. 

The experience of key informants (NGOs) and returned trafficked women 

and girls show that care and support cannot automatically be equated with 
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return to the family or community. This raises the questions of, where 

appropriate, how a return to the community can best be facilitated and, if 

inappropriate, what to do for girls who are unable or unwilling to return. The 

best approach for family reintegration is still unknown. More research and 

resources are required to determine the situation of returned girls and to 

determine the most effective strategies. This includes assessing the nature of 

support that NGOs or other agencies require to most effectively help women 

and girls in need. Current strategies are developed from a welfare orientation 

in which girls are given traditional skills, told what to do, and the only option 

presented to them is to return home or remain in residential care. 

Interception and repatriation efforts are not well co-ordinated among the 
!::::;:::::;"'{:::::':"::::!:::::::::::::::::::::::::::::::!:::::::::::::::~!::!::::::::::::::::::::!::!:!!::::~:::::::~::::::':!::::::::::::::::::::::::::~:::::::::::::::::::::::::::!:::::::::::::::::::::::::::!::::::!!:::::::::::!:~!t va ri 0 usa ct 0 rs at th ego vern men ta I 
Care and support efforts are not well co- iIi 
ordinated among the various actors at the iii:ii and NGO levels. However, recent 

governmental and NGO levels in Nepal. iii::: efforts by several NGOs in Nepal 

have led to the creation of national and regional anti-trafficking networks. 

These efforts are limited by the lack of resources and mutual co-operation. 

Protection initiatives have focused on those who are within a potential 

trafficking situation as well as those who have come out of a trafficking 

situation. Most of the protection services, such as shelters, health care, 

counselling, education and training are focused on prostitution and are usually 

concentrated in urban areas. Insufficient services, lack of resources, 

capacities, and coordination and cooperation between the various services 

have limited the effectiveness of protection strategies. Furthermore, the 

marketability of certain skills or initiatives provided within vocational training 

and credit programmes, have not always been taken into account. 

Initiatives focusing on the return and reintegration of trafficked persons 

are relatively new. Considering the larger estimates of numbers of trafficked 

persons, especially women and girls, and the lesser number of assisted 

returns, one may conclude that most somehow find their way back on their 

own. If trafficked women and their advocates are correct in their estimates, the 

number of known victims represents only the tip of the iceberg. Hardly any 

statistics are available on the extent of trafficking in women, partly because it is 
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an illegal activity and, hence, difficult to assess, and partly because those 

agencies which might compile statistics do not regard the practice as important 

enough to warrant collecting data. Trafficking in women receives considerable 

media publicity, not so much because of concern for the welfare of victims, but 

because journalists know that stories about sex and prostitution attract 

attention. 

The legal and constitutional rights of socially and sexually stigmatised 

communities, including those who are HIV positive or engaged in sex work 

need to be protected. Protecting and ensuring their legal rights are important 

and essential steps in countering the social stigmatisation and marginalisation 

and creating viable ways to exit sex work. Withholding protection to stigmatised 

communities from constant harassment by law enforcers and exploiters in the 

sex industry will further dis-empower these women, their families and 

communities. 

HMG/Nepal should move beyond an income generation approach for the 

prevention of trafficking. This approach is not an adequate substitute for people 

seeking better economic opportunities in the city or across borders. In addition, 

anti-trafficking programs should provide viable economic alternatives to women 

who have chosen to leave prostitution. These programmes must meet the 

needs of the individual woman as well as her family. State support, including 

legal rights that are available to all other families should be made available to 

mothers and their children, regardless of their work. 

This research also suggests that the care and support of rescued girls is 

a difficult and long-term process complicated by high levels of stigma directed 

at trafficked girls. NGOs engaged in this work require technical and financial 

support to develop systematic techniques for family assessment, counselling, 

intervention, and follow-up. Particular help is required to develop appropriate 

plans for girls who cannot return home, particularly in the area of sustainable 

livelihood development. There is an urgent need to develop strategies for the 

reintegration of HIV positive returnees. In particular, one current strategy of 

segregating HIV positive "rescued" girls in a home in a remote district requires 

careful evaluation. 
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Though a great deal of trafficking-related work is being done, most 

interventions have not been systematically documented or evaluated and on

going monitoring of programs is absent, ad hoc, or is insufficiently rigorous. 

Hence, at this stage, it is not possible to make informed judgments of an 

intervention's relative efficacy or sustainability. There is an urgent need to 

support NGOs to develop appropriate monitoring and evaluation mechanisms. 

Some formative research may first be required to develop appropriate process 

and impact indicators. Thorough documentation and sharing of experiences 

would greatly help to identify lessons learned and to build up a better 

understanding of which approaches work/do not work and why. This may be 

particularly useful for care and support strategies. 

Research on the livelihood and coping strategies of other sex workers 

and female migrants who have returned to Nepal is very crucial. This would 

help to inform care and support strategies. Furthermore, operational research 

to determine appropriate and effective strategies for both the prevention of 

trafficking and the care and support of trafficked persons is necessary. 

Experience indicates that research specifically on trafficking is best conducted 

by NGOs those have a strong field presence and that have built up trust in their 

target communities. 

Working with children and young people through schools, teachers or 

child clubs appears to be an innovative anti-trafficking strategy. Peer 

support/influence is harnessed and the groups/clubs may act as neutral for a 

where children who are experiencing family problems can seek help. Involving 

trafficking survivors is another promising strategy. Their involvement may be 

useful in two ways. First, they can make anti-trafficking messages more 

realistic and relevant to particular target groups. Experience in other fields has 

shown that people are more likely to identify with peer-led education rather 

than that given by social workers. Second, their involvement can also play an 

important part in the rebuilding of their own self-esteem and confidence, and 

may act as an important capacity-building opportunity. 

The problems of trafficking in women and girls cannot be solved by one 

country alone. It should be dealt with at regional and international level. In 
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many countries of South Asia, there is a lack of authentic data on the issue of 

trafficking. More studies must be undertaken to fill up this information gap. 

NGOs, activists, journalists, parliamentarians and different segments of the 

society, in both sending and receiving countries, must make efforts to organize 

themselves to deal with this issue. One's government must ratify as well as 

enforce international conventions on trafficking. 

The media can play a very important role in sensitising this issue. 

Information related to the trafficking of women should be provided to the mass 

media, including, radio and television, on a regular basis. While most of the 

trafficked women and girls were non-literate, education given by print media 

like newspapers, magazines would be ineffective. Further more, there should 

be a programme of media activity in which reporting of trafficking and its 

consequences from both places of origin and operation are collected and 

disseminated to convince people from at high level decision making to the 

grassroots. Government and non-government organisations should work 

together with media. Information campaigns should alert the general public and 

officials coming into contact with migrant women about the nature of the crime 

of trafficking. At present, the police are almost solely responsible for identifying 

victims of trafficking. More effort should be made to encourage others, such as 

clients, doctors, lawyers, social workers and the women themselves to report 

trafficking. Victims are less likely to come forward whilst they fear an 

unsympathetic response from the police and social stigma. 

All stakeholders agreed that a primary aim of care and support should be 

to reunite girls with their families and communities. All acknowledged, however, 

that this was difficult and that in certain circumstances it was neither possible 

nor desirable. This study noted that, given the stigma associated with sex work 

and with HIV in Nepal and the increasing publicity (often by the NGOs 

themselves) given to the link between working in India and having HIV, 

communities may refuse to accept girls back when their history is known. 

Families themselves may also be reluctant to take girls back, fearing social 

censure or ostracism from the wider community. In addition, families may (with 

some justification) worry that any loss of prestige would affect the marriage 

chances of other children. They may also fear retribution from the broker from 
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whom they may have received money. The girls themselves may worry about 

the extra burden they will place upon their parents, especially if they are HIV 

positive or if they are unlikely to marry subsequently, and be reluctant to return 

home. 

The present situation in which these girls must face a lifetime in 

residential care is clearly unacceptable, though the NGOs are doing their best. 

Undeniably, it is extremely difficult for a young, poor, single woman to forge an 

independent life for herself in the South Asian context. However, NGOs in 

other countries have considerable experience of supporting women and 

children in such situations and may have important lessons to share. For 

example, these include providing useful (non-traditional) training, assisting with 

job hunting, supporting more independent living (in a hostel or group 

accommodation), and helping with arranging marriages. There is clearly a 

need to support NGOs in their work in this area and to formulate a strategy of 

long-term support for girls who do not return home. 

A proper and thorough analysis of the trafficking situation is of essential 

importance to the development of effective strategies. Kelly and Le (1999) 

write that "the task of those agencies involved in trafficking issues is to 

accurately determine what actions are required to be the most effective to stop 

trafficking. To date no country has actually presented a model of intervention 

that has been totally effective in stopping trafficking completely. Part of this 

problem may be because no suitable framework for analysis has been 

developed on which to approach the formulation of coordinated interventions 

within a set system." They rightly state that the causes of trafficking, and 

therefore solutions to the problem, are multi-faceted and should be considered 

from various levels, including the societal, institutional, community and family 

levels. 

5. Health seeking behaviour and appropriate health services for returned 

trafficked women and girls 

While making any conclusions and recommendation, it is important to 

note that trafficked women and girls who have returned to Nepal from India but 

continue to undertake sex work may differ from those who are living in 
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rehabilitation centre and those who remain in India or resettle in their own 

communities. Health seeking behaviour cannot be understood in isolation from 

socia-cultural and other factors relevant to health and sex, including pressures 

to conform to some moral norm, legal repression of certain kinds of sexual 

activity, absence of sex education, and poor quality health services in general. 

In a transitional society where both traditional and modern methods of 

treatment are used, the choice between them is determined by socio~economic 

status and belief systems. Use and non-use of the health care facility is highly 

related to different variables. 

Returned women and girls had very poor access to information regarding 

sexual health issues while they were in Indian brothels. Their awareness level, 

knowledge and negotiation skills on condom use were also poor. The Indian 

brothel owners and other concerned authorities were failed to summon the 

necessary political will and financial resources to inform and educate Nepali 

women and girls in brothels. 

With respect to the utilization of health services, none of the interviewees 

in th is study had utilized government hospital outpatient departments as a first 

choice of treatment. Their responses indicate a need to investigate quality of 

care in the public sector as a possible limiting factor on utilization. The 

popularity of the private medical sector and its widespread use in conjunction 

with other community-based services as identified in our study has implications 

for resource allocation and for the further development of sexual health 

services. A key issue concerns how private practitioners can be more 

effectively used to promote sexual health. Further study of treatment practices 

in the private sector and of doctor-patient interactions in targeted communities 

is recommended with a view to the development of interventions that utilize 

these popular health resources. 

The findings of this study indicate a number of possible directions both for 

improving services and for helping returned trafficked women and girls sex 

Privacy, prestige, the lay referral system, a 
demand forhigb quality treatment and 
perceived efficacy of the service all combine 
with economic considerations to influence 
ch"oice of servic~4 

workers to adopt alternative 

therapeutic strategies in order to 

attain the goals of more effective 
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treatment of STls and prevention of HIV infection. However, the study also 

raises questions about the appropriateness of applied research into health

seeking behaviour, which tends to privilege cultural beliefs over considerations 

of political economy and disease over health. There is an obvious reason for 

this predominant emphasis; most such research is, by its very nature, devised 

in response to difficulties (anticipated or actual) in successfully implementing 

biomedical interventions, the clinical orientation of which is presumed to be 

appropriate. Accordingly, in associated social research the study of patient and 

provider characteristics and local "culture" is privileged over broader social and 

political economic influences on health. This means data concerning health

seeking behaviour are inescapably located within a biomedical framework, 

such that findings may be interpreted in relation to predefined conceptions 

concerning the nature of "health" and the purpose of therapy. As an alternative, 

I would suggest that a more fruitful starting point for studies of health seeking 

would be to explore local definitions might affect health seeking behaviour, 

services utilisation and therapeutic strategies. In addition, a consideration of 

the interactions between cultural understanding of health and ill health and the 

particular socio-economic environments in which they are located is required, 

in order to give due weight to the influence of material conditions upon both 

strategies for seeking treatment and interpretations of their effects. 

In relation to these recommendations, it is worth reiterating the research 

finding that "health" was not one of the returned trafficked women' explicit 

priorities. This seems to be a common finding among the economically and 

socially marginalized groups in other setting (Cornwall, 1984; Graham, 1984; 

Calnan, 1987). The usual response of planning agencies to a lack of perceived 

interest in health among a target group is either to seek to "create" a need by 

fostering awareness of medical treatments, or to address the community's 

other perceived needs first, as a way of engendering trust and subsequently 

improving receptiveness to the health intervention. However, the functionally 

oriented health strategies evident among sex workers in this study suggest that 

a community's perceived needs and priorities (which may appear to be 

unrelated to health) are not separable from, but rather are constitutive of, their 

health-related actions. The very term "sexual health" implies that interventions 
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directed towards this end should aim to improve health rather than merely to 

reduce levels of STls/HIV. With respect to returned trafficked women and sex 

workers, applied research and interventions that do not directly address the 

socio-economic context of women's lives may succeed in reducing levels of 

STls, but they may have a questionable impact on improving women's health 

in the longer term. 

The very nature of STls and some of the legal aspects of treating STls in 

minors may give the impression of eroding the principle of confidentiality. 
::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: C f' d t' I matte rs need to be 
Stigmatisation of those seeking advice about !:!!!l on I en la 
STIs, lack of privacy and perceived lack of iii:!: handled in an environment of 

confid.e~tj~Iity were the main rea~?~s for ili:!1 privacy. STI services should be 
not utIlIsatIOn the health care faCIlItIes by ti~ 

sex workers. :I: seen to provide both privacy and 

confidentiality. This is especially important for young women. This study clearly 

indicates that while distance and cost are major obstacles in the decision to 

seek care, the relationships are not simple. There is evidence that sex workers 

often consider the quality of care particularly, privacy and confidentiality more 

important than cost. These three factors, distance, cost and quality alone do 

not give a full understanding of decision-making process. Their salience as 

obstacles is ultimately defined by illness-related factors, such as severity. 

Differential use of health services is also shaped by such variables as gender 

and socio-economic status. Women and girls who make a timely decision to 

seek care can still experience delay, because the accessibility of health 

services is an acute problem in Nepal. 

Many health problems are further compounded as sex workers find 

difficulties in reaching friendly services where they could discuss questions 

related to their actual problem without being worried that confidentiality would 

not be respected. As a result, their reliance on quacks (Untrained practitioners) 

for health matters further increased their vulnerability where health was 

concerned in many ways. 

Very often when planners and policy makers think about any intervention 

programme with sex workers they put a lot of stress on the control and 

prevention of HIV/AIDS. But what they really need first and foremost is access 
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to quality health care with sensitive counselling and referral to the support 

system. Too often, this group lacks these facilities, rendering them up to a life 

full of danger. Additionally, policy makers very easily label them as bad people. 

Until this categorisation is done away with, any intervention they design for 

them will have little impact. 

Integration of STI services into broader reproductive health services could 

enhance their acceptability and effectiveness. Form the above literature it is 

clear that an ideal health care service for sex workers could have a holistic 

approach and combine STI and infectious disease screening and treatment, 

contraceptive services, other general health care and health promotion. In 

addition, STI control in these settings must compete for resources with other 

important and less stigmatised health problems. Although funding for STI 

control has increased as a result of HIV/AIDS control programs, resources are 

still inadequate and health infrastructures remain weak. Given the urgency of 

the task at hand, more innovative approaches must be developed and 

implemented. 

Given the limited opportunities for further increasing condom use by 

targeting women alone, research into health-related perceptions and behaviour 

of men is thus urgently required for the purpose of developing appropriately 

targeted interventions/health education. Key questions concern how different 

groups of men see their roles, obligations, responsibilities and relative risks 

within different social contexts; how these relate to sexual health practices, 

especially condom use with different partners; and how these findings can be 

translated into interventions/messages that are meaningful to different men in 

differing contexts. In the absence even of baseline information concerning 

these issues, it is recommended that future research into these issues initially 

utilize exploratory qualitative methodologies with different social groups from 

which key areas of importance can be identified, and later operationalised into 

terms suitable for larger scale use in surveys or interventions. 

More information is required on the economics and composition of health 

care spending in relation to income, expenditure and patterns of treatment 

seeking and therapy management. The extent to which income actually affects 
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differential use of services and purchasing of drugs needs to be clarified. The 

finding that some women were delaying necessary treatment for serious 

gynaecological problems for which costly surgical or diagnostic procedures had 

been advised indicates that an important area, about which little is presently 

known, concerns ability to afford major medical interventions and the impact 

this has on therapy management. 

All services should be provided with an understanding of the specific 

needs of different sex workers, and the impact of their working conditions on 

health problems. For example, if a sex worker has pelvic inflammatory disease, 

routine advice about abstaining from sex for two weeks is unlikely to be 

feasible, and therefore other options, such as encouraging non-penetrative 

sex, and an earlier follow-up visit, may be discussed. 

8TI services in the public sector 

should be integrated into existing 

health care structures such as 

outpatient departments, first-level health care facilities, maternal and child 

health clinics and family planning clinics. Attention should be paid to ensuring 

coverage for women, men and young people. 

Personal risk may be appreciated by patients and the need for treatment 

accepted, but without appropriate services patients may not seek treatment. It 

is important for the 8TI programme to embark on a campaign of: 

• Improving attitudes of health care workers towards returned trafficked 

women, sex workers and patients with 8Tls; 

• Improving the clinical services and the provision of drugs; 

• Making health centres accessible and acceptable for patients; 

• Integrating 8TI seNices into other health disciplines to minimize 

stigmatisation. An integrated seNice that caters for the needs of sex 

workers along with other population groups will help to de stigmatise 

8Tls. 
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Stigma originates in societal values and can be increased by institutional 

systems. STI services for commercial sex workers, for instance, may 

stigmatise the very people they are meant to serve. 

Negative responses in the health care setting (or the belief that there will 

be negative responses) lead people to conceal their HIV status in treatment 

facilities for fear of being denied care. Individuals who are sick may also delay 

::~:;:::::::::::::;:::::::~::::::::::::::::::::::::::::::::::111111 seeking treatment until th e last mom ent, 

care setting can lead people to 1
0

:::: harming their own health in the process. 
conceal their HTV statns :::::: 

Because of the social stigma associated with HIV/AIDS and in the 

absence of legislation and procedures stipulating how people living with 

HIV/AIDS should be treated at work, many prefer to keep their serostatus 

secret. This contributes to the invisibility of the epidemic and makes life more 

difficult for those individuals affected. Occasionally, however, HIV/AIDS-related 

stigma may trigger more positive responses such as the altruistic actions of 

those who carve roles for themselves as educators, counsellors and HIV/AIDS 

activists. Through their work, such individuals may develop a collective identity 

and mobilize group support that results in a greater awareness of the epidemic 

and more positive responses towards those affected. 

6. Further research on health seeking behaviour 

Further research examining the socio-economic dynamics of condom use 

is required to clarify the key factors affecting usage. Such research is 

recommended for the purpose of developing appropriate socio~economic 

interventions that enable women to exercise greater control over their bodies 

and lives. Local women's groups such as that in the present study constitute 

potential bodies with which social and economic interventions can be 

developed, and deserve support as they act as empowering agencies in 

themselves. 

In order for appropriate and acceptable treatment regimes to be 

developed it is suggested that further investigation of medication usage be 

undertaken, focused on the following questions: (i) in view of women's humoral 

understandings of the body, how is the action of allopathic medicine 
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construed? And at what point do side effects arising from treatment lead to its 

cessation? (ii) What information (if any) do women receive from health workers 

about drug action and expected side effects? (And would receiving such 

information if an understandable way make a difference to treatment 

compliance? (iii) What are the main factors that influence self-treatment versus 

resort to an allopathic practitioner? (iv) To what extent does self-treatment 

mask symptoms and delay health care seeking when used to manage chronic 

complaints characteristic of PID? (v) Is it possible to develop teaching 

materials that advise on safe self-treatment measures and management of 

side effects? 

It is clear from this finding that the systematic framework, which is 

currently available, is not sufficient or appropriate to assess the health seeking 

behaviour. There is need for well-defined, broad framework to study the health 

seeking behaviour of particular risk group. 
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APPENDIX 1 

SOCIO-POLITICAl OVERVIEW OF NEPAL 

1. Nepal - Initial Overview 

1.1. Geography 

Nepal is a sovereign, independent, democratic, constitutional 

monarchy, and a non-aligned Hindu Kingdom. It lies on the lap of the highest 

mountain of the Himalayas, the highest peak of which is known throughout the 

world as 'Mount Everest" (Sagarmatha). It is a landlocked country, the nearest 

seaport being Calcutta in India, which is 1,120 kms away from Kathmandu, the 

capital of the country. Situated in South Asia, Nepal is bordered by the Tibetan 

Region of China in the north and by India in the east, west and south. It is 

roughly rectangular in shape with a total land area of 147,181 square 

kilometres, stretching 885 kilometres from east to west and between 145 

kilometres to 241 kilometres from north to south (Pandya, 1995). 

Topographically, the country can be divided into three distinct regions 

from north to south: the mountains, the hills, and the flat plains known as the 

Terai. Lying at an altitude ranging from 4,877 to 8,848 metres above sea level, 

the mountainous area includes the renowned Himalaya, the world's youngest 

mountain chain, with eight of the world's ten highest mountain peaks, including 

Everest. The hilly region lies in the middle part of the country, with altitudes 

varying between 610 metres and 4,877 metres above sea level. The 

Kathmandu Valley, where the country's capital is situated, and many other 

scenic valleys, basins and pockets are in this region. The Terai, which is an 

extension of the Gangetic plains of India, forms a low flatland along the 

southern border. It comprises most of the fertile and forest areas of the 

country. Due to its diverse topography, almost all the climatic zones of the 

earth are found in Nepal from tropical to sub-arctic. The mean annual 

temperature is about 15 degrees celsius; rainfall varies between 250 

millimetres and 4000 millimetres, with about 80 percent of the precipitation 

occurring during the monsoon season, which typically lasts from June until 

September. 

1.2. Natural Resources 
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Water is the most important natural resource of the country. There are 

about 6,000 rivers and rivulets, which add up to 45,000 kilometres in length. 

The total drainage area of all the rivers amounts to about 191,000 square 

kilometres of which 74 percent lies in Nepal. The total average run-off is 

estimated at about 170 billion cubic meters and the hydroelectric power 

potential is estimated at 83,000 megawatts, of which about 50 percent could 

be economically harnessed. However, less than 0.5 percent of this 

economically viable potential has so far been exploited. Almost every known 

forest type, with the exception of the equatorial tropical rain forest, is found in 

Nepal. This diversity supports more than 175 species of mammals, 850 

species of birds and almost 10 thousand species of plants. 

The threat of deforestation is another challenge for Nepal's fragile 

ecosystems. According to the National Forest Inventory (NFl), published in 

1998, forests presently cover 4.25 million hectares (29 percent) of total land 

area, with shrub lands occupying some 1.56 million hectares (10.6 percent). In 

a previous survey conducted in 1978/79 by a Land Use Resource Mapping 

Project, total forest cover was 38 percent. This change has taken place both in 

the Terai and in the Hills, with the average annual deforestation rate in the 

former standing at about 1.3 percent during the past 20 years (1978/79~ 

1990/96). In the hills, forests have been reduced to shrub land at an annual 

rate of 1.7 percent, although forest and shrub area taken together has 

remained almost constant (UNDP, 1998b). 

1.3. Population 

The population of Nepal is over 23.4 million (UNFPA, 1999), with 

women outnumbering men slightly. The population density stands at an 

estimated 144 persons per square kilometre. The share of the urban 

population is around 10 percent and is growing at around 7 percent annually 

(CBS, 1991). The three towns of Kathmandu Valley, namely Kathmandu, 

Patan and Bhaktapur, account for almost 40 percent of the entire urban 

population in the country. Other relatively large towns are Pokhara, Dhankuta 

and Tansen in the hills and Biratnagar, Birgunj, Janakpur, Hetauda, 

Nepalgunj, Mahendranagar, Dhangadhi, Bhairahawa and Butwal in the Terai. 
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Nepal's population is relatively young, with 46 percent under the age of 16. 

Nepal is ethnically as diverse as it is geographically. It is home to several 

races and tribes, languages and religions. There are some 75 different ethnic 

groups speaking about 50 different languages (CBS, 1991). Most agree that 

the original inhabitants were Tibetan-Mongoloid from the north migrating south 

and Indo-Aryans from the south migrating north. The majority of the Nepali 

people are Hindus, followed by Buddhists. Other religions represented are 

Islam, Christianity and Animism. The 1990 Constitution recognises the Nepali 

language in the Devanagari script as the official language of the kingdom of 

Nepal, and accords all languages spoken as the mother tongue in the various 

parts of the country the status of national languages. 

1.4. History and Politics 

The beginning of the country's modern history dates back to the second 

half of the eighteenth century when Prithivi Narayan Shah, the King of Gorkha, 

began the unification of various small hill kingdoms including the Kathmandu 

Valley. The territorial expansion continued under his successors, although 

much of the newly annexed territory was lost in the Anglo-Nepal war of 1814-

16. In 1846, Jung Bahadur Rana assumed supreme power and started a 

hereditary rule of Rana Prime Ministers. This ended in 1951 when an armed 

revolt led by the Nepali Congress Party, with the moral support of King 

Tribhuwan, paved the way for a joint government of the Nepali Congress and 

the Ranas. The period 1951-1959 was marked by a rapid succession of 

governments and political instability. An election was held under a 

parliamentary constitution in 1959, which brought the Nepali Congress Party to 

power. Its leader, B. P. Koirala, who commanded a two-thirds majority in the 

parliament, was in his seventeenth month of premiership when King 

Mahendra, father of the present King Gyanandra, dissolved the first popularly 

elected government of the country and replaced the new regime by the 

partyless Panchayat system. This system lasted for thirty years, until April 

1990, when a pro~democracy movement, led jointly by the then banned 

political parties - the Nepali Congress and the United Left Front (a loose 

coalition of seven communist factions) - brought an end to the thirty-year ban 

on political organisations. Following the success of the democracy movement, 
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an interim government was formed, headed by the Nepali Congress Chairman 

K. P. Bhattarai. This government, as mandated, accomplished two major 

tasks: i) it prepared and promulgated a new Constitution incorporating 

elements of constitutional monarchy, multiparty democracy and fundamental 

freedoms, and ii) it held the first mUlti-party elections in thirty years. 

The new Constitution that came into effect in November 1990 

established a two-tiered legislature, the National Council (Upper House) 

consisting of 60 members and the House of Representatives (Lower House) 

consisting of 205 members. Members of the House of Representatives are 

elected every five years through national elections. The National Council 

consists of members selected by the Lower House, the King, and an Electoral 

College consisting of members from local level committees. The King, as 

Head of State, appoints the majority leader of the House of Representatives 

as the Prime Minister, who leads the affairs of the country with the help of 

council of ministers that s/he forms. 

Administratively, the country is divided into five development regions, 

fourteen zones and seventy-five districts. The districts are the main units of 

local governance, with the structure comprising the Village Development 

Committees (VDCs) with a Chairperson and Vice-Chairperson and members 

consisting of representatives elected from various wards, and the District 

Development Committees (DDCs) elected indirectly by them. The urban areas 

elect their own Mayors who lead municipalities that have similar structures. 

Efforts directed at greater decentralisation have primarily sought to strengthen 

the government machinery at the district level. The Regulations of the Local 

Self-Governance Act of 1999 have now been signed into effect, making it 

possible for elected local bodies to raise revenue, enter into collaborative 

ventures with the private sector, adjudicate and, generally, effect development 

in a decentralized, sectoral fashion. 

Nepal completed a decade of democratic exercise in 2000. The five 

years prior to the 1999 elections saw several coalition governments formed, 

none of which lasted longer than 18 months. As a consequence, key 

development-related decisions were delayed and implementation was either 
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rushed or uncertain. The May 1999 general elections to parliament, the third in 

the decade of the 1990s, brought to power a majority government, of the 

Nepali Congress Party. 

The most serious internal political problem faced by Nepal's governments 

since the restoration of parliamentary democracy in 1990 has been the armed 

Maoist insurgency. Although the present number of armed Maoist insurgents 

may be less than ten thousand, they did succeed in disrupting life both in rural 

and urban parts of the country with acts of violence. Thus far, their acts of 

violence have been directed only at Nepalese citizens, although some INGO 

development projects have also been vandalized. There were no incidents 

involving foreigners reported, although the government has cautioned foreign 

missions to be alert. Furthermore, any efforts to resolve the problem by any 

government in power during the past five years failed. 

In the evening on June 1, 2001, a very tragic incident occurred that may 

have a profound impact on the already fragile political situation in Nepal. A 

routine weekly dinner party of the royal clan in the palace turned suddenly into 

a bloody carnage that left the King, his Queen, two of his children, his brother, 

three sisters, a brother-in-law and a son-in-law dead or dying. Although there 

were many versions of the shooting circulating in Kathmandu by informants 

who requested to remain anonymous, hardly any presented the true facts. It 

has also not been confirmed just how many people attended the dinner party, 

only that fourteen people were either killed or seriously injured in the shooting 

including Prince Dipendra, who allegedly committed suicide. The new King 

formed a three-member probe panel that included the leader of the main 

opposition in parliament to investigate the palace shooting and present its full 

report within three days. Probe panel prepared the report but the report also 

seems to have generated some doubts about the validity of the findings. 

On November 2001, the Maoists unleashed well-coordinated mayhem in 

more than twenty districts that has claimed hundreds of lives. Consequently, 

the government declared a state of emergency on November 26, 2001, The 

King also approved mobilization of the army and promulgated an ordinance 
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declaring the cadres of CPN (Maoist) as terrorists. First state emergency 

finished after 6 month and second phase emergency started again. 

In a surprise move, on October 4, the King dismissed the Deuba 

government and assumed all executive powers in accordance with Article 127 

of the constitution and appointed a new government headed by Lokendra B. 

Chand, a politicians from the Panchayat era and one of leaders of NDP party. 

With the general elections to be held at some not too distant future date, 

everyone is aware that elections cannot be held unless the Maoist insurgency 

has been resolved. The Maoist leadership again stated that they are ready to 

engage in a dialogue. The government is also under pressure from all quarters 

to immediately seek solution to the insurgency, although it has been rather 

slow in establishing a contact with the insurgents. There is still no indication of 

any direct contact with Maoists, nor has any planned agenda for talks been 

made public. The PM stated that the government intends to form a "cell" that 

would conduct the negotiations with the Maoists. The government even seems 

to be receptive to the Maoist precondition of holding elections into a constituent 

assembly. 

Although the Chang government has been in office for two months now 

(until end of December 2002), any peace negotiations with the Maoist rebels 

remain an elusive goal. It seems that the press statement issued by the Maoist 

leadership that they are ready to resume the talks is not being recognized by 

the government as a genuine peace offer. According to a statement made by 

the Home Minister, the government would respond to a peace offer made 

directly to the government. Subsequently, Prachanda, the senior most Maoist 

leader, sent a signed fax to the media repeating their offer to resume the peace 

talks. He also stated that his party formed a high level negotiating team. The 

response from the government side was they first want to verify the authenticity 

of the statement. In spite of the urgency to deal with the insurgency, the 

government's actions toward this end are proceeding at a snail's pace. As a 

minimum condition, they want a roundtable discussions involving the King, the 

government and all political parties. Other conditions are the formation of an 

all-party government and elections into a constituent assembly. Prachanda 
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also pledged to refrain from attacks on development infrastructures and killings 

of political activists. 

On October 31 2002, the army issued statistical data on the casualties 

since the start of the insurgency almost seven years ago. So far, the 

insurgency has claimed the lives of 6,011 Maoist rebels, 873 civilian 

policemen, 773 civilians, 97 armed policemen and 219 army personnel, since 

its inception in February 1996, according to figures made available by the 

Home Ministry and the Royal Nepal Army. Of the total of 7,073 people killed 

since February 1996, 4,366 were killed since the declaration of the emergency 

in November 2001. 

1.5. Culture and Religion 

Nepal is a unique country, rich in heritage. Although a small and poor 

country, it is noted for its glorious history and diverse ethnic communities. 

Despite various races, castes and creeds a religious harmony has existed 

among the people of the Nepal, constituting a solid national unity base. If we 

look into Nepal's 'proud history' we note that the Gopa/as were the first rulers 

and they brought forth the light of 'Lingam' of the famous Hindu temple 

Pashupatinath. They were followed by the Kirats and the Lichhavis. During the 

Lichhavis dynasty both Hinduism and Buddhism flourished in the country 

under the benign patronage of the kings. For the common people Sanskrit 

became the language and there was an advent of deity worshipping by the 

people. After the Lichhavis till the rise of Mallas there were multifarious 

activities on the social, cultural and religious fronts. It was because of the 

competitive spirit of the Malia rulers of the Kathmandu Valley that innumerable 

temples, stupas and monasteries along with the palace and squares were 

erected. 

Religion has played a very promising role in shaping the destiny of the 

Nepalese. Hindu is the major religion of Nepal. The King should be of Hindu 

origin. Pashupatinath is worshipped as the national Go and 86.5 percent of the 

total population of Nepal are Hindu followers. There are many famous temples 

spread all around the country such as Guheswari, hidrayani, Mahakal, 

Shankata, Dakshinkali, BbadrakaIi, Barahi of the goddess De vi; and 
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Jalabinayak, Asohkbinayak, Suryabinayak the temples of the god Ganesh. At 

Lumbini a temple is sited at the place where the god Gautam Buddha was 

born, and has considerable religious significance among the Buddhist 

community. Ashok Monument, Temple of Maya De vi, and its gardens are 

significant from the religious and tourism point of view. 

Muslims are 3.5 percent of the total population of the country and most 

of them are concentrated in the mid and western Terai districts, like Bara, 

Parsa, Banke etc. A few of than are also settled in Sunsari and Morang 

Districts. There are two Musjids in Kathmandu and 1.7 percent of the total 

population follow Christian religion. 

Nepal is appropriately called the 'Land of Festivals' because not even a 

week passes without festivals taking place in some part of the kingdom. 

Whether of local or national character, most of them are associated with one 

or the other divinities, sacred either to Hindu or Buddhist theology or 

mythology. The people of Nepal deem the festivals as their rich heritage and 

celebrate them in the spirit of solemnity and gaiety. 

1.6. Ethnic Groups and languages 

Many ethnic groups inhabit the different parts of the country. Broadly 

these groups can be classified into two major classes (i) Tibeto-Nepalese race 

(ii) Indo~Nepalese race. Tibeto-Nepalese Race can be further classified into 

Tibetan Group and Ancient Nepalese Group. The Tibetan group consists 

Bhotes, Sherpas and Thakalli. But the ancient Nepalese groups consist of 

Newars, Tamangs, Magars, Gurungs and Sunuwars, Rais, Limbus, Budhas, 

Rukhas, and Tharus who are classified in the same group. The Tibetan groups 

live in the high mountain part of the country. Some of them have migrated into 

Middle Mountain and city centres for economic reasons. The ancient Nepalese 

groups live all around the country. Newars are mostly found in the city centres 

and villages of the mid mountains. Tamangs are found in eastern and central 

mid mountain. Magars are found in Chure and mid-mountains of western and 

mid western development regions of the country. Similarly Tharus are found in 

mid~western, western and eastern Terai. 
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Indo-Nepalese racial groups can be classified into two groups: 

Nepalese Group and Indian Group. Nepalese Groups consist of Brahamins, 

Chetries, Khas and Thakuries, as well as Terains, Gharhwals and Kumaus. 

Within the Indo-Nepalese race Brahamins and Kshetrias are found all over the 

country. But their largest number is found in mid-mountains of the country. 

Terrains are mostly found in Terain Kumaus and Gharwals are found mostly in 

the far west of Nepal (CBS, 1991). 

Many different languages are spoken in Nepal with various ethnic tribes 

having various languages. But Nepali is the main language spoken and written 

all over the country. Regarding other languages, according to the 1991 

census, Maithili is spoken by 11.8% of the Nepalese people as their mother 

tongue. 7.5% of the Nepalese people speak Bhojpuri; and Tamang Language 

is spoken by 4.9% of the Nepalese people. Tharu language is spoken by only 

1 %, and Newari is spoken by 3.7% of the Nepalese people who are scattered 

in all the zones. 2.3% of the people speak Magar language. Likewise, 2.4% of 

the total population of Nepal speak Rai and Kirati language and Limbu 

language is also spoken by the majority people of the eastern hill and 

mountain region of Nepal. According to the linguistic composition there is vast 

diversity. Most of the literature and cultural books and local technical books 

are written in Nepali. It is spoken by 50.3% of the people as their mother 

tongue. 

1.7. Economy 

Despite of the immense amount of development grants and loans that 

have been pumped into the country, the kingdom of Nepal is still one of the 

poorest in the world. The GNP is only some $220 per capita (World Bank, 

2002) and more then 70% people live below the poverty line. Nepal is an 

agricultural economy, with 94% of the population engaged in agriculture 

(UNDP, 1998a). Only about 10% live in urban areas (UNDP, 1998a). The 

average level of income is one of the lowest in the world. Incomes are 

unevenly distributed across the regional and social groups and urban income 

is more than double that in the rural areas. The average rate of growth of per 

capita income in the 1990s has been 2.9 percent per year (lower than in other 
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SE Asian economies), attributable entirely to relatively rapid growth in the non

agricultural sectors (UNDP, 1998a). The agricultural sector recorded a negative 

growth rate in per capita term. Income growth, thus, was narrowly based, had 

a low employment intensity and helped to intensify a pattern of uneven income 

distribution across sectors, regions and households. Low rate of income 

growth, skewed income distribution, and deteriorating terms of trade of the 

agricultural sector vis-a.-vis other sectors have intensified poverty. 

The low level of household income has resulted in a high ratio of 

consumption to the level of income. In addition, the consumption income ratio 

has been increasing (from 84 percent in the late 1970s to 90 percent in the 

1990s). Nonetheless, household income is often inadequate to meet even 

basic needs. Food expenditure alone accounts for 62 percent of household 

income in the rural areas and approximately 50 percent in the urban areas. 

Clothing expenditures, particularly in urban areas, consume a significant 

proportion of household income. Expenditures on education, health and other 

necessities, therefore, are far from adequate. 

Access to credit is highly limited. The informal financial market, with 

diverse and exorbitant rates of interest, is the sole source of credit for four

fifths of the rural borrower households. Despite a large expansion of financial 

institutions and products due to the establishment of joint-venture banks, the 

financial system remains decidedly lopsided in favour of urban centres and 

larger borrowers. The recent expansion of credit-based NGOs has been able 

to mitigate this shortcoming only to a small extent. Women, because few of 

them own and control assets, have minimal access to credit. Traditional, 

collateral-based lending and the increasing trend toward commercial banking 

is depriving the small, marginal and landless households of institutional 

borrowing opportunities. Government-owned/controlled banks have almost 

stopped opening new branches. The centralisation of economic opportunities 

in urban centres is further inducing flow of resources from the rural areas to 

the urban centres. 

The number of absolutely poor persons has nearly doubled in the past 

20 years, approaching the 9 million, 45 percent of the total population in 1996 
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(UNDP, 1998a). The growing incidence of poverty is the outcome of an 

economic process which is both growing very slowly and being distributed 

unevenly. Highly limited access to productive resources, high level of 

underemployment and/or unemployment, low wage rates and indebtedness of 

the poorer strata, among others, are exacerbating poverty. 

The incidence of poverty varies across various caste/ethnic groups, 

place of residence, occupation, sector of employment, education, source of 

income, family size, etc. The relative incidence of poverty in the rural areas is 

2.6 times higher than in the urban areas. The illiterate are much more prone to 

be poor than the literate. Households with agricultural workers are more prone 

to poverty. In particular, agriculture wage workers are likely to be poor. 

Households exclusively or largely dependent on agriculture income are closer 

to poverty than those who rely on other sources of income. 

Despite an initial and small-scale spurt of economic growth following 

the adoption of liberal economic policy, poverty has been worsening due to 

deterioration in real wage rates, withdrawal of subsidies, retrenchment of civil 

seNants, wage freeze, deregulation of administered prices and upward 

revision in the prices of the goods and seNices generated by public 

enterprises. 

1.8. Human Development 

The Human Development Report 1999, published by UNDP, places 

Nepal at the 144th position among 174 countries in its Human Development 

Index (HOI). A composite measure of life expectancy, literacy and income 

required for a decent living standard, Nepal's HOI stands at 0.378, against a 

maximum attainable value of 1. As reflected in Nepal's Human Development 

Report for 1998, the level of human development attainment varies widely 

across regions: human development in Kathmandu is, for example, four times 

that of Mugu, the most deprived district (UNDP, 1999b). 

There are, however, other indicators of human development that are 

encouraging. With an increasing number of citizens and civic groups active in 

diverse fields, the intensity of popular participation has increased substantially 
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after the restoration of democracy in 1990. Civil society continues to flourish in 

a supportive environment characterized by a free press, increased connectivity 

to NGO networks, and greater access to government and donor resources. In 

addition, the periodic national and local elections have routinely marked a high 

turn out of voters, demonstrating confidence in the democratic process. 

In Nepal, the delivery of basic social services as a way to eradicate 

absolute poverty will remain the priority for the foreseeable future. In particular, 

regional imbalances in development priorities and assistance by government 

and donor alike call attention to the need to prioritise and balance policies and 

investment efforts in favour of poverty reduction in remote districts. There is a 

strong case to be made for forging a partnership between government, 

donors, and local communities because of the special concern with equity and 

the relatively high marginal cost of achieving full coverage for the most 

vulnerable and unreachable groups of more distant districts. 

1.9. Educational Status 

The literacy rate has been increasing very slowly in Nepal. The current 

national literacy ratio is 40 percent. But women, many castes, ethnic and 

regional groups and the poor have a much lower literacy ratio. For some 

groups the ratio is as low as 10 percent. Only about 72 percent of the 2.7 

million 6-10-year-old children are enrolled in school (1995 figures). Two-thirds 

of those not enrolled in primary schools at this age group were girls. Gross 

enrolment in primary schools, however, nearly doubled from 1.75 million in 

1984 to 3.26 million in 1995. Physical access to primary schools has 

improved greatly in the last decade (UNDP, 1998a). Rates of repetition and 

drop-out are very high even at the primary level. Only 10 percent of all the 

children enrolled in grade one complete primary school (i.e., grade five) 

without repeating any grade. Low enrolment and high failure and drop-out 

rates are generally attributed to household work burden of children, irregularity 

of school operation, income poverty, physical distance to schools, caste and 

ethnic discrimination, neglect of mother-tongue in schools, presence of under

age students and low perceived relevance of education among parents. 

Although the primary education is free for all there are other hidden cost on it 
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Non-formal education programmes have contributed significantly to the 

promotion of literacy. Some non-formal programmes focussed on out-of

school children enable such children to join school at upper primary grades. 

Non-formal programmes focussed on adults are reported to have imparted 

literacy skills to 0.93 million persons between 1992 and 1997. While access to 

lower secondary (grades 6-8) and secondary (grades 9-10) levels are 

expanding, the net (appropriate-age) enrolment rates at these levels are low at 

26 percent and 16 percent, respectively. In addition, gender discrimination in 

enrolment at these levels is high: for every 10 girls enrolled, the number of 

boys enrolled is 16 at the lower secondary level and 18 at the secondary level. 

There is little gender variation in repetition and drop-out rates; however, higher 

secondary education (grades 11-12) is a recent innovation. Access to 

vocational schooling remains highly limited. Access to tertiary, i.e., post

school, education is limited as well. In 1991, only 0.83 percent of the total 

population had acquired a Bachelor's degree. Among all the college 

graduates, only 18 percent were women (UNDP, 1998a). 

Despite announced policies, public school education is not totally free. 

Almost all schools charge one-time, non-tuition annual fees. Access to free 

textbook is lim ited to girl students at the primary level and to the small body of 

(all) primary school children in the designated "remote areas". A significant, 

although not an overwhelming, proportion of parents is discouraged from 

sending their children to schools because they are unable to pay these costs. 

Much improvement needs to be made in the overall quality of public 

investments in education. On the other hand, while the total educational 

expenditure and state support to education have increased gradually in the 

last half-decade (from an average of 2 percent of GOP and 10 percent of the 

annual public expenditure during 1975-1990 to an average of 2.6 percent and 

13.2 percent, respectively, during 1992-1997), such levels of expenditure are 

far from adequate. 

During the last 15 years or so, private, commercially organised 

educational institutions have made rapid gains due to the above~mentioned 

deficiencies of the public school system, rise of income and decrease in the 

level of fertility among urban households and the anticipation that return from 
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educational investments might be higher than those from productive physical 

assets. While the quality of commercially organised schools, in general, is 

noted to be better than that in publicly organised schools, the highly expensive 

nature of such schools means that private education cannot be a substitute for 

public education for the vast majority of the households. (Private primary 

schooling, for example, is 13 times as expensive as public primary schooling.) 

2. Health Status and Health Services in Nepal 

2.1. Ufe expectancy 

In 2000, the average life expectancy at birth in the country, estimated at 

57 years, was very low (WHO, 2001). This fundamental deprivation involved in 

the capability of surviving is attributable to limited access to health facilities 

and services, very low level and quality of nutrition and acute problems of 

sanitation. It is also attributable to the low effectiveness of health-related 

institutional structures. Efforts have also been unsuccessful at enhancing local 

stockholding in the promotion of health. At a more systemic level, high 

deprivation in relation to survival is linked to low rates of literacy and 

education, high underemployment, low income and widespread poverty and 

exclusion from political and social participation, particularly of women, 

members of the low caste groups and residents of the mountain region. 

Women in Nepal, on the average, have a life span, which is shorter by 

about two years compared to men. This pattern, in addition, has remained 

stable at least for the last 45 years. In contrast to such a pattern, globally, 

women live considerably longer than men. Lower life expectancy among 

women in Nepal is a stark indicator of the human developmental deprivations 

women encounter here during their lives. Such a deprivation is intimately 

related to higher childhood mortality rate (compared to male children), a very 

high maternal mortality rate and educational, economic, political and cultural 

exclusion. Life expectancy also differs significantly by place of residence. 

Residents of the mountain region, on the average, die 7 years earlier than the 

residents of the Tarai. Similarly, life expectancy among the rural residents is 

lower by nearly 10 years compared to that in the urban areas (UNDP, 1998a). 

258 



2.2. Morbidity 

Available information indicates that morbidity levels are high. However, 

information on causes of morbidity is sparse. Gautam and Shrestha (1994) 

argue that most health problems can be attributed to insufficient food intake, 

early marriage and early-age child bearing, poor housing, lack of access to 

safe drinking water, insufficient sanitary facilities, outdoor and indoor air 

pollution, abuse of alcohol, tobacco and drugs, natural disasters, insufficient 

provision of health services, and socio-economic deprivation. These conditions 

give rise to distinct patterns of morbidity, which, in turn, have definite 

consequences in terms of mortality. 

Early and universal marriage has traditionally been common in Nepalese 

culture, although the practice of delayed marriage appears to be on the 

increase. In 1961 nearly 75 percent of young women aged 15-19 years were 

married; this figure declined to just under 50 percent by 1991, and most recent 

figures from the 1996 Nepal Family Health Survey (NFHS) show 44 percent of 

15-19 year old women to be married (Mehta, 1998; Khanal, 1999). Among 

young women who are married, early onset of childbearing is common. Most 

recent figures from NFHS indicate that, by the age of 19, 31 percent of women 

have one child and a further 12 percent two or more. 

Data on morbidity compiled from cases reported in public health 

institutions (sub-health posts, health posts, and primary health centres and 

district, regional and central hospitals) are far from complete. Nonetheless, 

they provide a simpler, even if tentative and less than definitive, indication of 

the scale and the leading causes of morbidity. 

2.3. Disability 

Data on disabled persons are sparse. The disability rates reported are 

contentious as well. A disability rate of 10 percent (of the total population) is 

often regarded as the global "norm". But it should be taken as a sharp 

indicator of governmental apathy towards the disabled that the censuses fail to 

report even the total number of disabled persons in the country and, instead, 

provide information on disability only when reporting the "economic activity" 
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rate. That is, disability, in the censuses, acquires salience only on account of 

the economic inactivity it presumably signifies. The censuses, as such, report 

disability rates only for those 10 years age and older. In addition, disability is 

apparently highly under-enumerated. The censuses of 1971, 1981 and 1991, 

put the proportion of the physically and mentally disabled population aged 10 

years and over at 1.1 percent, 1.5 percent and 1.3 percent, respectively. On 

the other hand, various organisations struggling for the rights of the disabled 

have put forward much higher estimates of disability, sometimes well above 

the global "norm" (UNDP, 1998a). 

A survey on disability among children up to six years of age, which 

utilised parental reports on the disability of their children (NPC/UNICEF, 

1997b), found that 2 percent of the children had hearing difficulty. The survey 

also found that 0.7 percent had difficulty seeing at night. 2 percent up to 3 

years of age suffered from physical disability and another 0.2 percent suffered 

from mental disabilities. 

While there are sufficient grounds to believe that the censuses 

significantly under-enumerate the disabled, it is probably unfair to define 

disability solely on medical grounds. Disability (and, more generally, health 

and illness as such) and, more importantly, disability-led deprivation are 

culturally - and economically and politically - constructed as well. In particular, 

the fact that the scale of self-employment in the country is high (and the scale 

of wage employment low) leads to a considerable muting of the extent of 

deprivation due to partial disability. 

2.4. Maternal Mortality 

Maternal mortality is one of the key indicators of the status of 

reproductive health care service delivery and utilisation, and also of women's 

overall status in the society. The maternal mortality rate in the country, at 850 

per 100,000 women aged 15-49 years, however, is one of the highest in the 

world (WHO, 1999). This estimate suggests that 27 percent of all deaths of 

women aged 15-49 years are attributable to childbirth complications. The 

maternal mortality ratio, which, on the other hand, indicates the extent of 

obstetric risks associated with live births, is estimated to be 539 per 100,000 
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live births (for the same period). The level of maternal mortality in the country, 

thus, is one of the highest in the world, proximately linked, among others, to 

the low level of access to antenatal, delivery and postnatal care. Over 90 

percent of births in the country take place at home and without professional 

assistance. 

Although recent data are unavailable, it can be assumed from previous 

data that the nutritional status of most rural Nepali women of childbearing age 

is extremely low. While in some communities, pregnant women are known to 

consume special food such as chicken, especially if their families are relatively 

wealthy, in general women are not acknowledged to have special dietary 

needs during pregnancy. Studies have shown a widespread lack of sufficient 

protein, vitamin A, iron and iodine in the diets of rural women (New Era, 1994). 

Micro-level studies have shown that rural Nepali women work an 

average of 14 to 16 hours per day, and there are indications that women's 

workload remains relatively the same during pregnancy (HMG/JICA, 1995). 

Women often do not achieve the expected weight gain during pregnancy, due 

to continued workload and primarily to lack of calories and protein, and proper 

recovery of the mother and healthy development of the foetus are not always 

ensured. Lack of iodine in the mother's diet can lead to still births, mental 

retardation, hearing impairment and cretinism in the child, and is a major 

contribution to childhood disability in Nepal. 

Nutritional anaemia is one of the major contributors to the high maternal 

mortality rate in Nepal. It is well documented in studies carried out in other 

countries that nutritional anaemia is associated with severe health risks for the 

infant, including intrauterine growth retardation, stillbirth, premature birth and 

low birth weight. For cultural and economic reasons, many Nepali women eat 

little meat and green leafy vegetables, which makes it difficult to obtain iron 

through diet alone. Iron deficiency anaemia is a widespread and neglected 

problem among women and children in Nepal. Although nutritional anaemia is 

common, especially among pregnant women, there are no national-level 

studies, which give a definitive picture of the problem. According to the Joint 

Nutrition Support Programme survey of 1986, prevalence rates of anaemia 
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ranged from 71 percent in Sindhupalchowk District (in the hills) to 95 percent 

in Nawalparasi District (in the Terai) among mothers of children six to 36 

months (JNSP, 1986 cited from UNICEF, 1996a). A study conducted in 1987 

reported that the prevalence of anaemia is about 68 percent among non~ 

pregnant women in the middle hills (Melville, 1987). 

The high maternal and infant mortality rates of Nepal are a product of 

the low availability and utilisation of health services, the poor health a 

nutritional status of expecting mothers, inadequate birthing practices and 

early, closely spaced and repeated pregnancies. Women's poor nourishment 

and frequent pregnancies result in physical depletion, birth complications and 

delivery of low birth weight babies with low chances of survival. 

2.5. Infant Health and Infant Mortality 

The infant mortality rate is widely and legitimately regarded as a key 

indicator of the level of public health achievements as well as general socio

economic development. More importantly, however, it is a fundamental 

indicator of human deprivation in as much as it signifies, to a large extent, an 

avoidable end of human life itself. Nation-wide data on infant mortality is 

inconsistent, due to inadequacy of reporting and the absence of a formal 

system of birth and death registration. In particular, census data generally 

show a significantly higher rate of mortality among the female infants than 

among the male. 

Infant mortality rate in the country, at 98 per 1,000 live births, is very 

high (WHO, 1999). Nearly one child in every ten dies before reaching the age 

of one. Contrary to expectations, however, male infant mortality rate is slightly 

higher than the female rate. The NPC/UNICEF (1996) findings, which report 

that there is no gender difference among children 6-36 months of age in 

relation to nutrition, also lend credence to these infant mortality figures, 

Infant mortality, however, varies substantially by region. Infants in the 

rural areas are exposed 1.6 times more to risk of death compared to infants in 

the urban areas. 
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Similarly, infants in the mountain region are two times as likely to die as 

infants in other ecosystem regions. Furthermore, infants in the mid-western 

and far western regions have a very high mortality rate compared to others. 

On the other hand, many more infants now enjoy an opportunity to survive 

than in the past (UNDP, 1998a). Urban IMRs are consistently lower than rural 

figures because women in urban communities generally have better access to 

health facilities, greater awareness and use of perinatal health services, and 

more income with which to utilise those services. 

The Nepal Family Planning, Fertility and Health Survey has shown the 

effect of socio-economic variables, including education, hygiene, 

environmental sanitation and place of residence on infant mortality (MOH, 

1993). Educational level of mother, correlated with other factors of low socio

economic status especially health awareness and women's workload, is a 

significant indicator of potential infant health. The difference in average IMR 

between mothers having no education and having some education is about 

three-fold (39 compared to 103). Combining socio-economic variables, it is 

seen that children living in mountain areas, with mothers aged less than 20 

years and having no education, stand the highest chance of dying before they 

reach their first birthday. 

The poor nutritional status of pregnant women results in a high 

incidence of low birth weight (LBW) deliveries, infants who are more 

susceptible to illness, particularly acute respiratory infections (ARI). The 

average incidence of low birth weight deliveries is less than 10 percent in most 

developed countries. Data in Nepal on low birth weight are based on small 

samples and are variable. The main causes of death during the perinatal and 

neonatal periods are congenital abnormalities, prematurity, birth injuries, 

neonatal tetanus and low birth weight. The Nepali child still benefits from the 

almost universal practice of breastfeeding. The 1995 NMIS reports that 

approximately 90 percent of Nepali women are still breastfeeding at 18 months 

and at least half of the women in Nepal continue to breastfeed to the child's 

third year (HMG/ NPC/UNICEF, 1995). The mean duration is about 30 months 

(HMG/ NPC/UNICEF, 1995). 
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2.6. Family planning, fertility and contraception 

The Family Planning Association of Nepal, a non-governmental 

organisation, introduced the family planning programme for the first time in 

1959 when family planning services and information on contraception became 

available in Kathmandu. Public sector intervention in family planning were 

introduced in 1968 (Pant and Acharya, 1988) with the formation of a Family 

Planning and Maternal Child Health Board. Its implementing body, the Family 

Planning and Maternal Child Health Project, was instituted under this board. 

The Family Health Division, which is the eventual successor of the project, 

carries out various family health services in all districts of the country. Private 

and NGO sector initiatives have also played a key role in assuring access to 

family planning. Despite these efforts, and despite the professed desire of 

most mothers to limit the number of children, Total fertility rate (TFR) remained 

constant at around six during 1961-1986 (CBS, 1987; MOH, 1987). That figure 

declined marginally to 5.8 in 1991 (MOH, 1992, 1996a) and more rapidly, to 

4.5, in 1996 (MOH, 1996a). 

Access to knowledge on contraceptive methods, modes of procurement 

and use has increased sharply within the last two decades, however. The 

percentage of currently married women aware of at least one method of family 

planning as well as its accessibility increased from 6 percent in 1976 to 33 in 

1986 and 56 percent in 1996. 

2.7. Reproductive health and safe mother-hood 

The reproductive process, however, remains a serious health hazard 

for women in Nepal. As already noted, the maternal mortality ratio is extremely 

high. Such a ratio can be linked to a number of social and health-related 

features. Approximately 44 percent of all women are married by age 19 and 42 

percent of all married women give birth to a child by that late teen age. 

Approximately two-thirds of all pregnant women are anaemic. An 

overwhelming proportion of women does not have access to professional 

health facilities and services during childbirth. While this is undoubtedly 

beneficial for the child, many mothers remain deprived from adequate 

nutritional and other support during this period. Data for 1991 and 1996 show 
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that the extent of deprivation among mothers has increased with respect to the 

incidence of early childbirth and anaemia. More mothers, however, been able 

to access immunisation against tetanus and to receive semi-professional 

support during childbirth. 

Access to professional or semi-professional antenatal care has 

improved a great deal between 1991 and 2001 (MOH, 2001). Increase in such 

access has been pronounced for women in the Tarai. While far more women 

in the urban areas enjoy such access than women in the rural areas, the trend 

shows that such care is increasingly available in the rural areas as well. Yet, 

nine out of 10 deliveries occur at home. Even in the urban areas, the majority 

of women give birth at home. Most births continue to be assisted by friends 

and relatives. Indeed, 11 percent of all births are totally unassisted and 

present great risk for both the mother and the child. Only 13 percent of all 

mothers have access to professional post-natal care. Another 24 percent 

access post-natal care from traditional birth attendants with varying levels of 

skills (MOH, 1996a). 

Recently, a more organised safe-motherhood programme has been 

initiated in the public sector. In its first phase, it is being implemented in 10 

districts. The programme, among others, seeks to strengthen community

based maternal health services and the referral system, to standardise 

maternity care practices and to upgrade the quality of maternity care in 

institutions. The main foci of the Safe Motherhood Programme are to improve 

the quality of maternal care services, including family planning services, at all 

levels of the health care delivery system and in the community, and to provide 

women with knowledge about maternal health and nutrition, including hygienic 

birthing practices, perinatal maternal nutrition, and breastfeeding. 

Accompanying the programme, a number of legislative and regulative 

activities have taken place. 

2.8. Immunisation 

Neonatal tetanus, pertusis, measles, acute respiratory tract infection, 

polio, tuberculosis and diarrhoea are the major killers of children in most of the 

developing world. They are also the major causes of morbidity and disability" 
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In Nepal, the expanded programme for immunisation, which has been 

internationally organised as a major initiative against these diseases, was 

started in 1977. At its initial stage, it covered only three districts with one 

antigen. In addition, the coverage of immunisation until 1985 was limited to a 

small proportion of eligible children, often only those who lived in district 

headquarters or close to health institutions (UNICEF, 1992a). By 1989, 

however, it was implemented, with six antigens, in all districts. By 1990, 

according to the data generated by the government, more than 90 percent of 

the children below one year of age were immunised against tuberculosis. The 

coverage rate for DPT3 and OPV3 was 78 percent while, for measles, it was 

67 percent. Evidence from MOH (1996a), however, indicates that the high 

immunisation rates reported may have been inflated. 

Relatively independent data sources, accordingly, report a much lower 

immunisation rate for the more recent years. The 1995 NMIS (NPC/UNICEF, 

1996) study indicates that BCG coverage for children under 12 months was 

only 72 percent. Access to DPT and OPV was limited to 50 percent of the 

children. Only 47 percent of all eligible children had access to immunisation 

against measles. Furthermore, another set of 1996 data (CBS, 1997a) shows 

that only 36 percent of all children under five years were fully immunised. 

Children in the rural areas and the mountain region are particularly deprived 

from immunisation (MOH 1996a). For 1995, the WHO ranked Nepal as one of 

the 12 countries, which accounted for 80 percent of the global estimated 

neonatal deaths from tetanus. In addition, the WHO has classified 21 of the 75 

districts as high-risk areas. 

The rates reported on immunisation inflated their impact in another 

extremely worrisome way as well. The efficacy rates of vaccines under field 

conditions are generally found to be very low. Illustratively, the protection that 

measles vaccine provides has been estimated at only 22 percent 

(NPC/UNICEF 1996). That is, only one out of five children vaccinated against 

measles is likely to be fully protected against it. Failure to maintain the cold 

chain, which is extremely important in keeping the vaccine potent, is the main 

reason underlying such a low efficacy rate. 
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Access to immunisation against TT, among women aged 15-49 years, 

also remains very poor. In 1996, only 19 percent of the women in this 

reproductive age category had access to more than one dose of the TT 

vaccine (MOH, 1996a). 

Vital activities to ensure safe motherhood also fall within the purview of 

other sectors. These include, among others, hygiene and sanitation 

awareness, parenting education, control of micronutrient deficiencies, and 

reduction of women's workload (refer to the chapters Protection and Care, 

Preparation for Life, and Family and Environmental Conditions). Antenatal 

health care has traditionally not been practised in Nepal. Pregnancy is usually 

diagnosed symptomatically by the woman herself. Nepali women are shy 

about discussing pregnancy and it becomes known to outsiders only when 

there are visible signs. Due to cultural modesty, women are reluctant to seek 

antenatal care, especially from male health workers (Simkhada, 1999). 

2.10. Access to food and nutrition 

Nutritional status is determined by various factors operating at various 

levels. At the individual and household level, availability of food items, their 

processing, timing of intake and intra-household food distribution regimes can 

impact on nutritional status. Access to productive resources (principally 

agricultural land), work and employment and income can also crucially impact 

on household nutritional status. Mechanisms of redistribution and general 

prosperity among the kin and in the community can also affect nutritional 

status significantly. At the macro level, nutritional status remains crucially 

linked to overall food production, marketing (including import and export) and 

non-market support to food security provided by the state. Low 

man/agricultural land ratio, skewed land and income distribution, widespread 

poverty rapid population growth, poor performance of the agricultural sector 

and the overall employment market and irresponsive political structures have 

all contributed to making Nepal a food-insecure region - notwithstanding the 

fact that agriculture is the mainstay of its economy. Thus, food security, which 

is defined as a state of affairs where "all people at all times have access to 

safe and nutritious food to maintain a healthy and active life" (FAO, cited in 
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Koirala and Thapa 1997), remains a distant dream for the majority of the 

people. 

Available statistics for 1995 indicate that 55 of the 75 districts have a 

food deficit. As a result, the export of food grains (particularly rice and maize), 

which was the major source of foreign exchange earnings for the country until 

1979, dwindled by the mid-'80s. The country now imports a significant quantity 

of food grains. The scale of food imports, in addition, has been increasing. The 

food and live animals import/export ratio, which was 1.46 for 1986/87, 

increased to 2.75 in 1995/96 (CBS, 1997b). 

The recommended minimum caloric requirement for an adult in the 

country is 2,250 kilocalories per person per day. Adult caloric requirements, 

however, vary by a number of conditions. Among such conditions, only a 

rough regional classification has been made in the country. According to this 

classification, 2,140 kilocalories person/day is recommended for adults in the 

Tarai while the corresponding recommendation for the Hills and the Mountains 

is 2,340 kilocalories. In addition, for both men and women, 2,250 kilocalories 

are recommended. Refined and fully reliable data on actual food intake and 

their calorific values, however, are not available. Information on the distribution 

of food and nutrition across regional, socio-economic, gender and age groups 

is not available either. 

2.11. Access to safe Water and Sanitation 

The status of public health, in addition to the level of access to nutrition 

and health/medical facilities and services, crucially depends upon the level of 

access to safe drinking water and sanitary facilities. Despite continuing 

improvements, however, the level of such access in the country is very low. 

Water, particularly safe drinking water, is a scarce good in many parts 

of the country. Most settlements and households do not have access to piped 

water. In such instances, fetching water from a distant source daily consumes 

considerable time and energy - particularly of girls and women, who generally 

perform this task. The onerous nature of this task implies that households 

make do with as little water as possible. This is particularly true of the hill and 
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mountain regions. The level of per capita consumption of water, therefore, is 

very low. The highly limited use of water, on the other hand, is one of the 

principal causes of a low level of sanitation. 

Furthermore, in areas in which water is more accessible and/or is piped 

to the settlement or to the house, the safety of the water for human 

consumption is problematic. This is particularly true in the urban areas, and 

health workers and the mass media regularly counsel residents to drink only 

boiled water. In urban areas, E. coli counts in drinking water are reported to be 

high and increasing. In addition, it has also been reported that contamination 

of drinking water, including in the rural areas, occurs because of unsanitary 

storage and utilisation mechanisms. 

Access to latrines, however, is extremely low in the rural areas. It is also 

the single most potent source of environmental pollution. The very high 

prevalence rate of diarrhoea and dysentery and other water-borne diseases 

owes principally to the low level of access to latrines. Access to sanitary 

latrines unlike access to drinking water, increased only marginally during 

1991-1996. The MOH data on latrines are fully corroborated by the 1996 

NPC/UNICEF (1997a) data. 

Limited housing space because of large family size and broad-based 

poverty, also leads to a variety of pollutions. Indoor smoke pollution and 

diseases associated with such pollution are endemic, particularly in the 

northern areas with a cold climate where the wood-based hearth is also 

utilised as a living room and the kitchen heat is utilised to heat the homeo 

Communicable diseases find a receptive condition in such settingso The very 

high incidence of skin diseases there, noted earlier, can be linked to such 

housing conditions. The high incidence of tuberculosis, measles, etco can be 

sim ilarly linked as well. 
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APPENDIX 2 

LEGAL STATUS OF WOMEN IN NEPAL 

1. The Constitutional Rights (1990) 

Between 1990-91 Nepal's political structure underwent a fundamental 

change. The Panchayat one party system of government with an absolute 

monarchy as the head of the state gave way to a constitutional monarchy with 

a bicameral parliament, an executive cabinet responsible to the parliament, 

and an independent judiciary. The Constitution guarantees fundamental rights 

to all citizens without discrimination on the basis of ethnicity, caste, religion or 

sex. It also in theory guarantees equal treatment before the law without 

discrimination on the basis of caste, sex and religion and equal pay to men 

and women for similar work. Provision is made for equal rights to all citizens to 

earn, enjoy, sell and transact wealth within the law. The Directive Principles 

include a policy statement for making special arrangements for women in 

education, health facilities and employment. The Constitution specifies those 

political parties contesting elections to the Lower House must have at least 5 

percent women candidates. The Upper House of 60 members must have at 

least 5 percent women. 

With minor exceptions, laws in Nepal gemerally allow only males to 

permanently inherit property. Although widows do inherit the property of their 

husbands and enjoy the right to dispose of it with some restrictions, the 

property passes automatically to male lineage holders after the widow's death. 

A daughter gets an equal share with the son in ancestral property if she 

remains unmarried. The husband is free to dispose of up to 56 percent of the 

joint family property at any time. 

Article, 17 (2) of the Constitution of Nepal (1990) clearly guarantees the 

right of all citizens to acquire, enjoy, dispose of, and deal in any manner with 

their property. However, existing laws fundamentally discriminate against the 

interests of women. For example: 

• It is not mandatory for the father to provide food and clothing to his 

daughter, but only to his son and wife. 

• The son and his wife, but not the daughters are entitled to a share of 

the father's property if he does not provide food and clothing, 
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• A married daughter does not have the right to inheritance as long as 

the son or son's son is alive. 

• Under the Land Reform Act 2021 (B8), tenancy rights are transferable 

to the wife or sons of the tenant after his death, but not to the tenant's 

daughter or widowed daughter-in-law. 

• Article 9(2) of the Constitution identifies a child as a citizen through the 

identification of the father only. 

• A woman requires her father's or husband's written permission to 

apply for a passport. 

It is interesting to note that the principal legal terms used to define women are 

related to marriage and to sexual relations, which are synonymous under 

Nepali law. Women are characterized as "kanya" (virgin), "bihe nagareko" 

(never married), "bihe gareko" (married), "liyaeko" (brought as wife but not 

formally married), "bahira rakheko" (kept secretly outside the home), "chora 

hune" or "chora nahune" (with or without sons), and "vldhva" (widow). By using 

these terms, the legal code assumes that every woman who is not 

incapacitated will at some stage be married and that the principal source of 

rights to property for a woman is found in her status as wife and mother 

(Gilbert, 1992). 

There are only two categories of property over which a woman may 

have independent control. "Daijo", or dowry, consists of property given to a 

woman on the occasion of her marriage by her relatives, friends and 

neighbours. This property is not included in the ancestral property to be 

shared with the husband's family. "Pewa" is any property that a woman owns 

as a direct, legal gift from her husband, father or brothers, or property she has 

earned herself In terms of household decision-making, however, women may 

not have actual control over this property. 

Women's limited property rights constrain their roles as caregivers. 

They are prevented from having autonomy in alternative income generation, 

as they cannot provide collateral for loans and have restricted access to 

capital for investment. 

There are notable exceptions in some of Nepal's ethnic communities, 

whose traditional practices at times 0 contrary to the modern, conservative 
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legal system. Many ethnic communities of Tibeto-Burman origin, such as the 

Newar, Gurung, Tamang, Sherpa, Limbu and Rai, have more egalitarian 

practices regarding women's property rights. In the Sherpa family system, for 

instance, separate and equal property shares are provided to both sons and 

daughters. Among the Tamang, daughters also inherit family property. The 

Newar at one time enjoyed a system of ensuring property rights to daughters, 

although this has been lapsing in favor of the male-oriented modern legal 

system. 

However, two basic discriminatory features of the Nepalese tradition, 

gender discrimination in citizenship and inheritance rights are retained by the 

new structures. The Constitution guarantee equal rights to all citizens but the 

Citizenship Chapter of the Constitution and subsequent Acts discriminate 

against women in not recognising maternal decent for natural citizenship 

rights, an in unequal treatment of foreign spouses of male and female citizens. 

Equal property rights areguaranteed to earn, enjoy and transact wealth within 

the laws, which are discriminatory against women. 

2. The Inheritance System and Women's Command over Resources 

Lack of control over family resources is in part a product of women's 

inability to acquire independent resource bases with which they can exercise 

autonomy and independence. This inability stems from the lack of legal rights, 

especially property rights, allowed women in Nepal. 

According to the National Code, as amended in 1975, a woman shares 

equal rights of inheritance with her husband and her sons in her husband's 

property. She is also an equal co-partner (one who may claim a share) in the 

ancestral property, if her husband is not alive, provided she is at least 30 years 

old and/or has been married for at least 15 years. She is entitled to equal 

inheritance rights with her brothers in her parental household only if she is 

unmarried at the time of partition of the property. The property she gets in the 

marital household is conditional on her remaining faithful to the husband and 

his clan even if he is dead. She looses all rights to his property on marriage to 

another person or divorce. She has no claims on even maintenance after five 

years of divorce. A woman inheriting property in her parental household must 
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return this property to her brothers or their direct male descendants if she 

decides to get married afterwards. A woman has absolute rights only over 

Stridhan. Stridhan is property which originates in the woman's own earnings, 

gifts from her parental household, her husband, his household or from any 

other sources. Her access to sources of income are, also limited by the "family 

law", according to which the husband has the right to decide the place of 

settlement, and the wife has to have her husband's permission to work outside 

the home. Also, a woman can make legal contracts only in connection with her 

Stridhan. These provisions severely limit economic and political options for 

women. Attempts at integrating women in development programmes and 

projects often fail because of these social and economic constraints. 

A constant struggle is being waged by women activists at various levels 

in the last the 5 to 6 years for reforms in inheritance laws so that daughters 

also may inherit in parental property. A new Bill introducing some changes in 

the inheritance rights making women's access to property a little more has 

been approved by the Parliament. The New law removed the age limits for 

women to inherit property both in the natal and afinial households, to ensure 

property rights of divorced women while she is not remarried, to make girls 

eligible for adoption, and to strengthen preventive measures against 

polygamy, child marriages and rape. However, a woman's right to inheritance 

will remain conditional on her marital status. On marriage a daughter will still 

forfeit all her rights to inheritance in the natal household. 

3. Women's personal rights 

Changing attitudes and practices, be they regarding hygiene, care of 

diarrhoea or the education of girl children, are not simply a product of 

communicating information. Changing personal and often tradition-bound 

behaviours requires a process of psychological transformation, a "willingness

to-change" which in Nepali women is constrained by low self-esteem and lack 

of assertiveness. Repeatedly, it has been noted that providing women with 

literacy, peer support, opportunities for self-expression and avenues of 

autonomous action leads to the development of self-confidence, and this in 
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turn leads to increased inclination to receive new ideas and to implement them 

in the home. 

Prevailing practices in Nepali society, both cultural and legal, militate 

against women's psychological "empowerment". Essential life decisions, such 

as marriage, divorce and fertility, are denied even when granted to women by 

law. Women generally have little choice in selecting marriage partners, or in 

choosing when or whether to get married. These decisions are made for them 

by their parents. 

As soon as a girl reaches adolescence, in many communities the family 

will start looking for a groom. In most communities, the marriage of the 

daughter is arranged by the age of 16 and, in some communities, below this. 

Marriage is often feared by girls, and the trauma of marriage is constantly 

referred to during a girl's childhood. According to the 1991 census, the mean 

age at marriage for males at that time was 21.4 years and for females was 

18.1 years. The mean age at marriage for females was 18.9 years in the hills, 

18.6 years in the mountains, and 17 years in the Terai. If marriage trends are 

examined by district, the highest mean age at marriage (23 years) was found 

in Mustang, a northern, primarily Bhotia, area, and the lowest (15.1 years) in 

Kapilvastu, Bara, and Parsa Districts, in the strongly Hindu Terai (CBS, 1991). 

There is a more marked preference for later marriages today compared 

to the 1980s. Another study estimates the current average age at marriage to 

be 20 years for women and 22 years for men (Shrti Shakti 1995). The study 

found that the mean age at marriage in rural areas was 19.3 years for women 

and 21.8 years for men, while in urban areas, both men and women tend to 

delay their marriage, to 20.2 years for women and 23.9 years for men. 

Most Nepali women have little control over how soon they bear children 

and how many children they will have. These decisions (in the absence of 

access to birth control) are often made by the woman's husband and mother

in-law after her marriage. An adolescent could have borne her first child by the 

age of 14 or 15, facing many years of reproductive life, combined with the 

physical burden that many pregnancies can place on a poorly nourished and 

overworked individual. With the birth of her first child, a girl is fully accepted as 

an "adult", although for many years she still may be subject to the authority of 
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her mother-in-law and her husband's family. According to a 1986 study, 40 

percent of women had given birth to one child between the ages of 15 and 19 

(New Era, 1986). 

A woman has the right to divorce. The divorced woman is granted the 

right to claim up to five years of maintenance from the former husband. 

However, a separated or divorced woman has the right to keep her children 

only until they are five years of age. 

4. Laws Against Violence 

Another problem women face is the widespread violence against them, 

in both domestic and community level. This violence may range from a lighter 

"eve teasing" to export for prostitution in the public arena and from mental 

torture to violent beating and rapes within the domestic arena. 

The laws against violence are focused on physical violence and 

trafficking only. Law against trafficking in women and children are described in 

a following chapter. Violence against women in domestic, social and work 

arena is hardly touched by current laws. The only redress available to women 

victims of domestic violence is her share of property in the afin ial household. 

Mental cruelty is completely ignored. Enforcement of laws is lax and legal and 

judicial structures are normally inaccessible to women. The punitive provisions 

of the law on rape are not up to international standards. For example, rape of 

girls below 14 years of age is punishable by imprisonment ranging between 6 

to 10 years, while those of women above 14 the imprisonment may range 

between 3 to 5 years. Additionally, a rape victim is entitled to half of the 

property of the culprit. 

The new Bill discussed above has also provisions to strengthen punitive 

measures against rape. According to these provisions the rape victims are to 

be classified in three categories instead of two, namely those below 10 years 

of age, those between 10 to 16 years and those 16 years and above. 

According to the new provisions victimisers of girls below 10 will face 

imprisonment ranging between 10 to 20 years. Rapists victim ising girls 

between 10 to 16 will be punishable by imprisonment of 7 to 14 years. 
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Punishment for rape of women above 16 has been increased to imprisonment 

of five to 10 years. 

5. The labour laws 

The Constitution of Nepal (1990) guarantees equal pay for men and 

women workers in similar jobs. Working conditions in general are governed by 

Labour Act and the Trade Union Act, both promulgated in 1992, replacing the 

old acts, which placed restrictions on freedom of association. The Labour Act, 

which replaced the 1959 Act, incorporates provisions of job security, minimum 

wages, clean and healthy working environment, security, and welfare 

measures, code of conduct and penalties, consultative and co-operative 

management and labour courts for dispute settlement. The Trade Union Act is 

primarily geared to maintaining industrial peace while at the same time 

protecting the constitutional rights of the workers to organ ise for collective 

bargaining and redress of their legitimate demands according to ILO 

standards. This Act has no gender specific provisions. The Labour Act 

together with the Labour Regulations (1993) formulated under the Act have 

following provisions specifically relevant to women. 

• 52 days of paid pregnancy leave up to two pregnancies, replaceable in 

case of death of either of the previous children. 

• Create child care facilities equipped with necessary toys and staffed with 

trained caretaker for babies and children of the women workers, in cases 

where the factories employ more than 50 women, and necessary breast 

feeding time for women with breast feeding babies. 

• Separate toilet facilities for women and men in factories employing more 

than 50 women. 

• Working hours have been fixed at 48 hours per week or 8 hours per day 

including half hour lunch break. Only 5 hours of continuous work is 

allowed. Overtime work is allowed only for four hours per day, which must 

be paid at 1.5 times the regular rate. 

• Women and underage children may not be generally employed outside 6 

A.M. to 6 P.M. except in cases of special agreements between the 

management and the Workers, and in hotel, travel, tourism and related 
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business. In such cases women must be provided with necessary 

security . 

• Individuals may not generally be required to carry loads larger than their 

own body weight, except in cases of adult male workers carrying pre

packaged loads. Allowable load for girls of 16-18 years of age is 20 kg. 

Boys in the similar age group may carry 25 kg. Adult men and women 

may carry 55 kg and 45 kg respectively. 

Women are entitled to equal pay for similar jobs as stated earlier, but are 

discriminated in practice because they are concentrated in lower paying jobs 

and get hired mostly at piece rates. It is telling that even government fixed 

wage rates is lower for tea estate workers, where women are concentrated. 

6. Migration Law 

Several laws and Orders in Nepal restrict women's options for legal 

international migration: 

• The Foreign Employment Act was enacted in 1985 in response to the 

increasing numbers of Nepalese who were migrating from the country in 

search of employment abroad. It requires licensure of foreign employment 

agencies and specifies which countries can recruit Nepali workers. 

• In 1998, Section 12 of the Foreign Employment Act was amended to 

prohibit the provision of foreign employment to women and minors without 

the permission of the government and their guardians. 

It A Foreign Employment Order issued by the Ministry of Labour further 

limits the overseas travel of women under 35 years of age, unless they are 

accompanied by a relative or can show proof of consent from a guardian. 

• The Passport Order requires women to show permission letters from their 

fathers or husbands, even for travel to India. This was issued despite the 

Open Border Agreement of 1950 that effectively allows citizens of India 

and Nepal to travel freely between the two countries without displaying 

passports or visas. The order is not legally stipulated but is widely 

implemented by immigration authorities, especially in the case of young 

women, single women or women from disadvantaged social groups. 
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7. Interface between HIV/AIDS policy National Plan of Action for 

trafficking 

The National Policy on AIDS and STD Control and the Strategic Plan for 

HIV and AIDS in Nepal, 1997-2001, have been issued by the National Centre 

for AIDS and STD Control of the HMG/N Ministry of Health, Department of 

Health Services. These documents are based on a pro-rights framework, while 

at the same time addressing those factors that render persons more 

vulnerable to HIV/AIDS. Likewise, the Ministry of Women, Children and Social 

Welfare has issued National Plan of Action for Trafficking. Many of the 

features of the anti-trafficking laws and policies are in direct conflict with the 

HIV/AIDS policy in Nepal. This is most striking in the areas of prostitution, 

migration, and care and support. 

7 .1. Prostitution 

The HIV/AIDS Strategic Plan recognises that that the HIV epidemic has 

raised a number of human rights concerns. Those most relevant to trafficking 

are the issues of workplace discrimination and the legal regulation of 

prostitution. Although the Strategic Plan makes no specific recommendations 

for legal reform, it does provide that legal reform be based on non

discrimination in order to produce an "enabling environment." At no point does 

it call for limitation or criminalization of prostitution as a strategy for controlling 

HIV. 

7.2. Migration: 

The HIV/AIDS Strategic Plan explicitly recognises that the population in 

Nepal is "highly mobile," and that both domestic and international mobility 

opens up sexual and other networks, thereby creating conditions for the 

spread of HIV. It recognises that "movement of young people to towns has its 

origin in the poverty and harshness of rural living, " and calls for interventions 

to effectively address the spread of HIV without compromising the right to 

freedom of movement and the right to seek a better standard of living. The 

Strategic Plan bases its interventions on the stated premise that improvement 

of living conditions (including education and primary health care) may reduce 
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internal and external mobility, without making suggestions for the 

implementation of laws to limit migration. 

7.3. Care and Support 

The HIV/AIDS Strategic Plan highlights the need to ensure the 

continuity of employment of HIV-infected persons, to ensure that persons 

living with HIV/AIDS receive medical treatment and access to services without 

discrimination, and that counselling is provided to positive persons as well as 

to their families. Similarly, the National Plan on trafficking calls for counselling 

of the victim, her family and community of origin, legal assistance, use of 

victims as peer educators, and the establishment of a IIsystem for ongoing 

mobilisation and advocating for victim, family, and community, ongoing health 

and counselling programs, and privacy protection. II 

However, the National Plan of Action for trafficking also calls for identifying 

and rescuing sex workers, setting up monitoring systems to IIkeep records of 

the progress of the victims, II and the establishment of "transit homes, /I without 

specific statements to protect against potential rights violations in the 

implementation of such recommendations. 
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APPENDIX 3 

THE ROLE OF NGOS 

1. The rehabilitation, care and support of trafficked women 

During the past decade, both the scale of trafficking in Nepal and public 

awareness about the problem has increased. Various international donor 

agencies have supported anti-trafficking s, which have become a high priority 

issue for many donors. However, there has been very little documentation, 

monitoring, or evaluation of the effectiveness, feasibility or sustainability of 

current intervention approaches. As I mentioned in a previous chapter, existing 

interventions have been reviewed many times as part of broad-brush anti

trafficking strategy development activities, but their individual components have 

rarely been examined in-depth. 

This sub section analyses the different approaches adopted by NGOs, 

particularly by rehabilitation centres to address the problem of trafficking in 

women and girls in Nepal. Intervention approaches were assessed according 

to the conceptual framework outlined in the previous chapter, with attention to 

issues of coverage, feasibility, sustainability, and effectiveness. Intervention 

approaches were assessed both in terms of content (e.g. what kind of anti

trafficking messages or advice were they giving out?) and in terms of process 

(e.g. how was a particular approach implemented?). Activities and efforts to 

prosecute and convict traffickers were not considered focused on in these 

approaches, unless they impacted directly on efforts to rescue individuals. For 

this analysis purpose, interventions are classified into three main categories: 

pre-trafficking, during trafficking and post-trafficking interventions. These three 

level interventions are carried out main Iy by following activities. 

2. Awareness raising activities 

Activities that raise awareness, give advice, and provide social mobilization 

operate with an underlying assumption that information and education leads to 

desired behaviour change. Six NGOs made instructional and educational (IEC) 

materials available for review and two NGOs were observed. Based on 

observation and those materials different issues were identified. 
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In line with the common definition of trafficking, all lEG materials available 

for review equated trafficking with sex work. Many contain gruesome 

descriptions of suffering due to sex work. However, materials from one NGO 

attempt to address this by actively promoting tolerance and acceptance of 

returned trafficked sex workers. Most lEG materials encourage girls to stay in 

their villages, while providing little information on safe migration. NGOs report 

that some families are afraid to allow their migrant daughters to return to their 

villages for fear that they may be prevented from leaving again, be arrested as 

potential traffickers, or face stigma as sex workers. The message in many lEG 

materials is that trafficking is due to a girl's extravagant wish for a modern life 

and more money. They urge girls 

"Not to be so modern, work hard, be patient and stay at home. " 

These messages are not relevant to the realities of women's lives at the 

village level. They assume that home and village life is a good place to be, but 

that is not always the case. Some NGO informants noted the conflict between 

women's empowerment messages and educational activities that encourage 

women to dream and have aspirations, and anti-trafficking messages that 

encourage the opposite. Only three NGOs gave advice for women on what to 

do if approached by someone to leave their homes for work or marriage. The 

advice included suggestions such as: 

Before marriage, inquire about the family, address, and work of the boy. Before 
deciding about marriage or taking a job, discuss this with others. 

Guardians should accompany girls to their jobs and he careful of strangers -
men and women. 

Before starting work, inquire about the full address of the work place and the 
employer. 

While such advice takes the first step of acknowledging that women and 

girls migrate, it may not be enough to safeguard them. In cases where women 

are trafficked by those known to them, they may trust them and not perceive a 

risk at all. In addition, it is known how often family and community members 

are involved in trafficking. Most lEG materials portray traffickers only as 

strangers. Accompanying girls to a workplace, or taking down the address of 
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the workplace, may not in itself prevent onward trafficking from the work site 

(which, according to the NGOs, is a growing trend in Nepal). 

3. Capacity building and improvement of livelihood activities 

Some form of income generation, micro-credit, or vocational training is a 

feature of most community-based and targeted interventions. Common 

activities include animal husbandry, credit for buying goats!chickens, 

developing vegetable gardens, setting up teashops, bee keeping, sewing 

/tailoring, credit to buy sewing machines and other technical help. 

The underlying assumption of such activities is that improved economic 

opportunities in the rural areas will prevent women and girls from needing to 

migrate and from being trafficked in the process. They can therefore be more 

accurately described as a migration or community development strategy with 

indirect or incidental effects on trafficking. There are a few cases who were 

successful in improving their livelihood with a small business. 

Pema was sent back to Nepal after one year when she was rescued during a 
police raid. She did a tailoring course at a rehabilitation shelter and returned to 
her parents' place. She was provided a sewing machine by the NGO and now 
earns money as a tailor. 

One NGO actively attempts to intercept girls and women at border points 

between Nepal and India. In collaboration with the police, trafficking survivors 

are posted at border stations to intercept women and girls crossing in 

suspicious circumstances. If any doubt about their circumstances remains after 

questioning by the police, they are held in a transit home until a guardian is 

contacted or, if they do not wish to return home, they are referred to a 

Kathmandu shelter run by the same NGO. 

In this intervention programme, trafficking is suspected in cases where the 

suspected victim gives hesitant or conflicting answers to questioning. This 

strategy has not been systematically evaluated for accuracy and, indeed, there 

have been reported instances of women and girls who have been prevented 

from crossing the border of Nepal despite their vehement protestations that 

they are travelling of their own free will. 
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In addition, attempts to intercept trafficked persons at the border cannot 

cover all border points. The current programme covers only four of the 26 Indo

Nepal border posts and it seems likely that traffickers would simply shift their 

operations to the border crossings that are not monitored. 

All NGOs agreed that a primary aim of care and support should be to 

reunite girls with their families and communities. All acknowledged, however, 

that this was difficult and that in certain circumstances it was neither possible 

nor desirable. NGOs noted that, given the stigma associated with sex work and 

with HIV in Nepal and the increasing publicity given to the link between working 

in India and having HIV, communities may refuse to accept girls back when 

their history is known. Families themselves may also be reluctant to take girls 

back, fearing social censure or ostracism from the wider community. In 

addition, families may (with some justification) worry that any loss of prestige 

would affect the marriage chances of other children. They may also fear 

retribution from the broker from whom they may have received money. The 

girls themselves may worry about the extra burden they will place upon their 

parents, especially if they are HIV positive or if they are unlikely to marry 

subsequently, and be reluctant to return home. Neela escaped with the help of 

her regular costumer and rehabilitated by an NGO in Kathmandu. 

After a lot more counselling I decided that I would not marry my bo)iriend in 
Bombay. I wrote him a letter saying how sorry I was that our dream would not 
take place. I said how I hoped that he was not infected with HIVas I did not want 
to spoil his life. I want him to be happy and prosperous. I want to go back to my 
parents' house. 

4. Care and support activities 

In 1996, 124 Nepali sex workers were returned to Nepal from India in a 

widely publicized brothel rescue. Several NGOs took on the responsibility of 

their care and many have continued to work in care and support activities 

since. Of the interviewed NGOs working in the area of care and support, only 

one works exclusively in trafficking. The others include care and support 

activities along with other organizational foci. Interventions target trafficking 

sUNivors, their families, their communities, and health workers. 
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As in prevention activities, care and support interventions can be 

classified according to their approach. Some NGOs adopt a welfare approach 

in which girls and families are given prescriptive advice about future options 

and a return to the status quo is advocated. Others aim to empower trafficked 

survivors and engage in a dialogue with women and girls about their futures. 

All NGOs agreed that a primary aim of care and support should be to reunite 

girls with their families and communities. All acknowledged, however, that this 

was difficult and that in certain circumstances it was neither possible nor 

desirable. 

The case studies and realities of many trafficked girls, which I described 

in previous sections clearly illustrate that some trafficked girls come from 

difficult or dysfunctional family environments. In these situations, the family 

may not be interested in taking the girl back or she herself may not want to go 

back. The concerned NGOs may first have to assess whether or not it would 

be in a girl's best interests for her to return home in order. Once a girl has been 

delivered into their care, most NGOs undertake a process of initial medical 

checks and counselling. Some enrol girls into vocational training programmes 

with the aim of ultimately providing them with skills that they can use in their 

villages. At some point in this process, attempts are made to contact families. 

Depending upon available resources, some NGOs visit the family and 

community (sometimes repeatedly). Others just write to them and invite them 

to come to Kathmandu. If families come to the shelter and if both parties are 

ready and willing, the girl may be sent home with them. Most NGOs provide 

seed money for setting up a small business. 

Counselling is seen as essential by all NGOs. They noted that it was 

common for girls to initially be extremely depressed and to display disruptive or 

inappropriate behaviour. Research team observed 4 counselling session in two 

NGOs. Only one NGO had a trained counsellor available, however. Others did 

their best, but one organization appeared to use directive approaches 

(suggesting to women and girls what was thought to be good for them) as 

opposed to an interactive process enabling them to work through their 

experiences and reach decisions about their futures. 
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Family counselling is provided to families who visit the shelter. However, 

this is also generally directive in approach, encouraging the families to take the 

girl back and fostering acceptance of her. Although NGOs acknowledged that it 

is not always desirable to send a girl back to the family situation, there was 

little apparent emphasis on working with families to discuss why a girl may 

have run away or migrated in the first place, what the problem might be, and 

how one could possibly resolve this. Hence, in spite of theoretically recognizing 

the problems that some girls had at home, some NGOs appeared ambivalent 

about the extent to which they accepted, in practice, that families could be 

unsafe and unhappy places for the girls in their care. For example, the same 

NGO that published the twelve case studies of trafficked girls (in which some 

very unhappy circumstances were detailed), nevertheless maintained that 

family reunions invariably represented a "happy ending" for the girls: 

"They had every right to return to their home . .. it was the duty of everyone to 
welcome them and give them sympathy and love . .. The response of the parents 
and family members to the girls was very positive . .. The majority of the parents 
wanted to take their daughters home as soon as possihle .. The parents were so 
glad" (ABC Nepal 1998:4). 

Overall, NGOs do not follow a systematic process for follow-up after the 

girls and women return home. This is in part due to a lack of resources and 

work force, as girls come from different regions across the country. However, 

some NGOs conduct community follow-up visits on an ad hoc basis, especially 

when there is a high degree of community censure. 

Most girls are provided with skills training before returning home, usually 

in traditional skills such as sewing, knitting, and animal husbandry. Some 

women who are brought back to Nepal and sent to rehabilitation centres are 

neither positive about it, nor do they stick with rehabilitation measures for long. 

Some of them went right back into prostitution. Of 42 interviewed in my study, 

six were working as commercial sex workers. Out of those six commercial sex 

workers, four had been to rehabilitation centres before for month or years. 

"Bipana", for instance, was brought back from Delhi in 1998 and 'rehabilitated' 

for a year. Now she is again a commercial sex worker in the capitaL 
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"With some counselling and skill training like knitting, we can't get around 
anywhere. If I knew that this is what I would get for leaving the brothel, I 
wouldn't have come back", Bipana said. 

The failure of rehabilitation efforts for many of these women are making 

officials concerned. One activist asserts that though rehabilitation centres do 

bring the girls back, they fail in giving the women viable alternatives for a 

normal life. 

"Those women, who have earlier earned a lump sum of money in Bombay and 
Delhi, will definitely not be ready for knitting and stitching the whole day, fl. 

Some activists and returned girls and women had different views. Some 

girls were very happy with rehabilitation activities. 

The centre was very supportive and seemed to understand how I was feeling. 
They gave me lots of counselling, care and affection. I felt no discrimination 
against me while I was there. 

Another girl said, 

Love and care I received from this centre, will be the most happy memory in my 
life, if I would have got few sympathetic words at home, I would not have to 
undergo the trauma ..... . 

The rescuer is greater than my parents. I can not find any words to thank this 
centre ... 

Women and girls who cannot or do not want to return home have very few 

options. The only option at present seems to be living long term in a residential 

home. Some of the girls who were returned in 1996 are, five years later, still in 

homes in Kathmandu and elsewhere. Here they contribute towards their keep 

through undertaking traditional handicrafts or farm ing. Some have been 

employed by the NGOs as wardens in the homes and some are employed at 

the borders to help intercept trafficked girls. However, there does not appear to 

be any long-term strategy worked out for their futures. This again, is related to 

a lack of capacity and resources among the NGOs who are caring for them. 

Some girls were only teenagers when they returned to Nepal. 

The present situation in which these girls must face a lifetime in 

residential care is clearly unacceptable, though the NGOs are doing their best. 

Undeniably, it is extremely difficult for a young, poor, single woman to forge an 

independent life for herself in the South Asian context. 
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5. Advocacy and networking activities 

At present, three networks in Nepal potentially concern themselves with 

trafficking. Two of these, the Alliance Against Trafficking in Women and 

Children in Nepal (AATWIN), and the National Network Against Girl Trafficking 

(NNAGT), are focused only on trafficking, whereas a third, Children at Risk 

(CAR), is focused on 'children at risk', but includes trafficking in its activities. 

Three networks, NNAGT, AATWIN, and ATSEC, appear to be split by 

ideological and political differences. These differences reflect those between 

the two global anti-trafficking alliances, the Coalition Against Trafficking in 

Women (CATW), and the Global Alliance Against Trafficking in Women 

(GAATW) as I described in earlier chapter. NNAGT and ATSEC equate 

trafficking with sex work and migration and take a welfare approach, including 

advocating tighter legal restrictions on women's travel. In contrast, AATWIN 

de-links trafficking from sex work, migration and HIV and is beginning to 

develop a safe migration emphasis. Both networks are engaged in awareness 

and advocacy activities with the same target groups (e.g., parliamentarians or 

the police), resulting in conflicting messages and inconsistent advice. 

6. Problems for rehabilitation, care and support 

Several programmes address the needs of trafficked persons by 

providing services that take place either during rescue, rehabilitation or 

reintegration. Rescue related activities are extremely problematic in their 

implementation due to the difficulties in evaluating ambiguous migrant 

categories, coupled with the use of fraud and deception by the trafficker. As a 

result, programmes that attempt to seize trafficking victims at the border 

invariably restrict women's rights or encourage corruption. 

Rescuing victims at the end point of the trafficked movement reduces the 

risk of stopping legitimate migration. Rehabilitation-related activities are, by 

comparison, easier to implement. 

Rehabilitation shelters in Kathmandu, centres such as Maiti Nepal or 

CWIN, regularly receive parents who are aware of the probability that their 

disappeared daughter has been trafficked for prostitution. Cases are filed and 
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photos given, but typically this is all that can be done. A social worker told us 

that; 

Many parents do not report their daughter as missing - either due to fear or 
shame or tacit compliance. Often reports are filed by friends or neighbours. 

Intervening to protect a girl from a dysfunctional family setting is more 

problematic. A first step is for programmes is to acknowledge that all families 

do not necessarHy provide a protective environment against trafficking, and 

that relatives of the trafficked child may in fact be responsibie for selling the 

child into servitude. This recognition carries impi!cations for programmes that 

strive to rehabiiitate victims of trafficking and then reintegrate individuals back 

into their communities. 
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APPENDIX - 4 

Guide for In-depth Interview 
~ «1 d 3F"d GIl d l "lfFIl GI Jl (~ f-t:;t q;cA TT'4r.:.~=('1;r;:15:r::~<+I~'n-d=) 

A. Family Background 
qlf<~lfN' ~ 

I would like to begin by asking you about your family background at the time you began 
working in the brothels or you were trafficked. 

;::rrn";"=rf-TT "\ "\ "\ r "\ n A r~-r-r-A-
(19/$?N If Zf?f rr~TTRT f11J(~/$1 ?iAZI$1 (19/$$1 97l?CJJ(f$ '1C07,t-f1 CiJTNf ~ / 

1. Can you tell me where is your natal family home? What are the predominant 
castes/ethnicity in that village/community? 
'" f' ""\ ~ ""\. \1< ., '" "" ~--rrrl-

Cf" dqlSCl>1 +11'0<\11 tR ~ QTi.j "ldiS ~'1 '9Cf1~"'& ? ~ dqlSCl>1 ~ err \iffif Cf" 1"'1"U? 

2. How many family members were in your family? (Probe: father, mother, step mother, 
number of sibling). 
=-rrr±' -.:=r".,...p,. "~,, " ~ ~.,.,.p,. " d q I S Cl> I CRm cP 1 \I \Jf'1T '9 ~ fll e: <> ~ ~? (Gff, 3fTl=lT, ~ 1 Cl '11 3IT11T, \ij1+fT Cl> 2: I Cl> CI e: ~ VIII c< tilR 

~ \i11'1Cl>lfi ftR) 

3. Can you tell me about your father's education? What was his occupation? 
-;:rrrr;l'~"" ""\ -r-P-r '" .Q.,....,..ri.. "" "" "'.R..~ dqlSCl>1 ~ CPICl ~ ~ 1"'t'"11 ? ~ 'fm Cf" 1"'t'"1I? 

4. Now tell me about your mother's education. What was her occupation? 
, , " "l't.-.-,..,-P,. 'F< "" ~"0........ri- P-r ~ dqlSCl>1 3fI11TC!>T 1'1lm '11'1 "ldiS ~'1 ~ ~ .... &;? ~ 'fm '111t> Cf" 1"'t'"11 1'1? 

50 Did you get the chance to go to school? What was your major responsibility (job/work) 
before you trafficked? (probe: education, occupation) 
""\ ,,,,,\ ...... ~ ""\ \" ""\ -.~ \ ""\ P ""\ ~ 

Cf" ~ ~ \ifR l1TC!>T ~ ~? ~ ?:Rf ~WlT ~ VlIQ dqlSCl>1 ~ l\l1l+1"llle:<> 
""tl,TrT l't.-.- " " " €'~ (Cf"Ili) Cf" Cf" I '1 ,~} ( 1 '11 m, If!ffiCf''T GfR11T ~ \i1 I '1 Cl> II I C1 '1) 1 

6, What was the main source of income in your family? (probe: Agriculture, business, service, 
causal labour, number of working adults) 
~r:!'r::r:=r'" p ""\ "'" ""\ ""\~,..,...;:;.. ~ ~~ <4{" dqlSCl>1 qH~I<Cl>1 ~ 3!IJOGI11Cl>1 5QTd" Cf" 1"'1'"11 ? ( ~"11, CXff11R, \ll1l·1~, "''"11+11 (~), "< Cf"Ili Tf"f 

\ij1+fT ~ ~ ~ \i11'1Cl>I(l ftR )1 

7. Was your family income enough to adequately feed the whole family all the time? (probe: 
food sufficiency) 
" ," f. f. ;of " ," f. '''f. " Cf" dqlSCl>1 ql ~~nCl> 3!IJOGII(VI dqlSCl>1 q ~~I<(VIIS <Ilill '!"ld ~ ~ ~? 

So How do you compare your family income with the surrounding community at that time? 
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9. Was your family indebted when you left: home? what was severity of the debt? (Probe: 
Family could pay dept with out affecting family welfare. Payment of dept moderately 
affected welfare Payment of debt severely affected welfare) 
~ m ~ ~ qT<ql<~I~ c:pif ~ 0f[0T N<fr ? 'lR N<fr ~ r.pfu N<fr I (fcffim ~ ~) 
,~ 0 

Note: If respondent was married before tratIicking, please repeat same type of questions 
(Ql-9) by asking her about marital family background) 
ri'rc: <TR \3:d<~I(jI~ ~ iffin:rr ~ ~ aITcr ~ Tf1 ~ ~,fcrcmr ~ ~ ~ qR 
~ '" '" ~ '" ",.~ Z' p...,....:::,.. 9 "~I 'Z ;:P:"l<~Ujc!>1 'JFI~fc!>1 '\3W "1115 ~ 'li'l 19~<l "11'1Cf>iI 1(1'1 ) 1 

B. Process of trafficking: 
...... fi ~ ...... G['9CiJ@'1l1l 1.1"11~1c!>1 ~ 

I would now like to ask you about how you came to be involved in sex work or how you 
reached into Indian brothels. 
11 ~ ~ ~ 'I"I ~ err ~ ~ ~ 'I"I ~ ~ cntm cl;fu ~rr ~I 

HL Could you describe how you came out from your home first? (Probe who brought you, Did 
you came alone or with somebody else, Did you know that person before, Did you have 
consent ii'om your parents,) 
~ tRGIlC ~ ~ 3lli" 'I"I ~ (Ac!>I~;'li))? (~~, ~~, ~ err ap:f 

l1~I.1I~;:;f.9d, c:m CZllffi'lf<"F1 Tf ~ f):r:iT err ~, ~ ~ 'lK"IT<"C!>T ~C;«l~;:;c!>1 ~ 
f):r:iT err ~ ~ ~ "11"!C!>I{l fc;R) 1 

< 

11. At what age did this happen? 
=r:rr."':+=r (" --r-P-r {" "" "" ,ll ~ "l1.11 ~ '1'1 <l Cfl5fC!>T ~? 

12. Where did you go first? (probe: Where and to whom did you stay, means of transportation, 
route, journey time) 
~ ~ ~ CMIT 'I"I~? (CMIT ~ ~ "fq~, ~ mcrrf, Gffir ({IT{) , <:ff'IT ~ 
~ cntm ~ "11"!C!>I{l m )1 

13. Did you know what was happening, or where you were going? (Probe: Did you know how 
many money broker bribed from the brothels? ) "'\ ~ . ~ ...... (" \" f.Q..~ ~ '" (" ("...... --r-P,..~ ...... '" 
cp ~, OMIT ~ 'l1""f (jql~l.1l~ "11"!C!>1I 1"1"11? '1'161+11 C;1.111.11.1 <1ql~l.1l~ ~ '1'!<l -q-m ~ 
f):r:iT ~ cntm "11"!C!>I{l m)1 

C. Life in Brothels: 
~~ 
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Your life and activities in the brothels is another important issues in this research. I would 
like to ask you more about daily life in the brothel. 

," ~ " " ~ ~ " , " , " lu··we~ ~ ~ Cf.>101+11 'BT9 ~ "11~'1I '11'1 !R1 3fC.ll l FlCl'l1 '-W('CI'i°1 q~ ~ 1 11 dYIo;;CflI '"1'1 

~ ~ "{ ~llICfl&lIYCiJI< ~ \lj1'""lCfllfl furr ~ 1 

14. Could you please tell me about your early days in brothels? (Probe: expose to pornographic 
picture, injecting hormone, mental and physical touchier, motivation) b) Were you ever 
punished- what for? What happen? 
CflI&lCflI "lIFCf'T ~ ~ ~? (~ tfllC!I~~, ~, +"l1'""lRlCfl "{ ~llfH1Cfl "lff<f'"1T, 3f!"R)1 cf; 
:::rrnr.l-'~' ~ '" P' ,,~,.,.;::,. ...,.p,." "" "-.-.-Pn-dYIo;;&lIo;; Cf.>1t>~ ~ (~o;;l!>CflI l"-i"-il? '-11'" ~ ~ C!> c.pf ~II'I? 

15. Now tell me more details about daily life in the brothel, what were your duties in a typical 
day? (Probe: duty hours, holidays, rest, food, physical condition of brothel) 
Cfl"Y'1T ~ ~ ~'""I~~CflI csnt+rr ~ -.m- ~'""I~I~ 1 fcrlrt'f fi.;;'1~~+"l1 dYliCflI mTt'f MA1Cllfi 

if, M-llT? ( Cfll11 <R tfOCT, ~, 3fRTli, @'TI, CflI&lCfl~ ~ ~ ~ "fTt ~ \lj1'1Cfllfi fu;l 

I) 

16. How much freedom were you allowed in the brothel? Did you have contact with anyone 
outside the brothels? (Probe: go to shop, to hospital, go out alone etc) 

, ,~ ~ ~,.,.;::,. --.=:.-A-~ ~ "'f, ,~,.,.;::,. ~" , dYIo;;&lIo;; Cf.>101+11 Cf.>rnCf.>1 fCld"idl l"-i"-il? Cf.>101 911t>~ '11'1 Cfl~ '9d ~ 1"-i'-1I? (Cfi'1+"l&l <rrr \ifR, 

3ifYdl&l \ifR, ~ ~ '¥'1" \ifR ~ )1 

17. Did you communicate with other girls in brothel? (Probe: Did you discuss sex, risks or 
diseases? 
" ,"~ ~ f,' "",,,,,~ C!> dYIo;;CflI Cf.>1 01 +1 I 3frlf +"l ~&lI~~ '9d ~ "{ lltflllltfl~? (~: 'IT'1" ~, Cj,'1 1\1 I <PlT 

~)I 

18. Can you estimate how many clients you served daily? Who were the common clients? 
(Probe: max, min per day, businessman, police. students etc) 

, "I"r-.- -.--P-r P '" ,", .,........+:o..p ~ ~cn-r 
~ ~ 1"''1liT ~ Cf.>1\1 \lj'1I('9d 'IT'1" ~ W?T ~'lT? Cfi""fill ~ +"lIH~~~ CiJI<J:CiJI< 

."? ,,'" ,,'" ~ .......P--,..., ~o~ ~rrPr 3ITI3""Q, ( ~, ~, 'Cf<', O<1I'1I~I, 11~~, 19~1"-i1 0111",)1 

19. Were you paid by the client or by your boss? How much money were you allowed to keep 
per month? Did you ever get any gifts or tips from clients? (Probe: average income, total 
income, expenses, support for family) 
~ ("" \' " """ ," F< r..':\ 'P-.n~ \' \~-r-P-r~"';:'" ~ 

'llT'1" ~ <rrr 3lT3'l ~ dYIo;;CflI +"ll ~Cfl&lIO;; 1:fffT ~ 1\1""-11? ("lYIo;;&lIo;; +111~Cf.> Cf.>1\1 1"rY..<.11 1 'llT'1" 

~ W?T 3lI~ 3frlf ~ (1"q[ m4 W ~ fcl'l? ( ~ ~, ~ ~, '@Tf, 

YlflClIRCfl ~ ~ csnt+rr ~\ljI'1Cfllfi fu;l)1 

20. a) Can you estimate what proportion of clients used a condom? Who decided to use? 
-.--P-r -.-P-r" " " " Cf.>1\1 "11\1 l)I~Cf>&I ~ ~Q? ~ &l l ll'd'1 ~~? 
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b) if a client refused to use a condom, could you convince to use one- what would 
happen?(probe: negotiation process, outcome, power relationship) 
~ '"" ~ '" (""-... "" ~ ...... "" '-il" lJl~Cf'&1 ~ ~ 3l1Cf'1< Tf<11T ~ ~~? cllflqg; cp~? 

~ ~ ~ 

(0)&1'h&1Cf'1 ~) ~) ~rrffir ~ ~ ~ GfTtm ~ \i11'iCf'I{) ~)I 

21. Did the brothel owner encourage/discourage condom use? Did they (owner) give girls any 
information about condom? Did they supply condom? (Probe: condom provider, price of 
condom, condom availability) 
.....::>.--A- P" C =crrr-">= P P P " " P ""~ C 
Cf'lol '4IF"ICf'&1 ~JI~Cf'&1I~ ~ &1~II\3'i \3Mlfl5d err f'HMlfl5d c.p Tf2ZlT? '4lf(>lCf'&1 Cf'Cl~~&1I~ 
-=rTr::rn-=rr'" ""\ "" ""\ .Q ~- '" '" () "" ...,~" ...... Cf'u'i5 '4 Cf'1 911PICf'1 GfR11T \il1'iCf'1{1 l"rG<lf? cp \311~~&1 ~ 0111..,11 <T~? (~~ ~ 

~) ~) ~ ~ ~ ffiqd" \il1'iCf'I{) ~)I 

D. Health Condition 

~~ 

I would now like to ask you about your health while you were in the brothels and your 
contact with health services. 
3fC'f 11 ~ Luwem ~ ~ ~ ~ ~'1 ~ ~ ft;r;:r ~ ~ ffiqd" 
\ill 'i Cf'1 €'I ft;r;:r \ill 'i Cf' I €'I ft;r;:r ~ I 

22. a) What were the common health problems of girls in brothels? 
LuweC{>T 4>~1 MCf'1 ~ ~ ~~~ cf> cf> ~? 

b) Did you ever become sick while in brothels? (probe: communicable diseases, STls etco) 
Luwem ~ ~ ~ R<n:fr '11 ~? ~ ~ {rTr ~ ~? ~) <:Jlrr fm 
311ft; I 

If yes, did you ever get any treatment? Where did you get that? Who assisted you in getting 
the health care you needed for that problem? (Probe: self, friends, brothels, owner) 
~fm ~~~~~~? ~~~~? ~rn-n=rr"\ilT'l~ 
~ ~? (W~) ~ ~ GfTtm ~ \il1'iCf'lfl ~) I 

23. Did you ever want to go to a health service but were not able to go while you were in the 
brothels? 
~ ~ ~ ~. ~ ~ \ifRr ~ "\iIT'l ~ ~ fcF ~? 

24. Was there any regular health check up provision? (probe: how often, what services, any 
vaccination) 
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cf; Luwem Hllf):jd 'dY""II<Cf'1 ~~? (c.pfu~, ~~, ~ @l:r err ~ ~ 
~ ~ \i11"1Cf'lfI fu-;?r)1 

25. Can you tell me the reaction from your boss when you became sick? Was there any 
discrimination between Indian and Nepalese girls for health and other facilities? 
ffi ~ 00 cf;rtr 111R1Cf'~~&l ~ '>IRlCf'lll ~~? ~ (f~ 3P-f ~ fu1m ~ 
"{ ~1<R111~~111 ~ Mn=rill err ~~? c -" 

26. Did you know any of girls who became pregnant while in the brothel? Were there many? 
What happen than? (Probe: outcome of pregnancy-abortion where, how, when) 
., C L"" - ~""",,,h-'rl- ., '" f),TTT ft.,., ~~ ~ " cp ~ uwem Cf'1t>~ '1+-t9~1 ~ ~? ~ ~ 1"1\:} ,llflq g; cp ~? ('1+-t9~1 ~lJ>Y <J)Cf'1 

~ (l~ Tf'+f Yd"1Cf'1 c=rftct>T, 0Gt "{ ~ ~ ~ ~ \l11"1Cf'lfI fu-;?r) I 

E. Awareness about Sexual health 

I would like to ask you some questions abollt sexual health and Sexually Transmitted 
Infections. Please don't feel shy, this information is velY important to this study. 

C c.........,+),~ '" C "'" "" ~ ~ p..,..,. 3fGf 11 dYI~C1I~ '1~ICi1~ !fR ~ (l~ !fR <1i1~~Cf'1 GfR1iT Cf'1t> \l11"1Cf'I~ 11'1'1 ~I ~ 'C1T\i1" 
::rrn="?r=r ~ "" ~ r 
"11114,~1C11 1Cf''1Cf'1 'TI ~ ~1:f l1~M'i01 ~I 

27. Have you heard about AIDS? What about other STIs? How and when did you learn about 
it? (Probe: Source of information, attitudes towards AIDS/STIs) 
cf; ~ ~ ~ ~ TI ~~? 3P-f <TIrr <lll~~Cf'1 ~ Irf? <IT ~ ~ TI~? 
-:::rr=r=-r'n-:~:IT" " "'" ~ ~~" ~ ~ p..,...::>,. \i11"1Cf'I~Cf'1 l!1Td", ~ "{ !fR ~ ';l1~Cf'1 t:IROlT U111"1Cf'1 GfR1iT 19~~ \i11"1Cf'I~ 11'1'1) I 

28. Can you tell me how to avoid getting AIDS and STIs? Do you know the measures to be 
followed to prevent thm1 AIDS? (mode of transmission, preventive measures) 

..... ,'" ~ "'" ~ '" "' ..... {"" r ..... 
cp ~ ~ "{ 3P-f !fR <lll~~Cjlc Cf'~~1 ~ ~ Gf"dT'd'i flCfi~/;W cp dYI~C1I~ ~ ~ 
~ "" "~ " "" ~ ~p..,...::>,. Cf'~~1 ~ ~ ~ ~? "fI'l diCf'IM "{ ~ 'dYlll~~Cf'1 GfR1iT 19~~ \i11"1Cf'1I 11'1'1 I 

29. Have you ever experienced of the symptoms like Sores (Ulcer) around the private part, 
discharge of pus, too much pain during intercourse or any others (HIDDEN DISEASE 
SYMPTOMS)? (Probe: when,) 

..... rr· "'~ ~ ..... ~ {" r ..... ~ ..... 
cp dYI~C1I~ llL(Jl l ll1l tlT\1 ~, 1'1'1 err '11'11 GfTol, !fR ~ l"RT ~, err 3P-f ~ ¥"Cf'T 
"fI1i~ ~J (cf;, ~ ~ ~ ~, ~ ~ \i11"1Cf'lfi f~f.'n 

30. What were the reasons you were unable to go? (Probe: knowledge, freedom, cost, distance, 
social stigma etc) 

" f),TIT "',," F-'iYI'd'1Cf'1 Cf'1<OI~~ cp 1"1':}( ~ ~, fCld?:tdl ;l'>:rQJ, WfCf'T Cf'1<olC1, ~ ~, ~1111 \ijCf' C'.!?ROT, 

~)I 

31. Where did you go for the treatment of those symptoms? How were you treated by the 
health personnel? (probe: attitudes towards the health workers and health institution) 
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32. How did you know where to go for health care in this situation? (Probe: friends, radio TV, 
magazine) 
0IT ~ ~ furr ~ "lR ~ ~ ~ 11H'! ~? ~, R". '41., ~~, ~ 3ffR I 

33. Have you needed to access health services now that you have left the brothels? did you 
experience any difficulties in getting the health care you needed? 
""\ ...... '" ~ ~ r {". "" " f'''''\'' '" ~'T'T' 
cr~~ §;I:sqg; '11'1 ('1ql$&lI$ ~<:f ~ \il"'lI\3'1 \if/'1 ~~? ~ ~ ~ '11"tctl 
~'" ,\~ ~ ...... "" ...... """ 
1t'1'1'11 cp ('1ql$&lI$ ~ 31f1 \ll&ll ~ ~? ~ Tf'T I 

F. Process of exit and life in Rehabilitation Centre /Transit Home: 
Luwe~ ~"{ ~ ~ CIT ~ ~ ~ ~ 

I would now like to discuss how you came to leave the brothels 
l=f ~ ~ Luwe w:s::rr ~ ~ ~ ~ \il1'1Cfllfl furr ~ I 

34. Did you have any contact with your family while you were in brothels? (Probe: how 
regular) 

, -.-+-A-rrr ,", f,' 'Q,.......ri- ~ f, f1 ' Q,.......ri-~ c.rIOI'11 ~ ('1ql$CflI q <cmflll ~ 1<-i<'U? (c.rI\lc.rI'"PP!i4 ~ 1<-i'"1I?) 

35. How long had you been working in brothels? 
-.-+-A-rrr --.-+:>-.- ' "' '~ c.r I 0 I '11 c.r 1(1 fI w"'l fI J+f Cfl1i Tf'J: ~? (e.rsr, '1 I t> '1 I) I 

a) What were the good things about the life in the brothels? 
~ ~ WilT T.f~ cf; cf; ~? 

b) What were the bad things about the life in the brothels? (probe: income, separation 
from family, customers) 
-.-+-A-rrr"' "' "' fi>T1T ~~ f, . ~ "' ~ ~.....?". 
c.rIOI'11 ~ ~ T.f~ CP CP 1'1<':) ("1I+-GI'1I, q «"I '(fI II 1"t'Ol,16, l)I~Cfl&l IGi'1 ~ "111"1) I 

36. Can you describe how you came out from the brothels? (Probe: a - escaped, b-rescued, c
released by brothels) 
~ ~ ~ ~ "'"' "' "'"' f, Fc "'. c.rIOI"1IC c.r~,(1 "111t>'( 1'1~'1 ~ ~ ~? ('mlTCflT, ~ ~ CIT"lCflI &1l!>Cflt) I 

You have been herejorjew months/days, please tell me about the place where you are 
living now. 
~ (fgf ~ cf;fu llftRT CIT r.rf ~, ~ ~ r.p«fr ~, cf;fu ~ ~ ~ .~ fcp? 

37. When did you come here? How did you come to this centre/home (probe: date, voluntary 
choice, no alternative) 
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~ <:fN ~ ~ ~? CRrt'r ani T'I ~? (f1:rfu Cf~ ~ ~ ~, crl!if ~ 
~, oB ~ ~ ~ ~ fcrcRuT ~)I 

38. What are you doing with your time now? What type of facilities are you getting from this 
centre? (Probe: training, other jobs, counselling, treatment for physical problem) 
~ <:fN CRrt'r ~ ~ ~ ~ "§;? '«f ~~CJIc: ~ #c;rr m ~ ~"§;? (~, 
<1\iPII€'ICf'1 <$lCli~H\5~, q-w:r~ Cf~ ~<:f ~)I 

39. Is it better now that you are here? Are you in touch with your family? Are you thinking to 
go back to your family? (Probe: future plan, relationship with family/community, fear of 
stigma) 

(" {"'. .....---rr-Prr -... ..... ~ .......... , ..... ~ ~ 
dYI$i!1I$ <nIT ~ ~ 1:111'1 ~"§;? '1IQI:1I ~"<l1TI"§;? "Cj? dYI$Cf'1 Y <ClI<Cf'1 ~~«I\5~ -("ld 

~ ~ ~ "§;? cF ~ mcm-~ o8m ~ ~ ~ Tf'f ~ "§;? (mcTr ~, 
'" mcm-"{ ~l1~li:lrudCf'1 ~ Cf~ ~1111>J11Cf' ~~, ~) I 

G. Expectations 
ari'r~ (mcTr 3fICPf~) 

Can we now talk about your suggestions and what you would like to do in the futureo 0 H. 

40. In your opinion, what are the root causes of trafficking and how can we prevent it? (Probe: 
poverty, illiteracy, knowledge etc). 
=rrr;:\-;'u ..... p ~ ""\ p..... "" .... '" {"' ~ ..... (" 
dYI$Cf'1 (Cl"'lI<l1l '1IQI:1I "CSf'9 fCl@'1Cf'1 ~ Cf'1<OI\5~ "Cj? "Cj? ~J £t"~h11$ Cf>~~1 "WI?~ Tf1 

~W>l!;i!1i? (~, amTiffi, ~ ~ ~ ~ ll'f) I 

41. What type of health and social services you think is necessary for trafficked women? 
..... F- * ..... " '" ---rr-Prr ""..... ~..... -... r ....... CJ""Il!; I "'l(>jl\5~Cf'1 1:111'1 ~ SlCf'I<Cf'1 ~ "{ ~1111 \J1Cf' ~ClI\5~Cf'1 3fICr~<:fCf'(IT 'ru; ~? 

42. Are there any other comments you would like to make on the issues we have talked 
about? 
~ §)Whi!1 TJtcp-r ~ (~) ~ dYI$Cf'1 ~ oB ~ SlR1~£t1 Cf~ ~ ~ W'( fcp? 

THANK YOU VERY MUCH (~ ~\5i:lI~ICf'1 m ut ~ ) 
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APPENDIX - 5 
SOCIO-DEMOGRAPHIC INFORMATION OF RETURNED TRAFFICKED 
WOMEN AND GIRLS COLLECTED FROM REHABILITATION CNTRE 

Rehabilitation Centre/Name of Place: 

Date: 

Form filled by: 

Please answer the following questions (information) by using instruction guide. 

SN Questions and Filters 
Coding Categories Skip 

1 Ethnic origin Aryan (Brahmin/Chhetri) ---------------------1 
Mongoloids (Tamang/G u ru ng/Magar)-----2 
U ntou chab Ie (Dal it)-----------------------------3 
Oth e rs ----------------------------------------------4 
Record unavailable/Don't know------------99 

2 Religion Hind u ----------------------------------------------1 
Budd h ist ------------------------------------------2 
Mus lim ---------------------------------------------3 
Othe rs ----------------------------------------------4 
Record unavailable/Don't know------------99 

3 What was her age when she Write in years 
was trafficked to India? 

Record unavailable/Don't know-----------99 

4 Marital Status (At the time of Unmarried ----------------------------------------1 
trafficking): Ma rri e d --------------------------- -----------------2 

DivorcedlWidow/Separated------------------3 
Record unavailable/Don't know------------99 

5 
Where was her natal family Village/town 
home? 

District 

Record unavailable/Don't know----------N/ A 

6 How did she traffic? Home (Natal/marital) -Direct to India-------1 
Home (Natal/marital)- to Second place to 

In d i a --------------------------- ---------------------2 

Others way (specify) 3 

Record unavailable/Don't know------------99 

7 What was her Education? Non-I ite rate-----------------------------------1 

Primary/Non formal Education-------------2 
Secondary education (qrade 6-10)--------3 
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Higher education (above 10)----------------4 
Record unavailable/Don't know----------99 

8 Who lured/motivated her to go Relatives -----------------------------------------1 
to India? Known person but not relatives-------------2 

Unknown pe rso ns------------------------------3 
Othe rs------- ----------------------------------.. ---4 
Record unavailable/Don't know-----------99 

9 What was the main motivation? Promise of marriage---------------------------1 
(What was the "recruiting" Promise of jobs---------------------------------2 
method used by the Visit /H oliday ------------------------------------3 
traffickers?) Force (kidnapping, deception etc)---------4 

Others --------------------------------------------5 
Record unavailable/Don't know-----------99 

10 Who was the person who Re!atives-----------------------------------------1 
brought her to India? Known person but not relatives------------2 
Or Unknown pe rsons-----------------------------3 
Who took her to India? Record unavailable/Don't know-----------99 

11 How much money did broker Amount in IC 
bribe from the brothel when 
she was sold? Record unavailable/Don't know-----------99 

12 Where did she Traffic (Name of Mu m bai----- --------------------------------------1 
Indian City)? Cal cu tta -------------------------------------------2 

De I h i ----------------------- ------------------------3 
Oth e rs ---------------------------------------------4 
Record unavailable/Don't know-----------99 

13 How many times was she sold Total times in Number 
within the brothels? Not at all------------------------------------------O 

Record unavailable/Don't know-----------99 

-

14 How many times did police Total times in Number 
arrest her when she was in 
brothels? Not at all------------------------------------------O 

Record unavailable/Don't know-----------99 

15 How long did she stay (work) in Duration: _y_m_d (Total in M __ ) 
India? 

Record unavailable/Don't know----------99 

16 
-

How many times did she try to Total times in Number 
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come out of the brothel? 

17 How did she come out of 
brothels? 

Not at all------------------------------------------O 
Record unavailable/Don't know-----------99 

Res cu e d -----------------------------------------1 
Escap ed/I eft ------------------------------------2 
Released by brothel owner-----------------3 
Record unavailable/Don't know-----------99 

~~------------------------~-------------------------------~------

18 When did she arrive to Nepal? 

19 Has/Had she been/lived on 
Rehabilitation Centre (RC)? 

20 When did she come to the 
Rehabilitation Centre? 

21 Is she still living in RC? 

22 How long did she stay in the 
Rehabilitation Centre? 

23 What was her health condition 
when she arrived in RC? 

HIV Status 

T.B. 

STls 

Skin diseases 

Anaemia/malnutrition 

Write date / / ____ __ 
Year month day 

Record unavailable/Don't know--OO/OO/OO 

y es-----------------------------------------------1 
N 0-------------------------- ----------------------2 

Write date ____ / / ____ _ 
Year month day 

Record unavailable-----------------OO/OO/OO 

--20 
--End 

yes-------------------------------------------------1 --23 
No---------------------------------- ---- ------------2 --22, 23 

Duration: _y_m_d (Total in M __ ) 

Record unavailable--------------------------99 

(List down the disease according to her 
medical record- more than one answer is 
possible) 

Known positive (tested)-----------------------1 
Known negative (tested)---------------------2 
Unknown --------- --------------------------------3 

Y es------------------------- --- -------- --------··----1 
N 0------- ---- ---- --- ---- --- - ---- ---- ---- --- ---- ---- -2 

Yes--------------------------------------------.. ----1 
N 0---- --- ---- ---- --- ---- --- - ---- ---- ---- --- ---- ---- .. 2 

Y es-------------------------------------------------1 
No -------------------------- ------------------------2 

Y es------------------------- ------------------------1 
N 0------- ---- ---- --- ---- ---- ---- ---- ---- --- ---- ---- -2 
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APPENDIX 6 

GROUPING OF UNTOUCHABLE CASTES 

CARE (as quoted in CERID 1997, p.4) has identified the following caste/ethnic 
groups who fall under the low social status (Untouchable) group: 

Kami (blacksmith), Sunar (goldsmith), Damai (tailor), Sarki (cobbler), Gaine 
(buskers), and Badis (community entertainers cum flesh traders) among the hill 
caste groups; 

Kasai, Pode, Chyame, Kusle, and Halhule among the Newars. 

Dom, Halkhor, Dusadh, Chamar, Khatwe, Musahar, Kaut, Tatma, Teli, and 

Sundhi among the Terai caste groups. 

Reference 

CERID (1997): Social Assessment of Educationally Disadvantaged Groups. 
Kathmandu: author. 

(CERID = Research Centre for Educational Innovation and Development) 
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