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Abstract 
Medical care in Nepal is largely financed by the individual, and although insurance programs and 

subsidies exist, they are limited in coverage, amount of assistance provided, and level of 

enrollment. Medical needs that extend beyond basic health services, specifically following acute 

injury can lead to financial difficulties that may jeopardize the ability to maintain basic needs and 

can push people into cycles of poverty. Costs for transportation, food, and itemized hospital 

charges can quickly deplete financial resources and require additional strategies to finance care, 

often through sale of land, loans, and forgoing of children’s educations. The aim of this study is to 

both understand strategies that are devised and utilized to finance healthcare following acute 

medical need and the implications of such strategies. To do so, a qualitative study was conducted 

in urban and rural Nepal among 10 individuals who experienced acute medical need and 

consequential high rate of healthcare-related spending. The theoretical framework that guided the 

study was based on theories of trust, including how trust is generated and exchanged, as well as 

theory on the male breadwinner, in order to conceptualize the role of men in Nepali society. 

Finally, theories on social capital, including its significance in enabling relationships between 

individuals within families and exchanges with members of patients’ local communities were 

utilized. Results indicate that patients often travel to multiple healthcare facilities before adequate 

diagnoses are given that address their medical need, leading to significant financial expense, 

impact on land ownership and land as mechanism for income-generation, disruption to livelihood 

strategies and children’s educations, and inability to travel abroad as remittance workers. Findings 

have implications on healthcare-related financing and service care delivery in Nepal.   
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1. Introduction 
On April 25, 2015, Ramesh was working as a trekking guide in the Langtang Valley of northern 

Nepal when a landslide swept through the area, triggered by a 7.8 magnitude earthquake, the 

largest to hit Nepal since 1934 (Okamura et al., 2015). The disaster, along with 200 subsequent 

aftershocks stunted the nation, killing an estimated 9,000, injuring nearly 22,000 (Okamura et al., 

2015) and decimating thousands of homes, schools, and hospitals. Ramesh was lucky to be alive, 

as many others who were in the valley that day lost their lives. Miraculously, he suffered only a 

minor cut to his leg and waited four days to be airlifted to a nearby hospital where his wounds 

were stitched up and medicines prescribed before he returned to his home village, now in ruins.  

 

A few weeks later Ramesh started to become weak and feverish. Eventually, he couldn’t eat as his 

jaw had locked up, so he and his father walked three hours to catch a bus that would take them 

back to the hospital. He was once again given medicines and sent home, told to return a week later 

when bloodwork results came back. Upon returning home, his father wasn’t able to give him the 

medicines that he’d been prescribed because he couldn’t open his mouth. Traveling again to the 

hospital, the fifth they’d visit, they learned of the source of his problems; Ramesh had contracted 

a tetanus infection. His father quickly gathered the 28,000 rupees (250 USD) needed for a shot to 

counteract the infection, but Ramesh became worse with each passing day. He continued on a 

journey to improve the health of his son, travelling to three additional facilities and accumulating 

significant financial burden along the way. Ramesh’s condition deteriorated and he was placed on 

a ventilator for 50 days, until he eventually lost consciousness after the ventilator broke down and 

a nurse administered oxygen by hand. Lack of oxygen contributed to brain damage, and Ramesh 

eventually became paralyzed. The possibility of a tetanus infection hadn’t been considered by 

healthcare providers during earlier visits. 

 

In the years before the landslide, Ramesh’s father and mother had used their land to grow crops 

for their own subsistence and to sell at the market, a 1.5 hour walk away. Ramesh’s father 

explained how some years before, a monkey infestation had bothered temple-goers in Kathmandu 

to the point that the government rounded the monkeys up and released them in their home village 

in an effort to rid them from the city. The land that they’d used to grow crops was now barren, as 

the monkeys quickly consume most of what is grown. This had a devastating effect on Ramesh’s 
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family over the years, as the land that they once depended on to support their livelihoods was no 

longer of any use, and the value driven down to the point that they wouldn’t be able to sell it to 

finance Ramesh’s care via loans from other villagers, land used as collateral. Without their sons 

working as trekking guides to support the family, and without land to grow crops, their financial 

situation became extremely troublesome, and the likelihood of being able to repay their loans grim. 

His father has since lived at the NGO in Kathmandu, away from his home village where the family 

home had been destroyed. To this day, the family sleeps in a room above where they keep their 

buffalo while a new home is built. I had the opportunity to travel with Ramesh’s father back to his 

home village for the first time since he left three and a half years before, a truly sobering experience 

and one that I will never forget.  

 

Ramesh’s story reflects the experiences of many that I interviewed for this research study; a 

repeating narrative where an individual sustains an acute injury from an accident and then embarks 

on a long journey towards receiving a diagnosis that properly addresses their medical need. The 

ability to continue devising financing strategies as part of their ongoing care cycle then dictates 

their chances of receiving treatment and recovering from their health complications.  

 

The following research study, based on patient and caretaker accounts, aims to understand patient 

experiences with the Nepali healthcare system following acute injury, including what strategies 

were devised to finance care, how livelihoods are maintained, and what effects such a journey can 

have on one’s ability to fulfil the duties and responsibilities that are connected to their role held in 

their family. Further, the study seeks to bring awareness and understanding to the challenges 

present in the Nepali healthcare sector, as well as implications that such challenges have on the 

livelihoods and social standing of individuals and their families.  

 

  



 10 

1.1 Research purpose & aims 

The following research study sought to explore the experiences of individuals and families who 

have interacted with the Nepali healthcare system and faced catastrophic health expenditure 

following acute medical need. Catastrophic health expenditure (CHE, hereafter), is health 

expenditure that exceeds a 10% threshold of a household’s total expenditure in a given month 

(Saito, et al., 2014: 761). Processes of trust generation and exchange are explored, including how 

trust is granted to medical providers, factors that enable such trust, and medically-motivated needs 

that enable trust-based interactions. Further, experiences on the impact that injury and financial 

strain had on individuals are explored, including aspects of involvement and contribution. Putnam 

(1993) explains such factors as essential components of trust that form ‘social capital’, a theoretical 

concept that is explored in detail and which the research study is largely grounded in. Further, the 

study explored impacts of CHE on livelihood strategies, including subsistence-based activities, 

and future opportunities. 

 

1.2 Research question 

The research study asked:  

What strategies are generated and utilized to finance healthcare following acute medical 

need, how can they be understood, and what are their implications? 

 

The following study is interested in exploring the stated research question through concepts of 

individual and institutional trust as well as social capital created and exchanged between patients, 

their families and local communities. To do so, in-depth interviews were conducted among 

individuals and families who are either currently being provided or have previously received 

medical care through rehabilitation-focused, non-profit organization Nepal Healthcare Equipment 

Development Foundation (NHEDF, hereafter), as well as doctors working in the Nepali healthcare 

sector. NHEDF is funded by outside donors and provides on-site, cost-free medical treatment, 

rehabilitation, and housing to injured persons who previously received public or private care and 

were discharged due to inability to pay yet continued to experience outstanding medical need 

(NHEDF, n.d.). I volunteered as a marketing consultant for NHEDF in 2017 while on an internship 

period in Kathmandu. I would hear a reoccurring story about patients and their families who had 

sold their land to finance medical care, were left with outstanding need, yet inability to pay as their 
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funds had been depleted. Hearing the difficult stories of patients and families, including the 

challenges they faced developed an interest to dig deeper and learn more about underlying factors 

common to their experiences.   

 

1.2 Study significance 

By identifying and exploring factors related to healthcare-related disparities experienced, future 

development planning can better target needs and work towards reducing the chances of citizens 

being pushed in cycles of poverty brought on by CHE following acute medical need. As out-of-

pocket expenditure (OOPE, hereafter) is a major economic burden facing Nepalese citizens, the 

proposed research aimed to support the UN’s Sustainable Development Goal 3 ‘Ensure healthy 

lives and promote wellbeing for all at all ages’ and specifically target 3.8 ‘Achieving universal 

health coverage’ (United Nations, n.d.) by bringing awareness and visibility. Financial risk 

protection from CHE is included within the target which highlights the inter-linkage between 

poverty and ill health and calls for larger investment in healthcare sectors (United Nations, n.d.). 

Identifying factors leading to CHE and its potential implications could work to make progress 

towards achieving these goals by connecting abstract scenarios found in the goals with empirical 

situations witnessed in Nepal.  

 
1.3 Delimitations 

The research study aimed to explore different strategies that patients devised to finance medical 

care and the implications of health expenditure on livelihoods. However, as data was collected 

through personal accounts of patients who received rehabilitation care through one single NGO, 

study findings may not be generalized to the experiences of all who seek out care. Further, it ought 

to be noted that while healthcare spending and its financial implications are of focus in this 

research, many factors contribute to individual and family financial situations that are outside of 

the scope of this study, yet likely of relevance. 

 

1.4 Thesis disposition 

The thesis is structured as follows: following second section provides a background of the Nepali 

healthcare sector, economic overview of Nepal, and significance of healthcare spending on 

livelihoods. The third section provides an overview of previous research on determinants and rate 
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of catastrophic health expenditure, institution-based trust, and role of male breadwinners as 

providers in Nepali households. The fourth section presents the theoretical framework of the 

research, based on theories of trust, social capital, male breadwinner, and social role/obligation. 

The fifth section explains methodology, data collection, ethical considerations and limitations. The 

sixth section presents an analysis of study findings, structured by different stages of patient care 

cycles, and grounded in the theoretical framework. The final section offers a concluding 

discussion, highlighting implications of findings and possible areas for future research.   
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2. Background 
The healthcare sector of Nepal is the focus of this research, as many factors impact patient 

experience in both accessing and financing care, including geographical placement, modes of 

income-generation, and personal networks. As of 2017, nearly 81% of Nepal’s population of 29.3 

million lived in rural areas (Data.worldbank.org, 2019). Of total labor force, 73.9% were employed 

in the agricultural sector and 6.6% in manufacturing (Nepal Labour Market Update, 2017:2). As 

of 2015, GDP per capita stood at $732, a growth rate of less than 1% in the years 2000-2015, 

compared to GDP of $1,582 for neighboring India and $5,692 for the South Asia region. (Nepal 

Labour Market Update, 2017:1) As of 2010/11, 25.2% of the population was noted to be in poverty 

(Nepal Labour Market Update, 2017:1) 

 

Lack of wage-generating work opportunities in Nepal, prospect of higher earnings, and chronic 

political instability have push labor-aged men and women to seek employment abroad, 

representing roughly 8.3% of the total population, or 1.9 million citizens, a doubling over just a 

five-year period (Nepal Labour Market Update, 2017:3). Increasing wage flows from abroad has 

created a reliance on remittances for domestic growth (Nepal Labour Market Update, 2017:1), 

leading to a doubled share of GDP from 14.9% in 2005/6 to 21.1% in 2015/16. Further, estimates 

show that nearly 50% of Nepali families rely on financial help from relatives working abroad. 

(Nepal Labour Market Update, 2017:1) 

 

The Nepali healthcare system is comprised of a mix of heath posts, primary health centers, and 

hospitals, and as of 2012 offered an average of three hospital beds per 10,000 population (Global 

Health Observatory, 2019). Health or sub-health posts provides basic health services of 

preventative, promotive and curative services in rural areas; each post representing on average of 

five village development communities (Kullabs.com, 2019). Primary health centers offer more in-

depth medical services compared to health posts, but are less prevalent, with a total of 180 centers 

distributed across the country (Kullabs.com, 2019). Hospitals are present at district levels and 

include general, specialized, and teaching hospitals; ranging in type of care offered and number of 

beds. Compared to village posts and health centers, hospitals offer more reliable and well-equipped 

health services as well as more advanced equipment (Kullabs.com), but are geographically 

concentrated to urban areas. While healthcare facilities are in abundance, access differs greatly 
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between urban and rural populations. As of 2010/11, 41% of rural households, which represent a 

significant majority of the population, did not have easy access to a health post or sub-health post, 

and nearly 80% were more than 30 mins away from a public hospital (Government of Nepal, 

2011). Events triggering the need for emergency care often require individuals to travel to 

Kathmandu where thorough care is available but where costs for transportation and subsequent 

loss of income can have significant financial impact even before receiving the medical care needed 

(Mishra, et. al., 2015).  

 

Out of pocket healthcare expenditure or costs paid by an individual for medical care without any 

supplemental assistance is the primary means of financing healthcare in Nepal. Such expenditure 

is stated to be the major economic burden facing households in the country and disproportionately 

affects rural communities (Ghimire, et. al., 2018; Government of Nepal, 2016). Such severe 

financial costs can lead to CHE, jeopardizing the ability to maintain basic needs, and can push 

individuals and families into cycles of poverty and ill health. In such cases, livelihoods become 

disrupted, including ability to work and generate income, as well as participation and contribution 

to family and social communities (Mohanty, et. al., 2017). 

 

In presenting the Nepal Health Sector Strategy 2015-20, the Nepalese government has committed 

to establishing universal health care by year 2030, stating that access to basic health services 

(BHS), free of cost and the right to healthy living as fundamental human rights (Government of 

Nepal, 2016). Despite the ambitious goals, the current medical system lacks financial protections, 

is majority privatized and facilities providing a broad range of service are concentrated to urban 

areas. Collective risk-pooling insurance schemes which could assist in financing medical needs 

extending beyond BHS are minimal, generate low enrollment and low retention of members 

(World Health Organization, 2010). OOPE made up nearly 60% of total national health 

expenditure in 2015 (Government of Nepal, 2016), and higher for private care, representing 81% 

of total expenditure (Mishra, et. al., 2015). While public subsidies are present, they are largely 

targeted towards BHS, minimal in terms of services covered and limited in terms of the total 

amount of financial assistance they provide (Mishra, et. al., 2015). Making steps towards achieving 

long term goals, the Government of Nepal began rolling out and diffusing the Social Health 

Security Program in 2017, a comprehensive social contributory scheme with objectives of ensuring 
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access to quality health service, protection from financial hardship and reduction out of pocket 

payments (Government of Nepal, 2017). Although the program signals positive developments in 

healthcare coverage, facilities accepting the scheme, types of services covered, amount of financial 

coverage, and level of enrollment are limited.  

 

The presence of privatized care has greatly expanded in Nepal along with political and economic 

development in recent years. Private health facilities increased two-fold between 2007-2015 and 

accounted for 70% of total health expenditure in 2015 of which 81% of payments were made out 

of pocket (Mishra et. al., 2015). When medical needs extend beyond BHS or when public facility 

capacity is exhausted, individuals may turn to private services where care may be received more 

quickly and at a perceived higher quality, but where prices can be significantly higher, lack 

regulation and government oversight (Mishra, et. al., 2015).  

Acute injury of a male head of household can result in long-term disability, which has many 

implications on the Nepali household, specifically on livelihood strategies, as males are the 

primary earners in their families as well as rights-holders related to land and economic activities 

(Pokharel, 1970:78). Individuals face difficult decisions in financing medical care following 

injury, from taking out loans from family, friends, or local village communities with added interest, 

to selling land assets or compromising children’s educations (Ghimire, et. al., 2018). Acquiring 

large debt loads and depleting family financial resources can lead to cycles of poverty that have 

implications on the ability for the household to function as previously, as caretaker responsibilities 

may shift, financial security is threatened, and standing with local community members may 

become strained due to debts owed and difficulty to repay.  
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3. Previous research 
 
3.1 Determinants and rate of catastrophic health expenditure in Nepal 

Previous studies have explored both the rate and determinants of CHE in Nepal. Ghimire et. al. 

(2018) explored the cumulative incidence, distribution and determinants of catastrophic health 

expenditure based on a 2018 living standards survey, which provided a nationally representative 

view of CHE across Nepal’s three main north-to-south geographical belts of mountain, hill and 

Terai-plain regions, as well as composition of literacy and economic status (Ghimire, et. al., 

2018:4). The study reported an average monthly household expenditure was 30,000 NPR (414 

USD) while monthly OOPE on healthcare was around 4%, or 1187 NPR (16.4 USD). 

 

The study determined that of the households surveyed, 75% reported illness, of which 10.3% were 

associated with spending that led to CHE, of which the highest proportion was associated with 

acute illness and injuries versus chronic illness. Poorer households, household demography, urban 

location, female head of household, chronic illness and increased illness episodes were all 

positively associated with CHE (Ghimire, et. al., 2018:4). Further, CHE was disproportionately 

distributed across regions and attributed to household capacity to pay, meaning that CHE was 

concentrated to lower income households in the far west and mid-west regions of Nepal at greater 

risk of CHE due to lower economic status and compounded by lower rates of education and 

literacy, noted to potentially impact how cautious individuals and their families were in relation to 

their health-related behavior (Ghimire, et. al., 2018:8).  

 

Half of reported episodes of CHE were associated with households that reported a double burden 

of illness, where more than one family member experienced some form of medical need, either 

chronic or acute. The study notes how the absence of comprehensive health insurance mechanisms, 

high morbidity, reliance on OOP financing for treatment and large share of poverty expose 

Nepalese households to increased risk of CHE. Further, noted implications on households that 

incur CHE include the need to sell assets, likelihood of compromising children’s educations, and 

high risk of being pushed below the poverty line (Ghimire et. al., 2018:2).  
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However, studies on CHE have tended to be disease-specific and focused on urban areas, mainly 

the capital of Kathmandu (Ghimire et. al., 2018:2). Beyond the stated implications, little has been 

researched or reported on the implications of CHE on livelihood strategies, ability to fulfil family-

based social roles, and impact on prospects for upward mobility.  

 
 
3.2 Institutional-based trust between patients and healthcare service providers   

The interaction between patient and the healthcare system as an institution is one between an 

individual who seeks out a public service from a healthcare facility as service provider. Institutions 

can be understood as “combined structures of rules, roles and human actors who generate 

activities” (Askvik, et. al, 2010:417) which play out through a combination of people, positions, 

procedures and processes (Askvik, et. al, 2010:417). While institutional-based trust can be granted 

to the parliament, central government, civil service, judiciary and police, performance-based trust 

of hospitals as a public institution is most relevant to the research study, as it explores trust based 

on individual assessment of the achievements and outputs of said institutions. 

 

A study focused on the level of trust that Nepali have in public institutions found that performance-

based trust, or trust based on popular performance appraisals of government institutions and 

policies (Askvik, et. al, 2010:417), was high for professional institutions such as school and 

hospitals, while lower for institutions of courts, civil service, the parliament and government 

(Askvik, et. al, 2010:430). While providing a basic assessment of trust in hospitals, the study was 

based on subjective indicators formed by each person interviewed, meaning that trust was 

constructed on a per-person basis rather than through consistent indicators such as satisfaction of 

interactions with healthcare providers or quality of services received. Further, the study was based 

on overall assessment of hospitals, and does not explore specific need states or types of services 

received that would dictate how trust may be formed and granted to said institutions.  

 

A gap therefore exists between the level of trust placed in healthcare institutions and the specific 

variables that enable trust; for example, the nature and level of acuteness of medical need, whether 

the medical need was life-threatening and therefore time-sensitive, and differences noted between 

healthcare providers and facilities that may impact the level of trust. A combination of such 
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indicators may dictate how reflexive a patient can be in determining whether or not to grant trust 

to the healthcare service providers before paying for and receiving services, or ability to 

differentiate between healthcare providers prior to selection of services. Finally, studies in general 

did not consider the implications of granting trust to healthcare service providers, forming a gap 

that the following research aimed to explore.  

 
3.3 Role of provider in Nepali household: social and gender contract 

Male as head of household 

Pokharel (1970) discusses the roles and obligations of family members in Nepali households, 

which provides a clearer understanding of their significance. Individual roles form identities, and 

are based in part on deep-rooted social, cultural, political, economic and religious frameworks 

(Pokharel, 1970:65). Such frameworks structure traditional societies and form social contracts that 

establish role-based agreements between men and women (Gerhard, et. al., 2002:112). Males as 

“chiefs of the family” (Pokharel, 1970:78) stand as head of household, which carries a range of 

rights and responsibilities. Further, gender differentiation in traditional Nepali society establishes 

social order, specifically in terms of expectations of division of work and home responsibilities; 

men and masculinity linked to the public domain, which enable economic interactions with the 

outside world (Shakti, 1995), while women and femininity are linked to the private, their activities 

greatly focused within the household (Gerhard, et. al., 2002:109). However, differences have been 

noted between rural versus urban areas. Roles have also been noted to evolve with modernization 

and new forms of work carried out. Further, depending on the agricultural season, food scarcity 

may be more present, demanding that both men and women diversify their wage-seeking activities 

(Pokharel, 1970:74). The need to secure reliable labor has resulted in males migrating outside of 

Nepal as remittance workers, traveling the gulf states, where work is available (Pokharel, 1970:75). 

 

Rights of the male 

In terms of rights, Pokharel (1970) notes the power and authority that males have traditionally held 

as primary decision makers of the household, which enables them to keep their land in mortgage, 

obtain credit, and to both give and secure loans as men are seen as able to fulfil financial 

commitments (Pokharel, 1970:78). Women are noted to make minor decisions related to the 

household and children’s daily activities, or are involved in consensus-based decisions, while men 
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stand for larger decisions that impact the family and their relations with their community. Further, 

labor activities of males result in cash earnings while women’s activities often generate earnings 

of resources that are used for day to day survival of the household (Pokharel 1970. p. 80).  

 

Evolving gender contract 

Rantalaiho (1998) discusses the concept of gender contract, which helps to frame the role of men 

and women in Nepali society. Gender contract is a modern interpretation of social contract 

anchored in cultural symbols and which establish a “pattern of implicit rules on mutual roles and 

responsibilities”, which contribute to the realization of individual identities (Gerhard, et. al, 

2002:116). The contract includes the rights and obligations that guide social relations between men 

and women, genders and generations, and between modes of social production and reproduction 

that organize societies (Rantalaiho, 1998:47). However, Rantalaiho (1998) goes further to explain 

that gender contracts are not static, but adapt in the face of changing circumstances and societal 

developments (Rantaliaho, 1998:116), resulting in a continual process of development in the 

nature and content of such agreements. For individuals whose positions in their families and 

societies are perforated due to altered physical states and abilities, social and gender contracts 

evolve to fit the changing circumstances.  

 

While Pokharel (1970) provides a broad view of gender roles and divisions in Nepali society 

specifically, Nepal has changed significantly in the nearly 20 years since the article was written, 

as domestic migration has witnessed a flux of rural villagers relocate to cities, resulting in changes 

of modes of labor. Further, rate of outward migration of men moving abroad as remittance workers 

has also climbed significantly in recent years (Pokharel, 1970:75). Such advancements, amongst 

others, have led to a shift in female responsibility, and elevation of women as primary providers 

in the case that the male head of household dies or is incapacitated. This change seems to confirm 

Rantaliaho’s (1998) conceptualization of an evolving gender contract in the face of changing social 

developments, personal circumstances, and resulting adaptations. Further, the country of Nepal is 

comprised of diverse cultural, class, and caste groups, amongst others, meaning that there is no 

one standard, homogenous constellation of gender roles and expectations connected to them. This 

suggests that the account of one caste or geographical group does not necessarily represent that of 

all others.  
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4. Theoretical framework 

This section discusses the theoretical basis of the research. In order to explore the significance of 

trust as it relates to healthcare-related interactions, as well as its role in generating and exchanging 

social capital between members of a community, the theoretical framework draws upon 

conceptualizations of trust as a process, institution-based trust, male-breadwinner model, and 

social capital theory. The enablement of trust can be understood first from an institutional 

perspective, where trust is generated through a process of different stages that an individual goes 

through, which then rationalize trust being granted to another individual. In the following research, 

these stages are conceptualized through healthcare-related processes specifically. Further, the male 

breadwinner model is introduced in order to understand the significance of males as providers in 

Nepali households, as well as responsibilities and expectations connected to such a position. 

Developing the concept further, aspects of social capital are explored, including how trust enables 

exchanges of social capital within families and communities. A range of general theory and Nepali-

specific context were utilized in an effort to stay close to the specific cultural context of Nepal. 

That said, there may be limitations to the applicability of theory due to an evolving Nepali society, 

as shifts in urban vs. rural placement have occurred at a high rate in recent years, which may have 

an effect on the roles and expectations of family members in light of changing modes of wage-

generating activities and role-based obligations.  

4.1 Trust: stages, types, and contribution to social capital 

A key focus of the research is how trust between patient and medical providers is both enabled and 

granted. The need state of an individual requiring medical attention following a severe injury 

warrants a certain level of trust between the mentioned parties, as the former depends on the latter 

to provide a service that will lead to a hopeful outcome of improved health. Simmel, in Möllering 

(2001) illustrates trust as a process made up of three stages: expectation, interpretation and 

suspension. Expectation is the state at the end of the process, or the expected outcome; 

interpretation is the proof that provides good reason or rationale, which can be based on previous 

experiences or held knowledge, and; suspension is the mechanism of bracketing or omitting the 

unknowable (Möllering, 2001:403).  
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For those who seek out medical care, the three stages are suggested to play out as follows: 

following injury, the patient enters the first stage of expectation, where they seek adequate medical 

attention that will ideally address their medical need and aid them in reaching an improved state 

of recovery. Second, the patient moves into interpretation, where personally-held knowledge, 

information based on previous experiences, or the experiences of others provide good reason or 

proof that supports the acceptance of medical provider suggestions, and which rationalizes 

financing of care. Depending on the level of knowledge or experience, either held personally or 

transferred from others, the patient possesses a certain level of reflexivity, or the ability to reflect 

and ideate before agreeing to receive care. These factors, combined with the acute nature of the 

medical need, leads the patient to the next stage of the trust cycle, suspension. In this stage, the 

patient or caretaker as decision maker may bracket off or omit the unknowable, which may include 

the proper care that is actually needed, advantages or disadvantages of one provider 

recommendation over another, reasonability of pricing, etc. In the case of limited reflexivity, the 

patient may instead place trust in the recommendation of medical providers in a conscious or sub-

conscious effort to reduce complexity of the high-risk situation.  

 

Simmel’s conceptualization of trust as a process (Möllering, 2001) is helpful in illustrating the 

process that patients may go through during their medical care journey, but lacks context as it 

relates to the specific factors involved in trust-generating processes. Therefore, Luhmann in 

Coveney et. al. (2008) is utilized, which offers an additional layer of perspective related to stages 

of interpretation and suspension, characterizing trust as a reducer of complexity (Coveney, et. al. 

2008:180). In making any decision, a certain level of complexity is present that will dictate the 

weight that different alternatives carry, as well as different consequences that vary according to 

the significance of the decision. In the situation of acute medical need, complexity is high as a 

range of time-sensitive decisions need to be made, including type of care to be sought out, 

treatment alternatives, availability and choice of care facility, adequate medical competency of 

providers, and strategies to finance care. Trust as a reducer of complexity works through 

generalization, where trust that the individual places in the medical system acts as a substitute for 

inner certainty based on held knowledge. Instead, trust is placed in the medical service provider as 

a response to such complexity. While not eliminating it entirety, complexity is reduced, and trust 
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is granted as a “functional alternative to rational prediction and decision-making” (Möllering, 

2001:410). 

 

Further, trust acts as a medium of interaction between modern society’s systems (institutions) and 

the representatives of those systems (medical providers); interactions shaped by facework 

commitments and faceless commitments (Coveney, et. al., 1991:181). Facework commitments 

depend on the perception of the patient’s care experience, including the medical provider’s level 

of professionalism, mannerisms, and other personality aspects that may have an effect on patient 

impressions and expectations. Faceless commitments are the perceived legitimacy, technical 

competence, and ability of the ‘expert system’ (Coveney, et. al., 1991:181). Rather than being 

based on facework commitments or the interactions between patients and medical providers on an 

interpersonal level, limited previous interactions with the medical sector combined with severity 

of medical need push decision-makers to depend on faceless commitments, that is, to trust medical 

providers as experts without question.  

 

4.2 The male breadwinner  

A key focus of my research was on the types of work activities that men were involved in prior to 

their injuries, and the implications that may result from a disruption on the ability to work as 

before. As detailed in section (3) on previous research, males as heads of Nepali households carry 

a range of responsibilities and expectations connected to their position in the family. The role that 

men play as providers focuses largely on economic activities that can support the household, 

leading them to engage in work activities outside of the home, while women often focus on 

household-based activities, agriculture and livestock. Social capital, of which a key element is 

trust, is largely a bi-product of the income-generating activities that men are involved in. A 

functional understanding of social capital is “networks and relationships existing in society, which 

are influenced by norms, values and rules, and held together through reciprocity and trust” 

(Hänninen, 2018:15; Parnwell, 2007). Social capital enables interactions and communication, 

builds up reputations, which in turn increases security within a network (Putnam, 1993). Men 

depend on the social capital that they possess, which enables interactions with others outside of 

the home, including the possibility to find work and ability to engage in economic exchanges 

between other males in the community, including possibility to acquire loans. A potential 
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breakdown in the ability to conduct or fulfil labor-based responsibilities after injury or as the result 

of disability may lead to an erosion in the ability to generate such social capital, and is therefore a 

key focus of the research.  

 

4.3 Social role and obligation 

Theories related to social role and obligation grounded in social capital are offered by Fukuyama 

(1995); Edwards and Foley (1997); and Putnam (1993), and are utilized to understand social capital 

as enabling trust between patient and provider, family members, and between patients and 

members of a community. Further, these theoretical concepts are utilized to understand the 

meaning and significance of provider roles that individuals play in their families and communities, 

values attached to those roles, and the implications of a perforation or change to such roles due to 

injury, care cycle, and financial strategies devised for care.  

 

The Social Capital Theory Framework put forth by Edwards and Foley (1997), builds upon 

Putnam’s (1993) social capital theories grounded in trust and reciprocity. The theory’s basis is 

rooted in cultural components of social capital which “add value to individuals who align or 

participate in a group as well as the value that is contributed to relationships and meaning 

generated” (Edwards, et. al, 1997). This perspective focuses on the position of individuals seen 

through the contributions that they make to society. Due to the study focus of patient and family 

livelihoods that are impacted by experiencing CHE throughout the care cycle, the theoretical 

framework aims to focus on the value that individuals feel they offer their community (family and 

non-family), and the possible implications of any disruption to such contributions. The social 

capital theory framework is further supported by an additional layer of social capital perspective 

by Fukuyama (1995), focused on trust, connectedness and social obligation. Specifically, the 

expectations that arise within a community based on trust and commonly shared norms 

(Fukuyama, 1995). Additionally, the perspective helps to understand the gendered nature of 

obligations. Through this perspective, the research study aimed to understand the roles that 

individuals feel they and/or their family members hold in their community, and held perceptions 

related to the obligations of said individuals in maintaining and supporting such obligations. 

Further, the theory helps to understand the interactions between patient, patient families and local 

communities in terms of the trust that is enabled by contributions and the implications that a 
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breakdown in social role has on trust. Social capital theory as it relates to role specifically was 

used to guide research study aims, design, conducting of interviews, to assist in transcribing, and 

structure analysis of findings.  
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5. Methodology 
 
5.1 General methodology 

The research study was carried out in the form of instrumental case study, where individual cases 

studied can provide greater awareness and deeper understanding of particular issues. The case 

involved factors surrounding OOPE, eventual CHE, and impact on one’s identified social role and 

obligation to their family/community. The study was based on qualitative data in order to identify 

the subjective perceptions of those impacted (patients and families) or those who have witnessed 

said experiences (healthcare providers). The theoretical framework aimed to support and build 

upon the researcher’s awareness of issues in the field, and helped to purposely guide research 

questions and support further questions as they emerged during the study period. While acting as 

a guide for interviews, analysis and further discussion, the theoretical framework left room for the 

exploration of unexpected questions and considerations throughout the research process. 

 

5.2 Research units and sampling 

By interviewing different groups of individuals, the aim of the research was to gain awareness of 

a range of issues and perceptions as experienced at different stages and from different dimensions 

of stated issues. The quantity of interviews conducted worked towards establishing saturation 

(Punch, 2005) or the confirmation of insights and findings to emerge throughout interviews and 

analysis.  

The research study was based on 12 in-depth interviews, comprised of: 

- (6) individuals currently receiving care at NHEDF; 

- (4) individual or family member of individual who received care and returned to home 

area following discharge from NHEDF; 

- (2) doctors: 1 neurological surgeon; 1 spinal surgeon  

A convenience sampling approach was used to locate individuals to be interviewed with guidance 

and assistance provided by NHEDF. I communicated the aims and ambitions of the study to my 

key informant, and trusted his recommendations of patients who fell within the study themes. By 

utilizing organization support, individuals most relevant to the research aims and goals were 
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identified and sought out for interview. Interview guide development and interviews were 

conducted in collaboration with the organization to ensure study relevance and cultural sensitivity.  

5.3 Collection of qualitative data 

Throughout a nine-week study period, different sets of informants were interviewed across urban 

and rural locations in Nepal. An interview guide was first developed in English based on the 

study’s theoretical framework, translated to Nepali and utilized by a hired translator during 

interviews. Interviews were conducted in Nepali through the assistance of a hired translator 

following four total hours of instruction where I as researcher presented research aims, theoretical 

framework, and the proposed interview guide in an attempt for the translator to understand study 

goals and ambitions. Interviews were semi-structured which allowed for additional insights and 

findings to spontaneously emerge, which ultimately supported a richer and more in-depth analysis 

(Punch, 2005). 

 

Interviews were conducted primarily one-on-one with patients directly or with a parent if the 

patient in focus was a minor or diseased. A consent form was developed prior to the interview 

period, stating the complete voluntary nature of the interview, ability to end the interview at any 

time, that subject information would be de-identified, and that interviewees were in no way or 

form obligated to disclose any information that they did not feel comfortable sharing. Expressed 

verbal and written consent were received from the patient or family member via a signed consent 

form prior to audio-recording of conversations and can be found in the appendix portion of this 

paper (section 8). Interview transcriptions were thematically coded and analyzed by hand.   

 
5.4 Ethical considerations 

Healthcare-related experiences of interviewees are sensitive in nature, as individuals recounted 

difficult, painful experiences, both emotionally and physically. Further, interviewed patients were 

in a vulnerable state, offering intimate details about their health status, medical background, 

financial standing, and insecurities about the future due to their experiences. In an effort to be 

respectful and considerate, a consent form was presented to patients and included verbiage about 

the possibility to pause or end the interview at any time, for any reason. While interview guide 

was developed around key themes that I as researcher hoped to explore, questions were open-

ended and allowed the interviewee to respond as they felt appropriate and to their personal 
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emotional capacity. Further, patients and their family members named throughout the study have 

been given fictitious names in an effort to protect their identities and dignity.  

 
5.5 Limitations 

Analysis and discussion of interview data must be viewed in light of the following limitations: 

First, majority of those interviewed were men, meaning that accounts of women, including factors 

that may influence their quality of care and implications of their experiences may go unreported. 

Second, patients interviewed were from a convenience sample developed with guidance from the 

NGO in order to represent patient experiences closely aligned with study aims, meaning that 

certain patient experiences may have greater bearing on findings than those of non-interviewed 

individuals, which could be seen as a form of bias due to the intentional selection, and which would 

have added additional perspective relevant to the study. Third, a translator was hired to assist in 

translating/conceptualizing interview guide into Nepali, conduct interviews and transcribe 

interview audio. Due to differences in language between English and Nepali, there is possibility 

that information was lost in process, or that the intentions of the translator may have influenced 

the flow of interviews and information provided by interviewees. In an effort to work against this, 

I met with the translator on three occasions prior to the first pilot interview where I presented the 

interview guide, study ambitions, and sought out her perspective to ensure cultural relevance and 

smooth diffusion and of the study.  
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6. Analysis 
Through analysis of interviews with patients, caretakers and medical providers, three primary 

themes emerged: (1) Initial injury and start of care cycle; (2) Strategies devised to finance care, 

and; (3) The pursuit of a suitable diagnosis and its implications, including sub-themes of (3.1) 

Implications of injury, financing strategies and depleted financial means resulting from care cycle; 

(3.2) Altered social standing and exchange of social capital, and; (3.3) Downward mobility. The 

interconnected themes depict a repeating narrative where an individual experiences some form of 

physical trauma from an accident, make attempts to locate a medical facility with adequate 

competency and services to address medical need, be successfully admitted, start a journey towards 

identifying an adequate and accurate diagnosis, develop financing strategies to fund care following 

diagnosis, and finally, face the prospect of navigating an unstable future due to previous income-

generating activities no longer possible to carry out due to changes to physical conditions.  

 
6.1 Initial injury and start of care cycle 

Following the accident that resulted in acute injury, a patient’s process of care and recovery begins, 

which I have termed ‘care cycle’, understood a series of processes that include the locating of a 

healthcare facility and seeking out of adequate healthcare provider and competency to treat the 

specific need. Figure 1 (Moroni, 2019), below, illustrates the care cycle.  

 
 

Illustration of patient care cycle 

 
Figure 1: Patient care cycle by Matthew Moroni, 2019 
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Patients often communicated how after first arriving to a particular health facility, determined by 

proximity to their home or where the accident occurred, they were either first diagnosed and 

prescribed treatment, or instructed to continue on to another facility due to severity of need, lack 

of adequate competence in present facility, overcapacity, patient inability to pay, inability to 

determine new diagnosis and subsequent course of treatment after receiving their initial diagnosis 

and treatment. Movement from facility to facility did not seem to be done formally by referral or 

coordination between facility staff but rather patients moved by their own effort and financial 

means following provider instruction or recommendations of acquaintances. Finally, information 

about injured loved ones was often not communicated to relatives, leaving them to wonder about 

their health status. For Kamal, after an explosion due to a gas leak occurred in the family home 

while they were sleeping, he did not learn that three of his family members had died or where they 

were located until days after the accident: 

“The three died in [hospital], but we hadn’t received any information on them. We just got 

the news of their death and now I am carrying that sorrow with me.”  

 

6.2 Strategies devised to finance care 

In order to begin receiving medical attention, and as part of the care cycle, patients and their 

families embark on a journey of devising strategies to finance needed care and strategies to meet 

household and family needs back home. 

 

Financing provided before services rendered 

Patients explained how proof of financing needed to be provided up front before services would 

be provided. This led many to immediately exhaust whatever savings they had available to finance 

costs for transportation to facilities, and charges for in-take, bed, tests, scans, and itemized costs 

such as medicines, food, medical tools, and clothing for medical staff.  

 

Even when utilizing savings, most patients had to resort to securing additional finances in order to 

continue their care cycle, otherwise face risk of being discharged, which for some could lead to 

loss of life or permanent physical ailment. Many sold a piece of land, either the area where the 

family lived and worked on, or land that was meant to be inherited following the death of a parent 
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but sold in advance. Others either first turned to loans or eventually sought them out, which were 

noted to be secured through other family members or local communities by offering land or assets 

as collateral: 

“I sold the land that was in my ownership. I sold everything I had, even some of her [his 

wife’s] jewelry, the goats, everything. That didn’t help much.” - Gopal 

 

“I started selling the land I had and then when I was in Kathmandu, we used up all the 

money. I was getting treatments for 4 years and that money did not even suffice for a 

year.” – Gopal 

 

If financing strategies could not be devised, patients then exit the care cycle, meaning that care 

ends while outstanding medical need persists. 

 

Government assistance 

One caregiver noted that as his son had been injured as a result of the earthquakes, the government 

was supposed to cover costs for care. However, when explaining this to hospital staff, he was told 

he would need to pay up front, later learning that the scheme was only available at few hospitals 

located in the Kathmandu Valley. After a long process of trying to secure the waiver from the 

government, he received a back payment of aid of 50,000, while noting that he was to receive 

300,000. In total, he noted accumulating 1,600,000 in loans (14,344 USD). This experience was 

repeated by another man who had been injured as a result of previous Maoist uprising, yet he did 

not receive expected compensation. 

 

Strategies to maintain household needs 

When patients or their caretakers served as the primary source of income in the family, family 

members back home took over responsibilities to take care of children and sought out other forms 

of labor to generate income in the absence of a primary earner. Some patients’ children’s 

educations were paused so that children could work to generate income or to assist the mother in 

taking care of other siblings in the absence of a male provider. 
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6.3 The pursuit of a suitable diagnosis and its implications 

The next phase of a patient’s care cycle is the pursuit of a diagnosis that adequately and properly 

meets their specific medical need, which was noted to have a range of implications, discussed 

below. This phase was for many a long-term pursuit marked by inadequate or in some cases 

incorrect diagnoses that led to further health complications.  

 

Locating facilities & seeking a diagnosis: a recurring cycle 

Many sought out care at the facility closest to their home, ranging in level and quality of services 

provided. In some cases, patients were not given a choice of care options but instead complied 

with the recommendations of doctors, noting them as experts: 

“I told the doctors that I don’t know these things, we have put him in your hands so do 

what you have to do. We don’t know as it is all in the doctors’ hands.” – Kumar, father of 

Ramesh 

 

Patients noted not having agency over their own care, which led to questions and uncertainty 

around medical treatment received: 

“They made me do x-rays, I did not know what had happened inside. After the x-ray, they 

did not even tell me about the metal screw that was put inside me. I had no idea.” - 

Mohan, following rod put in back, surgery on legs  

 

Additional care was often sought out on the patient’s own initiative after a period of no significant 

improvements observed or when further complications were experienced in the period following 

surgery. Patients and their families then continue down a long path of identifying a proper 

diagnosis, while making significant financial investment and accumulating additional debt to 

finance new care as prescribed.  

 

Most had visited four or more facilities before an accurate diagnosis was given. Kumar, a man in 

old age and father to Ramesh explained how his son was working as a trekking guide when he was 

injured during a landslide triggered by the earthquakes in 2015. At the first facility, his son’s minor 

wounds were stitched up and pain medications prescribed, but the severity of the cut and risks 

associated with it were not properly addressed, and the medicine prescribed could not be given to 
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his son upon returning home as his jaw was locked. It wasn’t until the fifth facility and significant 

medical expenses paid that a diagnosis of tetanus infection was given, indicating that earlier 

treatment had missed identifying the risks that led to the infection. By the time the infection was 

determined, his son was paralyzed and in need of a respirator. 

 

Diagnoses that failed to address the true medical need of patients were cited to be a result of lack 

of protocol and inconsistency in types and depth of medical examinations prescribed, such as x-

rays that looked at outward bone health versus MRIs or CT scans that could identify internal views 

of bones and organs. In some cases, treatment and/or surgery failed to identify their greater medical 

need, resulting in increased severity of their original need. Referring to bone tumor that was not 

identified as x-rays were done rather than bone scans: 

“X-rays were done, it looked normal, but if proper diagnosis is not done by the doctors, it 

won’t be known.” - Gopal 

 

While this cycle of multiple diagnoses was experienced by most patients interviewed, there seemed 

to be acceptance of initial and additional diagnoses with little pushback with each further phase of 

care. Patients explained how they trusted doctors as experts, as they possessed the medical 

knowledge that patients themselves did not have. Further, due to the seriousness and time-sensitive 

nature of medical attention needed, and money-sensitive nature of experiences, patients seemed to 

place trust in medical providers and the course of treatment prescribed, even when earlier 

diagnoses and prescribed treatment failed to address their needs. Trust seemed to be further 

enabled by the high-risk nature of patient situations, as medical providers possessed the ability to 

prescribe a course of treatment that may eventually lead to an improved outcome, leading to patient 

and caregiver compliance: 

“I told the doctors that I don’t know these things, we have put him in your hands so do 

what you have to do. We don’t know as it is all in the doctors’ hands.” – Kumar, father of 

Ramesh 

 

Following initial treatment, often prescription of pain medications, patients noted that they or their 

loved ones were instructed to seek out care at other facilities where more advanced or broader 

range of services care could be sought out. However, accounts revealed that there was no guarantee 
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that receiving hospitals had bed vacancy, or that staff would in fact be available to meet patient 

needs. Patients then needed to wait until a provider was available, incurring costs for bed charge 

and ongoing care throughout, and often transitioned to other facilities on their own effort in the 

hope of receiving care more quickly.  

 

Upon arriving at further facilities, patients noted experiencing long wait times in order to see a 

provider, of which maybe only one would be available in the entire hospital that could address 

their particular need. Others waited long periods for receipt of care following diagnosis. While in 

a waiting period, patients had to continue financing costs for housing and food despite issues being 

related to administration and patient capacity of hospitals. Hari and son Saila waited 24 days 

following an appendicitis diagnosis to undergo surgery, which contributed to the formation of an 

abbess. Further, his original medical need of a broken leg was not properly addressed: 

“In all these hospitals [names 8 different facilities visited], now we are here. We have 

been to so many places but he still can’t walk.” – Hari, father to Saila  

 

When medical providers recommended patient transfer to other facilities, movement was done 

without inter-hospital coordination or guarantee that the patient would be admitted despite acute 

nature of need. Kumar and his son were threatened and forcefully discharged when no 

improvements to his condition were seen:  

“There were many empty beds at the hospital. Our of 100 beds, only 5-6 were occupied so I 

asked how having my son would harm anything. They said that other patients will come and 

they have to take care of others also, and insisted on discharging him. I did not ask for free 

medicines. I just asked for a bed for an earthquake victim. They insisted on us leaving every 

single day. The hospital warned us to empty the bed within a week.” 

 

Another patient’s mother echoed similar experiences after the family could no longer pay for care 

for her son following brain and head trauma: 

“They put him in the ICU for seven days, then shifted him to the ward when we couldn’t pay 

the money. Then the doctors also kept on telling us to leave because we did not have money.” 

- Kumari 
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Likelihood and speed of being admitted to hospitals was noted to be dependent on personal 

connections: 

“They said that it is difficult to get ICU in public hospitals, only those with some power 

can get it in Nepal.” - Kumar 

 

Upon arrival at the 14th facility, Kumar and his son were admitted due to a personal connection 

from their home village: 

“Then there was a villager’s son who worked at Bir hospital and I shared about our 

situation with him and he helped admit my son to the Trauma Center and he also talked 

to the doctors there.” - Kumar 

 

Compounding health problems 

When patient medical needs were not adequately addressed in the first few facilities visited, on 

average, health problems increased in severity and even compounded into further problems. For 

one patient, the severity of his broken bones was not properly identified in the first two facilities 

where he was told he had only bone fractures. The patient explained how doctors conducted 

surgery to repair the fractures, but it wasn’t until the third hospital visit following additional 

complications that a different doctor conducted a CT scan that identified a tumor in the bone. It 

was also determined that he did in fact have broken bones, not simply fractures, of which shards 

had spread throughout his body that threatened to damage his bladder and which contributed to a 

blood clot in his stomach.  

 

Patients noted being discharged when their finances were depleted or in event of no further 

improvements in condition. This led to a sense of desperation, as many saw no other alternatives 

to seek out to better the condition of them or their loved ones. For Mohan, following injuries of 

broken bones, had been passed around to different hospitals after x-rays did not reveal what his 

problems were. He expressed that he did not want to repeat all the tests he had received before, 

only to possibly receive no diagnosis: 

“We told them what they’d told us earlier, instead of making me do all the tests and 

telling me my bones are not broken. We had no other option but to leave there because 
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they would not keep us. They said either go to [other hospital] or go home, they would 

not keep me there anymore.” - Mohan 

 

When patients were unable to devise a strategy to finance further care they were in some cases 

discharged from the hospital where earlier care had been received: 

“They put him in the ICE for 7 days then shifted him to the ward when we couldn’t pay 

the money. Then the doctors also kept on telling us to leave because we did not have 

money.” - Kumari, mother of injured son  

 

Hospital staff were even noted to speak harshly to patients and family members who were unable 

to pay:  

“The sisters1 would scold mother as we couldn’t pay. Same in all hospitals. When we 

didn’t have money, everyone treated in the same way. They are supposed to take care of 

the patient, but they would make mother do everything. She faced a lot of trouble.” - 

Kumari 

 

Sense of desperation 

The journey of receiving an adequate diagnosis led to a sense of desperation among patients, as 

they often paid such high costs yet were not assured that the care they received would in fact 

improve their situation: 

“I asked the doctors how much more I would have to spend as I had already spent around 

800,000 NPR (7,172 USD). I was angry because there were no results even after 

spending so much for 10 days. I had loans, and I just wanted to get cured soon.” - Rami 

 

One patient felt that it would be better to cut off his leg than to risk further complications and 

additional costs for possible treatment: 

“I told them to cut my leg off if needed because I couldn’t take it anymore. What could I 

have done? I had a lot of tension even after the operation.” – Mohan 

 

                                                
1 Sister or ’didi’ in Nepali culture is a reference to an older sister, auntie, or in this case, a nurse 
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Sense of desperation led another patient to attempt suicide: 

“I did not know why I should keep on living. My wife said that I tried killing myself.” - 

Gopal 

 

Little emphasis on rehabilitation and follow-up care 

Patients expressed how physiotherapy and ongoing care were not emphasized by medical 

providers after surgery, leading to risk of paralysis or lifelong physical ailment. High costs were 

paid for surgeries and prescribed care, yet the success of such treatment was noted by surgeons 

interviewed to be contingent on follow-care in the months and years after care. Referring to loss 

of sensation in legs and feet after spinal surgery: 

Maya: “I ended up like this because I didn’t do physiotherapy, otherwise I would have 

gotten much better.” 

 

Interviewer: “Had you received any such recommendations before (referring to 

physiotherapy)?” 

 

Maya: “No, nobody did.” 

 

However, when physiotherapy was provided by the NGO, improvements in physical conditions 

were noted: 

“My pain had reduced and physio helped a lot. I felt the power return in my legs. My legs 

were very weak. Now I can walk with the help of one crutch.” – Maya  

 

Another patient, noting the importance and benefits of physiotherapy: 

“My problems would not have been solved with just the surgery. The movement would not 

have come back and I wouldn’t have been able to walk as I do now, had it not been for 

NHEDF’s help. After receiving physiotherapy, the movement in my legs returned and the 

muscles in my leg got stronger.” - Gopal 
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6.3.1 Implications of injury, financing strategies and depleted financial means resulting 
from care cycle 
 

Possibilities for improvement of health 

Despite malpractice or less-than-adequate diagnoses, patients were expected to pay for services 

rendered throughout their care cycle, as well as for ongoing costs including bed charge, food, and 

medicines. Once a proper diagnosis was finally reached, costs for inadequate treatment that was 

already paid for and received, patients were not granted any sort of credit or refund for faulty 

services, but instead were expected to finance any additional care that was prescribed.   

 

Once a proper diagnosis was given, costs to finance previous treatment lead to a scenario of 

depleted financial means where patients then needed to either devise new strategies for financing 

care or go without the prescribed treatment. This scenario was revealed through the experiences 

of Hari and son Saila. After experiencing bone pain and later a broken leg after a fall, no real 

related diagnosis was given to Saila. Later, after moving on to additional facilities and following 

four MRIs at the insistence of his father, it was determined at the fifth facility by an orthopedic 

specialist that Sila had a tumor growing in the bone, which contributed to his weakened state that 

led to the fall. As the diagnosis came so late into his care journey, the family had already spent 

680,000 NPR (6,100 USD). Financing was acquired through loans, which did not allow them to 

complete the six rounds of chemotherapy needed, as care would require an additional 700,000-

800,000 NPR (6,275 – 7,172 USD). Another patient had received 16 operations in the span of 50 

months after cancer was discovered following location of a tumor, although first two hospital visits 

did not identify the problem.   

 

In the case of Kumari, costs for cranial and spinal surgeries for her son were raised through a 

combination of donations and loans, the surgeries were carried out, but costs for a respirator 

following surgery that would stabilize her son could not be paid for due to depleted finances. He 

was not placed on a respirator and died hours later: 

“They asked me to take him to a private hospital because he had to be kept in ventilation. 

I didn’t have the money. I thought, we will stay there. Whatever happens, happens. I 

massaged his feed and stayed there all night. At 2:20 he passed away.” - Kumari  
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Disruption to income-generating activities 

The majority of those interviewed were men, all of which had been working labor jobs as a means 

of generating income to support their families. Due to the acute nature of their injuries and physical 

ailments experienced as a result of accidents, most men were unable to return to labor jobs as 

previously worked, including construction work, as remittance workers in foreign countries, or 

raising of livestock. Himal, young father of two and main provider for his family explained: 

“I can’t carry heavy loans now, and that used to pay more as the work involved hard 

labor. Now I just work with my hands packaging foods.” - Himal 

 

Inability to work lead to immediate loss of income and low likelihood of earning similar levels of 

income as previously due to changed physical state. This had a direct effect on livelihood 

strategies, forcing families to change course and devise new livelihood strategies to meet their 

family’s financial and household-related needs. After Kumari’s son died, her daughter returned 

from the Gulf to support the family. As the children were the main income sources, the family no 

longer had a source of financial stability, leading to difficulty in managing the household.  

“Everyone’s just staying home. We have no income source. When she was working 

abroad it helped but she’s also here now. It’s difficult to run the household now.” -

Kumari 

 

Kumar and his family depended on their sons’ work as trekking guides to support the family, 

income flow that stopped due to one son becoming paralyzed following tetanus infection, while 

the other son moved home to assist the mother. Agricultural work that had previously provided 

income was no longer possible due to land areas becoming barren due to a monkey infestation.  

 

High debt loads, unknown likelihood of repayment 

Financing healthcare costs led to all patients acquiring severe debt loads. Faced with the prospect 

of not being able to return to work activities that would allow similar levels of income as before, 

patients expressed feelings of confusion and insecurity about how to repay borrowed funds.  
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Loans via loans 

For some, additional loans were sought out from family and community members in order to pay 

interest on previously-obtained loans, leading to a cycle of owing money to many different 

people:  

Kumar: “I arrange money somehow for those who have asked it back. I understand that it 

will be difficult for them too, living in the village. To those who are really in need, I 

borrow from others and pay back.” 

 

Interviewer: “How do you manage to pay the interest?” 

 

Kumar: “Borrow from other people.”  

 

Role of land and implications of loss on livelihoods, income generation, and collateral  

Land was stated to be a key mechanism for financing care, often sold in order to quickly generate 

money to finance accumulating costs, although rarely meeting needs and demanding the devising 

of additional financing strategies. Through patient accounts, the significant role of land became 

clear. Land was a mechanism for income generation through agricultural or livestock activities 

and the area where the family home was located.  

 

Livelihoods 

Family homes in Nepali culture house multiple generations of family members. When the land 

where homes are located was sold, families were forced to disperse and relocate to other family 

members’ homes. Patients explained that following their care, there was great insecurity around 

whether or not family members would be able to reunite as one household, as the ability to finance 

the purchase of new land and a new home weren’t possible due to their financial difficulties.   

 

Income generation 

The sale of land lead to a depletion of space to continue agricultural activities and raising of 

livestock that provided subsistence and, in some cases, mechanism for generating income through 

the sale of crops and livestock. In the case of Kumar, knowledge of when and how to grow certain 
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crops went unutilized as he was no longer home to provide, but was based in Kathmandu seeking 

care for his paralyzed son:  

“We can’t do it because of the monkeys and also because my son doesn’t have much idea 

about which vegetables to plant in which season. He doesn’t have much idea and he can’t 

save much either.” – Kumar 

 

Their problem was further compounded by the fact that their family home was destroyed by the 

earthquake that led to his son’s injuries, forcing the family to instead sleep in a room above the 

area where they house livestock. Further, their land became barren due to a monkey infestation 

after the government released monkeys into their village in an effort to remove them from temple 

areas in Kathmandu:  

“We don’t get to farm anything because of the monkeys. They have adversely affected the 

farming there. Otherwise, we had very good crops.” - Kumar 

 

This reality severely hampers the likelihood of becoming economically stable, as land cannot be 

sold due to its depreciated value in light of inability to grow crops:  

“Our situation is very critical now. We are in debt and we have to pay it eventually. If there 

weren’t any monkeys, we could sell land and clear the debts, but now even if we sell half of 

our land, we don’t be able to pay the loan. There isn’t anyone to buy the land. It can’t be 

bought for farming because of monkeys. Also, there isn’t anyone to work in the field. When 

people started realizing that farming couldn’t sustain them and their family, many went 

abroad.” – Kumar 

 

Collateral 

For those who owned land but had not yet sold it, land was stated to be a form of collateral that 

could be used in order to obtain initial or further loans from community members or women’s 

labor collectives. Land that was used as collateral or sold directly was either land that families 

lived on personally, was a loaned section of a family member’s land, or was land that would have 

otherwise been inherited following the death of a parent living at the time of interview.  
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If land was sold to generate cash, patients were left without land as mechanism to obtain additional 

finances. It was communicated that owning a piece of land served as a mechanism for enabling a 

sense of trust between patient and potential loan giver. If the individual loaning money knows that 

the promise of land sits behind the agreement, they can have confidence in lending money. Where 

land or other significant assets are not available, the likelihood of obtaining additional loans was 

unlikely. As a result of land being sold, possibilities for income generation were reduced, 

indicating depleted levels of social capital that would enable other livelihood strategies through 

the help and aid of others.   

“If I had any land with me then they would be more comfortable to give me the money.”  

- Mohan 

 

“If it was in a bank, I would have to keep something as collateral. To sell the land too, 

nobody is going to buy it, because of the monkeys. I have to pay back the loan. I will be 

sinned if I don’t pay it back. I have to pay back my son-in-law for constructing the house 

too. He also has family, kids, he needs money. He must have got loans from others too.” - 

- Kumar 

 

Inability to jump-start future work prospects or diversify modes of labor 

Many who were interviewed communicated how as they were or would be unable to return to labor 

work, and would need to instead turn to other types of work to generate income, such as side 

businesses, selling of handmade products, and raising of livestock. A common sentiment shared 

was one of lacking capital to generate capital, as money is needed up front to finance new types of 

work, including purchase of land, buildings, and materials. As work prospects were limited and 

debt loads severe among those interviewed, the likelihood of being able to either save money or 

obtain additional loans were unlikely. This reality had severe negative psychological effect on 

men, leading to a depleted sense of belonging and inability to devise new strategies to securely 

move forward: 

“If there is heaven and hell, my life now is like hell. My plans for the future have been 

ruined. I couldn’t fulfill any of it. My life is broken like glass. In such a situation, I want 

to work for my child. That’s it. I had plans for my child and my family, but I couldn’t 

fulfill any of it.” - Kamal  
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The sentiment was further communicated through Mohan’s account:  

“We need money to earn money. When I was working, I was sending money home every 

month. We did not have financial problems. But now we have lost everything and I don’t 

know if we can go back to that state. Even if we could, we don’t have anything to start 

with.” - Mohan 

 

6.3.2 Altered social standing and exchange of social capital 

Interactions and social standing between patients, their families, and local village communities 

were enabled by social capital which was communicated to be generated by work activities that 

were conducted prior to the patient’s accident. The ability to continue generating and exchanging 

social capital following injury and patient care cycles were impacted by their physical abilities 

post-care, now altered due to their injuries and long-term physical ailments. Changes in generation 

and exchange of social capital led to many noted effects, most relevant being a sense of belonging, 

feeling of fear due to inability to repay loans, lowered perception of the patient by their community 

and the ability to obtain additional loans from other villagers to finance future care.  

 

Inability to return to labor work leads to others needing to step into provider role 

As the majority of those interviewed were the primary earner of their family, inability to return to 

labor work led to others in the family needing to step in to fulfill the role, including wives who 

turned to labor work, children who paused their education in order to seek out work, and elder 

parents who stepped back from retirement status to return to labor work in order to meet the needs 

of their family. Further, a transfer of main provider puts strain on others and leads to psychological 

distress: 

“I am the one who earns for the family. I am the only son. The responsibility of the house 

is on me. My parents are old now, yet they are still working. In a time when I should be 

taking care of them, I am living here, disabled, so what can I do in the future? Everyone 

is now struggling. I worry about this.” – Nimai 

 

Maya, who cared for her younger siblings after the father left the family and the mother passed 

away, explained her concerns about the well-being of her siblings: 
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“Meanwhile, my brother also got ill and people used to say things about the state that I 

was in, and now my brother also. I cried a lot during that time. I fainted after the bruises 

got worse.” - Maya 

 

Others take on new roles – evolving breadwinner status  

Elderly parents of patients, wives and children were all noted to take over as providers in some 

sense, turning to labor work despite old age, depleted physical condition, or limited capacity to 

carry out labor-intensive tasks. In referring to his wife, Kumar expressed: 

“She does a little, she is not strong like before. She is stressed and has gotten weak. She 

is also getting old.” - Kumar 

 

Emotional impact of altered perception of identity and inability to fulfil role 

Inability to fulfill a family-based role as previous led to a feeling of confusion about one’s sense 

of belonging. If they were unable to fulfill the duties of being a father, husband, or older sibling as 

primary caregiver, patients expressed a feeling of being lost, unsure about how they would 

proceed. For one man, the inability to work and provide for their family as before led to an 

insecurity of not knowing where he belongs and questioning whether it would have been better to 

die: 

“I don’t know what to do, how to go ahead with life. More than anything I am worried about 

paying back the loans. I feel stuck between working hard or continuing to live. I don’t know 

where I belong. I neither belong here nor there, hanging in between. Had I died, it would’ve 

been much easier, especially for them [referring to his wife and children]. The three of them 

could have lived happily, thinking that death is inevitable. Instead, living a disabled life like 

this is really difficult.” - Mohan 

 

Deliberation between receiving care or providing for family 

Patients who were unable to fulfill their caretaker roles as before expressed a scenario where they 

had to decide between seeking out the care that was needed following their accident or taking care 

of their loved ones, as being away from home for treatment and/or allocating finances to their own 

care might lead to their children or siblings not being provided for. 
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“I still feel that I will get better with treatment. I would go by myself but I have my 

younger sister, there is nobody to even cook food and feed her. … 

Regardless of my pain, I got them to continue their education instead of investing on my 

medical care.” - Maya 

 

A feeling of shame was expressed as resulting from one’s personal health struggles which 

impacted the lives and futures of loved ones. Referring to sons who had to stop their education 

because of their father’s healthcare costs: 

“I feel like I have ruined their lives. Because of one person, so many lives have been 

ruined. Had I died instead, at least they could have studied, and we wouldn’t have as 

much loan.” - Mohan  

 

The implications of their situations led some to question whether it would be better to die than to 

cause others to continue to suffer due to depleting financial situation and physical demands due to 

deteriorated condition: 

“I thought we should just go back home instead of troubling others. If I die, I’ll die there, 

if I survive then fine. … I feel tense and worried about the future. I hope nobody has to 

suffer like me.” - Mohan 

 

Psychological toll resulting from perceived inability to pay loans 

Patients and caretakers communicated that the stress to repay loans was heavy on their minds and 

gave them a severe sense of insecurity about the future, as the prospects of working to a level that 

would generate income to repay loans was increasingly challenging: 

“In that stage, I only had Rs. 30,000 (279 USD) after selling the goats. I needed at least 

200,000-250,000 (1,800-2,250 USD) for the operation. I did not know how to get that money 

so I went into depression. We still have to pay the loans back. At present, they sometimes 

come to our house also and we can feel the pressure. I feel the pressure of those loans.”  

- Gopal 

 

Stress to repay loans extended to other family members, who also suffered psychologically, and 

in one case, led to physical violence of a family member who assisted a patient financially: 
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“My brother in law would scold her for giving me money, and he’d say bad things. So, my 

younger sister and brother started working.” - Maya 

 

Inability to repay loans led to community members seeking out the borrower’s family, demanding 

repayment, creating a social imbalance and confusion about how to proceed forward due to lack 

of a source of income and inability to fulfill their commitment to pay back loans:   

“After borrowing from someone, when we’re not able to pay back in time they come to the 

house to ask for money. We don’t have an income source so it feels bad. When they come 

home, and we don’t pay them by the time we said we would then we are also in an awkward 

position. If we had some income source then we could have some kind of reassurance to pay 

back from that earning. But it’s difficult because we have borrowed from different places.”  

– Sarita, daughter of Kumari  

 

Financial strain was noted to creates imbalance between family members, leading to patients and 

caretakers withholding information from family members about their financial burden: 

“The family at home does not know about the expenses incurring here. Lenders are also 

worried as we have no source of income.” - Hari 

 

Another patient noted changes in how his family responded to him after he accrued such heavy 

financial burden: 

“Everyone was angry. They wouldn’t even receive my phone calls, they wouldn’t even 

check on me. We fell apart.” - Gopal 

 

Shankar noted how relations between he and his in-laws were strained after he was unable to 

continue working due to his physical ailments: 

“My in-laws say things to my wife. They told her to divorce me.” - Shankar 

 

Insecure social standing without male leader of household 

The death of her son and the absence of a father led to an all-female household. Kumari’s daughter 

explained how the community treated her family differently, which led to a feeling of insecurity 

of no male in the home:  
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“When the male in the family died, that’s obvious [to the community]. They think low of 

us. They speak lowly of us. They insult us. Not having a male in the family, it is bound to 

differ. A family without a male is difficult. Had there been a male then nobody could have 

harmed us. But now it’s just us females.” Daughter of Kumari 

 

Referring to treatment by villagers after her father left the family and mother passed away, which 

urged she and her siblings to move: 

“The villagers also said bad things about us, and it didn’t feel right to keep living there.” 

- Maya 

 

One patient expressed the shame and oppression felt from community members when he was no 

longer able to support the family as before:  

“When something happens to the bread-earner of the family, everyone oppresses the 

family. Some people even turned their phones off, blocked me from their phones.” - 

Mohan 

 

Another patient explained that others were superstitious of him after his injuries and diagnosis of 

cancer, fearing that they would be infected, which led to him distancing himself from the 

community after he was refused housing:  

“Some people perceive cancer as a communicable disease. They say that people with 

cancer also have other diseases like hepatitis B and others. The concept is that one 

should not mingle much with such people and stay away. People and friends with whom I 

used to eat together now look down on me. Some people didn’t even rent out a room for 

us to live in after knowing about my situation.” - Gopal 

 

6.3.3 Downward mobility 

Most patients were noted to be main provider of the family as the male bread winners of their 

households. Following care and rehabilitation, and due to their altered physical conditions, most 

were unable to return to similar labor activities as worked in the past, which had an effect on the 

mobility prospects of patients themselves, as well as their spouses, siblings and children. 
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Forgone education of children & psychological implications 

A common theme to many of those interviewed was one of forgoing children’s educations in order 

to utilize the funds paid for tuition fees to instead finance medical costs. This scenario was noted 

to be a major psychological strain among those interviewed, leading to a sense of guilt that their 

children may not advance to the level they might have had they continued to study. Many men 

noted that their primary motivation to continue struggling to recover or return to good health was 

their children, and the prospect of them returning to school again. 

 

Possibility to work abroad as remittance workers, limited opportunities at home 

Some of the men interviewed had previously worked as remittance workers in countries such as 

Malaysia, Kuwait and in the United Arab Emirates, or had secured visas to work abroad just prior 

to their accidents. Those who go abroad are said to respected by their local communities as they 

are able to send money back home to support their families, providing a level of income higher 

than what would be possible had they worked domestically in Nepal. Referring to her son who had 

died after not being able to afford a respirator: 

“He was going to go abroad for work. We got a call while we were at [hospital] that his 

visa had arrived. He was going to work in Dubai, and then the accident happened.”  

- Kumari 

 

Due to ailments following their accidents, most men noted that it would not be possible to go 

abroad again, and would instead need to devise strategies to generate income from work activities 

in Nepal, but which would lead to a significant reduction in level of income. 

 

Siblings of patients were also impacted by their family member’s medical needs, forgoing 

opportunities to work abroad as an immediate need grew for them to support the household. 

Sarita’s sister returned home from Dubai after her brother’s accident, leading to loss of remittance-

based income that supported the family in addition to her brother’s income, which was also lost as 

he passed away:  

“My younger sister was working in Dubai, which helped, but after she returned it got 

difficult for us.”- Sarita 
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7. Concluding discussion 

It's clear through review and analysis of patient accounts that the implications of experiencing 

catastrophic health expenditure are severe. The personal accounts of injury, experiences with the 

Nepali healthcare system, and resulting hardships presented are complex in nature, and have 

significant impact on the future prospects of patients and their families. They are also significant, 

as they signal factors related to healthcare that demand attention if Nepal is to successfully reach 

the stated goal of universal health coverage, as well as fulfil their duty to provide care to patients 

as part of basic human rights. 

First, regarding patient-provider relationships and the pursuit for a proper diagnosis. It’s clear 

through patient accounts that complying with medical provider guidance was enabled by trust, as 

doctors are seen as experts, and greatly influenced by the high-risk nature of patient needs. It would 

be difficult not to suspect that healthcare providers may be taking advantage of such trust and need 

states in some cases, as patients communicated being prescribed courses of treatment that were not 

beneficial, or in some cases even damaging to their already fragile state, yet demanding of great 

financial sacrifice. For others, lack of proper diagnosis compounded into more severe problems 

which could have likely been avoided had medical providers utilized proper services and 

technology to match the symptoms and need states of patients following injury.  

A further dilemma is that of patients exhausting their finances throughout the pursuit of a proper 

diagnosis. When patients complied with medical provider direction, it often came at a high cost, 

both financially and on livelihoods, as families exhausted their financial savings, turned to loans, 

incurred high debt loads, and were left in difficult financial standing with money-lending family 

and community members. This was noted to have severe implications on patient family 

livelihoods, as non-male breadwinners who were forced to begin working in order to sustain 

household needs, and educations cut short in order to allocate tuition fees to the care of children’s 

loved ones. For others, finances for high-cost scans, investigations, medicines and surgeries left 

them without financing for life-prolonging care such as being placed on a respirator, leading in 

one case to permanent brain damage that rendered a young man paralyzed, and leading to the death 

of another young man following a road-traffic accident and subsequent brain injury. Additionally, 

proper diagnosis may be established through utilization of standard processes and protocols, which 
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would ultimately reduce risk of healthcare spending-related cycles of poverty and further health 

risk, as needs would be identified and treated much earlier than what most experienced.  

Emphasis on rehabilitation following prescribe course of treatment was not emphasized by medical 

providers, despite patient accounts of its importance to their recovery. Three patients noted how 

rehabilitation offered through the NGO led to sensation returning to their extremities. It begs to 

question, after having gone through such a long journey to recovery, enduring high emotional, 

financial, and physical cost, why medical providers would not emphasize care that would assist in 

ensuring success of the treatments received.  

Finally, land that was sold or offered as collateral in order to finance care created disruptions to 

modes of income-generation through agricultural and livestock activities, as the space used for 

such activities was no longer in the family’s possession. Beyond disrupting prospects of income 

generation, and in some cases leading to family separation, this had an effect on the families 

perceived ability to be trusted by their community, as land could not be used as collateral to secure 

additional loans to finance further care as prescribed. This often pushed families back into a cycle 

of needing to finance care but without the means to do so. For one patient, this resulted in a cancer 

diagnosis, which was not provided until the fifth facility visited and over 680,000 NPR (6,100 

USD) spent, leaving no further possibilities to finance chemotherapy needed to potentially save 

his life, and no clear path for how to potentially get there. Further, psychological toll experienced 

throughout the pursuit of care and strategies devised to finance it led in many cases to patients 

questioning the value of their life, as their struggles had contributed to the suffering of others. Few 

patients expressed how it would be better to die than to cause others to suffer.  

Further research is therefore suggested to explore the following in greater detail: First, 

coordination mechanisms between healthcare facilities may work to ensure that patients receive 

the proper care needed when they are instructed to move to a new facility. Without such 

mechanisms, patients are simply passed around from facility to facility without a clear indication 

that they are on a path to improved health. With each new facility visited, patients must re-present 

their medical needs to providers, endure long wait times in order to be admitted, if at all, may not 

be admitted without utilizing personal connections, and they may not be prioritized due to lack of 

capacity and limited medical staff to assist them. Further, costs that are accumulated throughout 
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the care cycle can exhaust any financing that could be put towards their future care, but instead are 

utilized to pay for earlier, less-than-beneficial care, in addition to transportation, housing, food, 

and medicines. Second, research on pricing for range of services could prove beneficial in working 

towards developing new pricing models and cost caps that match average income-levels of 

majority of population, as well as consistent pricing among public and private hospitals. Poverty 

cards are present in the country, which limit the amount that patients must pay depending on their 

noted economic status, but such a program was not often mentioned during patient accounts, 

suggesting that awareness and diffusion of the benefit is lacking. As majority of workers are 

involved in agricultural activities, often at subsistence levels to meet their family needs, the 

possibility to finance care through a for-profit system puts them at odds in receiving the care they 

need without needing to sacrifice their and their loved ones’ livelihoods, while leading to grim 

outcomes where ability to repay loans are unlikely, creating tensions between family members, as 

well as between community members. Lastly, the prospects for provider accountability could be 

explored, in order to ensure that patients are not taken advantage of in their high need states or 

forcefully discharged after no improvements to their condition are seen. Many patients noted 

having undergone surgeries that did not address their greater need, yet mentioned no refund or 

credit for the costs already paid, but were instead left with outstanding need and large financial 

burden. 
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8. Appendix 

8.1 List of interviews 

Interview # Date Place Type 
1 05.02.2019 Kathmandu Pilot/patient interview 
2 08.02.2019 Mid-west Nepal Patient interview 
3 08.02.2019 Mid-west Nepal Patient interview 
4 09.02.2019 Mid-west Nepal Patient interview 
5 10.02.2019 Mid-west Nepal Patient interview 
6 11.02.2019 Kathmandu Doctor interview 
7 19.02.2019 Kathmandu Patient interview 
8 19.02.2019 Kathmandu Patient interview 
9 05.03.2019 Kathmandu Patient interview 
10 05.03.2019 Kathmandu Patient interview 
11 07.03.2019 Kathmandu Doctor interview 
12 21.03.2019 Kathmandu Patient interview 

Table 1: List of interviews by Matthew Moroni, 2019 

 
 
8.2 Interview guide 

Based on theoretical framework presented in section (4), interview guide was developed to 

structure interviews with patients, their caretakers, and healthcare providers. While utilized, 

interview guide was open-ended in order for patients to provide perspective and insight that 

interview themes might not have captured. The interview guide was developed in English 

alongside the translator, in order to ensure cultural and situational relevance, and was later 

translated by the translator into Nepali, which was then utilized during interviews. Interview guide 

in both English and Nepali are included below: 

 
Interview guide – English: current or former patients of NHEDF 
By: Matthew Moroni; Date: 2019.02.01 
 

Priority themes to be discussed 
1. Injury/situation 1. Can you share about the incident? 

2. After the incident, what events happened before coming 
to NHEDF? 

a.  Ex: Visited local facility, stayed for a while until 
needing more care, maybe did not treat need right 
away due to inability to pay 

3. Why did you choose to travel to KTM for care? 
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a. Examples: Injury to serious for local heath post, 
services were too limited in village, medical need 
not properly taken care of. 

4. How did you determine which healthcare facilities to 
visit for care?  

a. Wait times, location, recommendation of others, 
cost, quality of care 

2. Financial situation: 
before, after 

Financial activities 
1. What kind of costs did you have to pay because of the 

injury? 
a. Stay and treatment at local health post, travel 

to KTM, admittance into hospital, 
investigations, treatments, medicines) 

2. How did you pay for the costs? (Loans, sell land, forego 
child’s education) 

3. Did the costs make you unsure if you would choose to 
seek or continue the medical treatment? 

a. If so, how did you decide? (Age of person 
injured? Importance of family role? Gender? 
Daughter in law?  

4. Did the costs for medical care have a big effect on your 
or your family’s financial or living situation? 

a. Ex: Now in debt? Owe money to someone? 
Lost job? Relocate to new area to live? 

5. Any other effects on your life because of your financial 
situation?  

a. Ex: Lost job 
6. Will you/are you able to maintain your basic needs (pay 

your necessarily daily costs)? 
a. Ex: Food, housing, basic care 

3. Life before and after 
injuries 
 

Daily life/activities 
1. What did you do on a normal day before the injury? 

a. Ex: Morning to evening. Worked, took care 
of family, school?  

2. How did your family look before the injury? 
a. Ex: How many members, what kind of 

activities each person did. 
3. Has your personal or family life changed since the 

injury? 
a. Ex: Hard to move around home and village, 

cannot do same activities as before without 
assistance 

b. Ex: Family is now split up, living in different 
locations? Move to new village for cheaper 
land? Family members now doing different 
activities with different responsibilities? 



 53 

4. Social role/obligation 1. What kind of responsibilities did you/they have in 
your family and community? What kind of activities 
did you do? 

a. Ex: If father, were you working outside the 
home? Growing food for the family? Mother, 
taking care of children. 

b. Ex: Older man was in retirement age, but then 
adult son was injured, so the father had to 
start taking care of him. Role changed from 
being in older age towards retirement to now 
being very active and taking care of son full 
time.  

2. Does your family/community put expectations on 
you to fulfill these normal responsibilities that you 
mentioned? 

a. Ex: To fulfill the demands connected to the 
role/responsibility 

3. Are you able to fulfill your 
responsibilities/participate in your community in the 
same ways as before? 

a. Ex: Engage with local people, socialize as 
before 

4. How does your family/community treat you? 
a. Do they treat you as always or has their 

attitude and behavior changed since your 
incident? 

i. Ex: Neglected, ignored because they 
are unable to fulfill their duties 

b. If changes, what has changed? What are the 
changes a result of? 

i. Ex: No longer together with family, 
father not able to work, mother must 
now take on more work/burden 

5. Has/will your injury change how you interact with 
your family and/or community? 

a. Will you be seen in a different way? 
6. Can you share if you have any thoughts or feelings 

about the change in your abilities/role, what kind of 
effects it has on you personally?  

a. Emotional burden, change in way they see 
themselves, impact their self-confidence and 
belief in their abilities  

5. Outlook on future 1. What sort of future do you imagine for you/your 
family? 
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a. Ex: How your daily activities have or will 
change because of injury? Where you will 
live if you must move? 

2. Do you think your involvement in your family and 
community will be balanced and similar to before? 
Or will they change? 

a. Ex: Relocate to new village because land was 
sold, so no longer have local community, 
must meet new people, build new 
connections 

3. If your/their situation has changed in significant 
ways, how will you/they cope? How will you 
manage?  

4. Has your picture of yourself, or what the future 
might look like for you changed since receiving care 
at NHEDF?  

a. Ex: Self confidence, self image, view of self 
b. Ex: My future life now has more possibilities 

than I believed it would when I first had my 
injury 

Tentative themes depending on time and flow of conversation 
6. Insurance/collective risk 
protection 
 

1. Besides what has already been mentioned, did you 
have any financial assistance provided by the 
government or other program to help pay for medical 
care? 

2. There are some services in Nepal where you can 
receive financial protection for you and your family 
up to a certain amount of money per year if you pay 
an annual fee. Have you heard about any such 
programs? 

a. Have you signed up for anything similar? 
3. Do you know about the [Social Health Security 

Program (name in Nepali)] that can provide up to 
50,000rs/family for annual fee of 2,500 rs? 

4. If you’re not signed up, would you sign up for such a 
program? 

a. If no, why not? Low income, negative 
perception of healthcare? Limited coverage? 
Unaware of what such programs provide? 

7. Public hospitals vs. 
private hospitals 

1. How did you choose what types of health facilities to 
visit? 

a. Ex: Location, quality of services, 
recommendation of other 

2. Did you receive all previous care at public hospital or 
did you go to a private one? If private, why? 
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3. Do you have opinions about the differences between 
public and private facilities? 

a. Ex: Quality, wait times, cost, effectiveness, 
treatment by staff 

4. How did you feel about how staff talked to and 
treated to you at the facilities?  
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Interview guide – Nepali: current or former patients of NHEDF 
By: Juliana Shrestha, in collaboration with Matthew Moroni; Date: 2019.02.01 

 
 

cGtjf{tf{ ufO8 : xfn / k'j{ ;]jfu|xL 
 
 
! rf]6 / l:ylt !_ tkfOsf] 36gf af/] atfpg' x'G5< 

@_ 36gf kl5, NHEDF cfpg cuf8L s] 
ePsf] lyof]< 
#_ tkfOn] ;]jf kfpg sf7df8f}F lsg cfpg' 
eof]< 
$_ :jf:y ;]jf kfpg stf hfg] eg]/ s;l/ 
5fGg' eof]< 

@ cfly{s l:ylt -klxnf / clxn]_ cfly{s lqmofsnfk  
!_ tkfOnfO{ rf]6 nfu]kl5 s] s:tf] vr{x? 
ug{' kof]{< 
@_ tkfOn] oL vr{x? s;l/ ltg{' eof]< 
#_ tL vr{x?n] ubf{ v]l/ tkfOnfO{ slxn] ca 
pkrf/ 5f]8f}+ h:tf] nfu]sf] lyof]< nfu]sf] eP 
tkfOn] s;l/ lg0f{o lng' eof]<  
$_ s] :jf:y ;]jfsf nflu u/]sf] vr{n] 
tkfOsf] kl/jf/sf] cfly{s cj:yfdf s]lx 7'nf] 
c;/ k/]sf] lyof]< -C0f, ;fk6L lnPsf], sfd 
5f]8\g k/]sf], 3/ ;/]sf]_ 
%_ cfly{s cj:yfn] ubf{ hLjgdf c? s]lx 
c;/ k/]sf] 5< 
^_ s] tkfOn] cfkmgf] cfwf/e"t b}lgs 
cfjZostfx? k'/f ug{ ;Sg' x'G5 < 

# rf]6 nfUg cuf8L / kl5sf] hLjg  b}lgs lqmofsnfk  
!_ tkfOnfO{ rf]6 nfUg cuf8L tkfOsf] b}lgs 
hLjgdf laxfg b]lv a]n'sL s] s] ug{' x'GYof]< 
@_ 36gf cuf8L tkfOsf] kl/jf/ s:tf] lyof]< 
#_ 36gf kl5 tkfOsf] kl/jf/df s]lx 
kl/jt{g cfPsf] 5< -5'6]/ a;]sf], 3/ ;/]sf], 
kl/jf/sf dflg;x?sf] e"ldsfdf kl/jt{g _ 

$ ;fdflhs e"ldsf / bfloTj !_ kl/jf/df tkfOsf] / pxfsf] s] lhDd]jf/L 
lyof] < s:tf] lqmofsnfkx? ug{' x'GYof]< 
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@_ tkfOsf] kl/jf/ / ;d'bfon] tkfOnfO{ cem} 
klg lt lhDd]jf/Lx? lgjf{x ug]{ cfz u5{< 
#_ s] tkfOn] klxnf h;l/ g} kl/jf//;d'bfo 
k|lt cfkmgf] lhDd]jf/Lx? k'/f ug{ ;Sg' x'G5< 
$_ tkfOsf] kl/jf/ / ;d'bfon] tkfOnfO{ 
s:tf] Jojxf/ u5{< 
s_ klxnf h;l/ g} Jojxf/ u5{ ls 36gf 
kl5 abn]sf] 5< 
v_ abn]sf] eP, s:tf] abnfj cfPsf] 5< 
lsg abn]sf] xf]nf< 
%_ 36gf kl5 tkfOn] cfkmgf] kl/jf/ / 
;d'bfo ;+u cGt/lqmof ug]{ tl/sfdf s]lx 
kl/jt{g cfPsf] 5< 
s_ s] tkfOnfO{ km/s gh/n] x]l/G5 xf]nf< 
^_ tkfOnfO{ JolQmut ?kdf cfkmgf] e"ldsfdf 
cfPsf] kl/jt{gn] ubf{ s:tf] c;/ k/]sf] 5< 
cfkmgf] efjgf / ;f]r atfO{lbg' xf];\ . 

% eljio  !_ tkfOsf] ljrf/df tkfOsf] / kl/jf/sf] 
eljio s:tf] xf]nf h:tf] nfU5< - b}lgs 
lqmofsnfk s;l/ kl/jt{g x'G5< 3/ ;g{ 
k/]df sxfF a:g' x'G5 < 
@_ tkfOsf] kl/jf/ / ;d'bfodf ;xeflutf 
klxn] h:t} x'G5 h:tf] nfU5 < s]lx kl/jt{g 
x'G5 xf]nf < 
#_ tkfOsf] jf ;]jfu|xLsf] l:yltdf 7'nf] 
kl/jt{g cfPsf] 5< kl/jt{g ePdf s;/L 
;fdgf ug{' x'G5 < s;/L Joj:yfkg ug{' 
x'G5< 
$_ NHEDF df ;]jf kfP kl5 s] tkfOsf] 
cfkm'nfO{ x]g]{ b[li6sf]0f / cfˆgf] eljiosf] nflu 
;f]r abn]sf] 5<  
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^ aLdf  !_ 5nkmn ePsf s'/f afx]s, tkfOn] c? 
s'g} ;+:yf jf ;/sf/af6 :jf:y ;]jfsf nflu 
cfly{s ;xof]u kfpg' ePsf] 5< 
@_ g]kfndf s]lx ;]jfx? 5g\ h;df tkfOn] 
cfly{s ;'/Iffsf nflu x/]s jif{ s]lx k};f lt/] 
afkt cfly{s ;'/Iff kfpg ;Sg' x'G5 . s] 
tkfOn] o;sf] af/]df ;'Gg' ePsf] 5 < 
#_ s] tkfOnfO{ ;/sf/sf] ;fdflhs ;'/Iff 
of]hgfsf] af/]df yfxf 5< o; of]hgf afkt 
jif{sf] @%)) lt/]/ x/]s kl/jf/n] %)))) 
;Ddsf] cfly{s ;xof]u kfpg ;S5 . 
$_ o:tf] of]hgfdf s] tkfOF ;xefuL x'g 
rfxg' x'G5< rfxg' x'Fb}g eg] lsg< 

& ;fj{hlgs / lglh c:ktfnsf] t'ngf    !_ tkfOn] s'g :jf:y ;'ljwfdf hfg] eg]/ 
s;l/ 5fGg' eof]< 
@_ tkfOn] klxnf :jf:y ;]jf ;/sf/L 
c:ktfnd} kfpg' ePsf] xf] ls lglhdf klg 
hfg' eof] < 
#_ tkfOsf] ;fdflhs / lglh ;'ljwfx? af/]df 
s] ljrf/ 5 < 
$_ ToxfFsf sd{rf/Ln] tkfO{;+u s'/f u/]sf] / 
Jojxf/ u/]sf] tl/sf s:tf] nUof]< 
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8.3 Consent form 

A consent form was developed in order to inform patients of the nature of the study, notification 

of no benefits or incentives to be given, assurance of confidentiality, right to refuse to answer or 

to withdraw from interview at any point, how to obtain further information if desired. Further, 

consent forms were signed by both me as researcher and informant as interviewee, prior to audio-

recording of interviews. The consent form was developed in English, translated by the translator 

to Nepali, printed, and physically signed by both parties. Copies of signed consent forms are 

available on request or as needed. The consent forms in English and Nepali are included below: 

 
 
Consent form – English  
By: Matthew Moroni; Date: 2019.02.01 

 

INFORMED CONSENT FORM 
In-depth interview with current or former patient of NHEDF or their 

family/caretaker 
Date: ______________                              
Hello! My name is Matthew Moroni. I am a sociology student from Lund University in Sweden 
and a previous volunteer at NHEDF. I am here to conduct interviews with current or former 
patients of NHEDF to hear their stories and understand the impacts that paying for healthcare has 
had on their lives, their families and communities. Through hearing your story, I wish to bring 
awareness to the situations and challenges that individuals face when paying for medical care 
and hope to somehow make a positive change. I also aim to support NHEDF by bringing more 
attention to their efforts to help those in need.  
 
Procedures 
You have been selected for an interview because you are either a current patient, former patient, 
family member or caretaker of a patient who received care from NHEDF. I am asking for your 
participation in this interview in order to learn more about your/your family member’s medical 
journey, challenges faced, and steps towards recovery that you or they have gone through.  
Information collected about you and/or your family during this study will be used to support my 
personal bachelor thesis research project and will not be shared with any other parties without 
your consent. With your permission, parts of your story may be used in NHEDF communications 
in order to support and bring more awareness to the organization.  
I want to ensure that your privacy is maintained and ensure that the interview is convenient to 
you. I will request to audio record the interview to ensure that we capture all of the information 
shared in order to review at a later time. Audio recordings will be password-protected on a 
secure computer and will not be shared with others. The expected duration of the interview will 
be roughly one hour. 
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Benefits and incentives  
There will be no direct benefit or payment given to you but the information you provide is likely 
to bring awareness to the challenges that patients and/or their loved ones experienced due to a 
significant medical need. I hope that the results of the study will help to improve medical 
services in Nepal and encourage more affordable possibilities to finance medical care without 
severely affecting the livelihoods of individuals and families.  
 
Confidentiality  
All the information you provide will be treated with strict confidence, used only for research 
purposes and to support NHEDF communications (if permission is given). In my final research 
paper, only first names will be used. I am greatly interested in and value hearing your story, 
views and perspectives and encourage you to be very open and honest. You are not expected or 
pressured to respond a certain way, but are free to share and say what you wish.  
 
Right to refuse or withdraw 
You may refuse to answer any question or choose to stop the interview at any time. However, I 
hope that you will answer the questions and participate in a conversation with me/the translator 
as you feel comfortable to do so.  
    
Who has reviewed this project? 
This project has been reviewed and approved by my education supervisor, Mr. Axel Fredholm at 
Lund University and Mr. Samrat Basnet of NHEDF.  
 
Who to contact 
If you have a question or concern about any aspect of this study, you may ask or tell Matthew 
before or during the interview or contact Samrat Basnet.  
   
Do you have any questions about what I have just told you? 
[  ] YES: ____________________________________________________________________ 
[  ] NO:  ____________________________________________________________________ 
Do you agree to take part in the study? 
[  ] YES:
 ____________________________________________________________________ 
[  ] NO: ____________________________________________________________________ 
Do you agree to have your/your family’s story shared through NHEDF communications? 
[  ] YES: ____________________________________________________________________ 
[  ] NO:  ____________________________________________________________________ 
 
Comments: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
_____________________ 
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Declaration of the participant 
I have understood the purpose of the research study. I have read or been read the above 
information. I have had the opportunity to ask questions and any questions that I have asked have 
been answered to my satisfaction. I consent voluntarily to participate in this study and 
understand that I have the right to withdraw from the study at any time.  
 
If agreed: 
_______________________________________________ _______________________ 
Name and signature of participant Date 
_______________________________________________ _______________________ 
Name and signature of person obtaining consent Date 
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Consent form – Nepali 
By: Juliana Shrestha, in collaboration with Matthew Moroni; Date: 2019.02.01 

 

;"lrt ;xdlt kmf/d 
 

NHEDF sf ;]jfu|lx -xfn jf k'j{_ jf ;]jfu|lxsf] kl/jf/;+u in-depth 
cGtjf{tf{ 

 
ldlt : 
 
gd:sf/! d]/f] gfd Doflyp df]/f]lg xf]. d :jL8]gsf] n'Gb ljZjljBfnodf ;dfhzf:qsf] 
ljBfyL{ x'+, / d}n] klxnf NHEDF	df :jod;]jssf] ?kdf sfd u/]sf] 5'. clxn] d oxfF 
NHEDF sf xfn / k'j{ ;]jfu|lxx? ;+u cGtjf{tf{ u/]/, pxfFx?sf] syfx? ;'g]/, :jf:y 
;]jfsf] nflu u/]sf] vr{n] ubf{ cfkmgf], cfkmgf] kl/jf/ tyf ;d'bfodf ePsf c;/x? 
a'‰g cfPsf] 5'.  tkfOsf] syf ;'g]/, o;l/ :jf:y ;]jfnfO{ vr{ ubf{ ef]Ug' kg]{ l:ylt / 
r'gf}tLsf af/]df af]w u/]/, s]lx ul/ Pp6f /fd|f] kl/jt{g Nofpg] of] d]/f] k|of; xf] . 
d]/f] pb]Zo NHEDF sf] sfdnfO{ Wofgdf NofO{ o:t} c?nfO{ d2t k'of{pg] xf] .  
 
sfo{ljlw 
tkfO{ NHEDF sf] xfn jf k'j{ ;]jfu|fxL jf ;]jfu|fxLsf] kl/jf/ x'g' ePsf] sf/0fn] 
tkfOnfO{ cGtjf{tf{sf] nflu 5flgPsf] xf] . d}n] tkfOsf] / tkfOsf] kl/jf/sf] d]l8sn 
ofqf, To;df ef]Ug' ePsf r'gf}tL tyf :jf:ynfesf nflu lng' ePsf sbdx? af/] a'‰g 
cGtjf{tf{ ug{ vf]h]sf] x'F .  
 
o; cWoogdf tkfO{ //jf tkfOsf] kl/jf/sf af/]df hDdf ul/Psf hfgsf/Lx? d]/f] 
cfkmgf] :gfts y]l;; cg';Gwfgdf k|of]u x'G5g\ / tkfOsf] ;xdlt lagf c? kIfnfO{ 
lbO{b}g . tkfOsf] cg'dltdf tkfOsf] syfsf s]lx efux? NHEDF n] ;+:yfnfO{ 6]jf 
lbg k|of]u ug{ ;S5 .  
 
d o; cGtjf{tf{df tkfOsf] uf]klgotf / ;xhtf lglZrt ug{ rfxG5' . d o; 
cGtjf{tf{df ePsf ;a} hfgsf/L ;+sng ug{ cfjfh /]s8 ul/ kfpg cg'/f]w u5{' . o;f] 
ubf{ d}n] kl5 uP/ cGtjf{tf{sf] ;ldIff ug{ kfpg] 5' . cfjfhsf] /]s8 Pp6f sDKo'6/df 
kf:jf]8{ ;lxt ;'/lIft /flvg] 5 / c?nfO{ lbOg] 5}g . of] cGtjf{tf{ nueu Ps 306fsf] 
x'g] 5 .  
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kmfO{bfx? 
tkfO{nfO{ s'g} k|sf/sf] k|ToIf kmfObf jf e'QmfgL x'g] 5}g . tkfOn] lbg' ePsf] hfgsf/L 
afkt dxTjk'0f{ d]l8sn ;]jf k|fKt ug{df ;]jfu|fxL tyf pgsf] kl/jf/n] ef]Ug] r'gf}tLx? 
af/] af]w u/fpg d2t u5{ . dnfO{ cfzf 5 ls o; cWoogsf gflthfx?n] g]kfnsf 
:jf:y ;]jfx? ;'wfg{ / JolQm tyf p;sf] kl/jf/sf] hLjgdf uDeL/ c;/ gkg]{ ul/ 
:jf:y ;]jfdf nufgL ug{ ;Sg] ljsNkx? l;h{gf ug{ k|f]T;fxg x'G5 .  
 
uf]klgotf  
tkfO{n] k|bfg ug{' x'g] ;a} hfgsf/L uf]Ko /xg] 5g\ / cg';Gwfgsf nflu tyf NHEDF 
sf] ;+rf/df -cg'dlt kfP afkt_ dfq k|of]u x'g] 5g\ . d]/f] clGtd cg';Gwfg l/kf]6{df 
tkfOsf] klxnf] gfd dfq k|of]u x'g] 5 . d tkfOsf] syf ;'Gg, efj tyf b[li6sf]0fx? 
hfGg w]/} OR5's 5' / tkfOn] v'n]/ clg OdfGbf/ eP/ af]Ng' x'g k|f]T;fxg u5{' . tkfOn] 
s'g} Ps 9+udf k|ltlqmof lbg' k5{ eGg] 5}g, t/ tkfO{nfO{ dgdf nfu]sf] s'/f 
atfO{lbg'xf]nf .  
 
cl:jsf/ ug]{ xs  
tkfOnfO{ s'g} k|Zgsf] pQ/ glbg] / cGtjf{tf{ s'g} klg a]nf /f]Sg] xs 5 . tyflk dnfO{ 
cfzf 5 ls tkfOn] k|Zgx?sf] pQ/ lbg' x'G5 / 5nkmndf d / d]/f] cg'jfbs;+u ;xh 
?kdf ;xefuL x'g' x'G5 . 
 
of] k|f]h]S6 s;n] ;ldIff u/]sf] 5< 
o; k|f]h]S6n] d]/f] lzIfs n'Gb ljZjljBfnosf cS;]n k|m]8xf]d tyf NHEDF sf ;d|f6 
a:g]t af6 ;ldIff / cg'df]bg kfPsf] 5 . 
 
s;nfO{ ;Dks{ ug]{ < 
olb tkfOnfO{ o; cg';Gwfgsf] af/]df s]lx k|Zg ePdf DoflypnfO{ cGtjf{tf{ cuf8L jf 
x'b} v]l/ ;f]Wg ;Sg' x'G5, jf ;d|f6 a:g]tnfO{ ;Dks{ ug{ ;Sg' x'G5 . 
 
o; af/]df tkfOsf] s]lx k|Zg 5< 
5 	[		]	_______________________________________________ 
5}g [		]	_______________________________________________ 
 
s] tkfO{ o; cWoogdf ;xefuL x'g ;xdlt hgfpg' x'G5 < 
x'G5 [		]	______________________________________________ 
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x'Fb}g [		]	______________________________________________ 
 
NHEDF	sf] ;+rf/df tkfOsf] / tkfOsf] kl/jf/sf] syf /fVg ;xdlt hgfpg' x'G5 < 
x'G5 [		]	______________________________________________ 
x'Fb}g [		]	______________________________________________ 
 
l6Kk0fL  
____________________________________________________ 
____________________________________________________ 
____________________________________________________ 
 
 
;xefuLsf] 3f]if0ff  
d}n] cg';Gwfgsf] p2]Zo a'em]sf] 5' . d}n] dflysf] hfgsf/L k9]sf] 5' jf dnfO{ k9]/ 
;'gfOPsf] 5 . dnfO{ k|Zg ;f]Wg] df}sf lbOPsf] 5 / d}n] ;f]w]sf k|Zgx?sf] pQ/ klg 
;Gt'i6 ?kdf kfPsf] 5' . d}n] o; cWoogdf :jod\ ;xefuL x'g ;xdlt hgfpF5' / d}n] 
s'g} klg ;dodf of] cWoog 5f]8\g ;Sg] xs /x]sf]] s'/f a'em]sf] 5' . 
 
;dxtL ePdf  
 
____________________________________________________ 
;xefuLsf] gfd / b:tvt  
ldlt _____________________ 
 
____________________________________________________ 
;xdlt lng] JolQmsf] gfd / b:tvt  
ldlt _____________________ 
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