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by crises. We research their needs, identify solutions and advocate for programs and policies to strengthen their resilience and drive
change in humanitarian practice.

The United Nations High Commissioner for Refugees (UNHCR) leads and coordinates international action for the worldwide
protection of refugees and the resolution of refugee problems. UNHCR's primary purpose is to safeguard the rights and well-being
of refugees.

The Association of Medical Doctors of Asia (AMDA) Nepal is UNHCR's health implementing partner in the Bhutanese refugee
camps in Damak.

The Nepal Disabled Women Association (NDWA) is a self-help organization led by women with disabilities that supports other women
with disabilities through promoting health, education, representation and participation, economic empowerment/livelihoods, capacity
building, rehabilitation services and prevention and response to gender-based violence.

The National Federation of the Disabled Nepal (NFDN) is an umbrella organization of organizations of persons with disabilities
established to protect and promote the rights of persons with disabilities in Nepal through enhancing their participation in decision-
making processes.
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Executive Summary

The needs of crisis-affected populations with disabilities
are notably absent from global sexual and reproductive
health (SRH) and gender guidelines and standards for
humanitarian practice, despite the fact that Article 25 of
the Convention on Rights of Persons with Disabilities
(CRPD) states that persons with disabilities should
have the same range, quality and standard of free or
affordable health care, including in the area of SRH, as
provided to other persons.

The Women's Refugee Commission (WRC), the Asso-
ciation of Medical Doctors of Asia—Nepal (AMDA), the
Nepal Disabled Women Association (NDWA) and the
National Federation of the Disabled Nepal (NFDN), in
coordination with the United Nations High Commis-
sioner for Refugees (UNHCR), undertook a qualitative
assessment of the specific risks, needs and barriers
for Bhutanese refugees with disabilities to accessing
SRH services in Beldangi refugee camp, Damak, Nepal.
Their capacities and practical ways to overcome these
challenges were also examined. The target population
of refugees was those with long-term physical, intellec-
tual, sensory and mental' impairments who experience
barriers in society that hinder their full and effective
participation on an equal basis with others. This group
included women with disabilities aged 20-49 years;
men with disabilities aged 20-59 years; and adoles-
cent girls and boys with disabilities aged 15-19 years.
Caregivers and family members of adolescent or adult
refugees with disabilities were also consulted.

Participatory methods, based on a literature review and
consultative processes, were applied. Participatory
activities among refugees with disabilities included:
mapping, sorting and timelines to explore knowledge of
the reproductive system and fertility; community percep-
tions surrounding persons with disabilities and their
SRH; barriers to accessing information and services;
perceptions on how society treats persons with disabili-
ties; and risk and protective factors. Activities among
family/caregivers spurred discussion regarding new
experiences and concerns that emerge as a result of a
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child maturing into a teenager or an adult, and experi-
ences seeking health care for their child/family member
with disabilities. Persons with disabilities were recruited
as part of the study team from NDWA, NFDN and its
local chapter—Damak Disability Helping Committee
(DDHC)—to utilize their skills and capacities and facili-
tate empowerment processes.?

This study among refugees with a variety of disabilities
in the Bhutanese refugee camps is one of three studies
exploring the intersections between SRH and disability
in humanitarian settings. In the Damak study, a total of
89 refugees with disabilities participated, of whom 50
were women and girls, and 39 were men and boys.
Fifteen caregivers and family members of refugees with
disabilities were also engaged.

Key Learning

* Overarching concerns: Refugees with disabilities
and caregivers greatly appreciated agencies’ work
to address the needs of persons with disabilities.
They were particularly thankful for the disability iden-
tification card system that helps prioritize services
for persons with disabilities, as well as Caritas’
provision of assistive devices, such as hearing aids,
which has fostered participation in social activities.
Several participants mentioned the positive work of
the Bhutanese Refugee Association of the Disabled
(BRAD). Caregivers of persons with intellectual
and profound impairments worried about who
would support their family member after they died
or when they are no longer able to undertake this
care-giving role. Adults with disabilities in particular
were concerned about the impact of resettlement
on family cohesion and dynamics.

e Awareness of SRH concepts and services:
Many adolescent and adult participants knew that
AMDA, health workers and the Camp Manage-
ment Committee provide SRH information to
refugees with disabilities. Most participants had
good knowledge about HIV and male condoms,
through the work of AMDA and its awareness-
raising campaigns. Knowledge of the reproductive
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anatomy, sexually transmitted infections other than
HIV and family planning was comparatively less,
especially among non-users of family planning
services and persons with intellectual disabilities.
To prevent pregnancy, group participants most
often cited condoms, followed by injectable contra-
ceptives (Depo-Provera), implants (Norplant) and
pills. Many participants mentioned the accessi-
bility of condoms in the camp, including through
the public dispenser. No participant had heard of
emergency contraception (EC) despite its being
available in the camp.

Experiences around use of health and SRH
services: Participants reported positive changes
in staff attitudes at the AMDA health center in
the camp in the past 18 months, although more
improvements were sought for staff at the referral
hospital. Ongoing gaps include communication
between persons with disabilities and providers—
especially persons with hearing impairments—and
disability accommodations relating to environ-
mental accessibility (toilets and delivery bed). No
participant mentioned a lack of service points to
receive SRH information and services.

Experiences around romantic relationships:
Premarital relationships were generally scorned
by women and girls with disabilities. Adolescent
girls noted that they could be “cheated” in relation-
ships due to their disability. Group participants
suggested several outlets to get information about
relationships, including the school counselor,
Transcultural Psychosocial Organization (TPO)
Nepal, Happy Nepal, mothers, AMDA, close
friends, family members and neighbors. Marriage
was a strong focus of discussion among women
and girls, reflecting the importance of marriage in
society, including for women and girls with disabili-
ties. The need for love in a marital union was
contested by female participants.

Experiences of women or girls with disabili-
ties who become pregnant: Adults and adoles-
cents agreed that treatment of a pregnant woman

or girl with disabilities by family and community
members would depend on her marital status.
Options for women and girls with disabilities who
become pregnant include marriage and keeping
the baby; elective abortion; forced abortion; and
suicide. Women often associated pregnancy out of
wedlock as an outcome of sexual violence, rather
than the result of a romantic relationship. Pregnant
adolescent girls and women with disabilities would
deliver at the AMDA health center, and the majority
of participants felt they would be treated well by
health staff during this process.

Autonomy of refugees with disabilities in their
ability to exercise SRH rights: Autonomy and
decision-making around SRH were often linked to
marriage. All groups across sex, age and impairment
type demonstrated openness regarding contracep-
tive choice. Attitudes toward birth spacing to enable
families to provide for their children appeared to be
positive in the camp overall.

Perceptions around treatment of refugees
with disabilities: Participants agreed that violence
against persons with disabilities was unacceptable,
although not all seemingly negative scenarios were
unanimously categorized as unacceptable. Female
adults and adolescents with intellectual disabilities
said that forced sterilization could be acceptable,
depending on the nature and severity of the impair-
ment. Adolescent boys best framed their arguments
using rights-based language, reflecting the impact
of human rights education. Adolescents with intel-
lectual disabilities were not always aware of the
difference between appropriate and inappropriate
touching, suggesting girls’ risks and exposure to
molestation. A lack of self-esteem was evident
among adults and adolescent girls with hearing
impairments, who reported that they could not
communicate well with friends or partners who
did not sign and that they feared discrimination in
relationships and in school. Caregivers attested to
the impact of sensitization in the camp, which they
perceived to have generally reduced discrimination
against persons with disabilities in the camp.



Safety concerns: Participants unanimously iden-
tified the disability center, Lutheran World Federa-
tion (LWF), the UNHCR office and the vocational
training center as “safe” locations. Predominantly
“unsafe” locations included the forest/jungle,
followed by the market and the communal kitchen.
Caregivers shared protection concerns regarding
their family members with disabilities who could
be at risk of sexual violence, particularly those
with intellectual impairments. Despite protection
risks, no participant could identify health problems
or consequences that could be prevented if they
sought medical care in a timely manner after experi-
encing sexual assault. Participants who were home
based reported feeling safe with family members
and caregivers; however, the home itself was seen
as unsafe by some group participants where family
members quarreled or became violent under the
influence of alcohol. On the whole, men especially
felt the camp was safer due to resettlement.
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e Coping strategies, protective and facili-
tating factors: Many participants had a strong
social network, demonstrating the cohesiveness
of the community. Refugees with disabilities also
mentioned opportunities to share information, learn
from each other and work with camp leadership as
practical ways to serve as agents for change.

e Recommendations from refugees with
disabilities and caregivers: Suggestions to
improve their SRH experience include employing
sign language interpreters in health facilities;
expanding SRH awareness-raising activities;
receiving priority access to services; providing
spaces for peer learning as well as leadership,
skills building and income-generation opportuni-
ties; and sharing more detailed information about
the resettlement process.

Key Recommendations

Donors and governments supporting agencies
servicing refugees should:

* Facilitate disability inclusion among agencies they
support by providing funds for disability equality
training for staff and funding for adaptive and flex-
ible approaches.

* Support agencies to promote or facilitate the
empowerment of refugees with disabilities and
their families through providing funds for skills
training, leadership, learning and income genera-
tion opportunities.

* Promote reflection and accountability on disability
inclusion through monitoring and reporting
processes.

Agencies serving refugees, including through

Participants show which locations they consider safe providing SRH services, should:
and those that they believe are unsafe during the

WRC's consultative visit that preceded that study, in * Continue addressing disability as a cross-cutting
August 2012. issue—similar to gender considerations—with a dedi-

cated budget for adaptive and flexible approaches to
meeting the needs of the diverse clientele.
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Provide disability equality training to staff—
including the referral hospital level—on communi-
cating with refugees with disabilities in a respectful
manner and understanding and appreciating the
SRH rights of refugees with disabilities.

Make sign language interpreters available at the
AMDA health center and referral hospital, and ask
providers to speak in louder voices for the hard of
hearing. Develop the capacity of sign language
teachers to address gaps due to resettlement.

Prioritize outreach to refugees with disabilities who
are isolated in their homes and target persons with
intellectual and hearing impairments to increase
their access to up-to-date and accurate SRH infor-
mation and services.

Provide focused messaging on the importance of
seeking medical care in a timely manner after expe-
riencing sexual assault, as well as information on
protective strategies.

Include adolescents with disabilities in existing
adolescent SRH activities that are being imple-
mented in the camp. For adolescents with intellec-
tual disabilities, body mapping activities, pictures
and models to convey critical SRH information—
especially around acceptable touching—may be
helpful aids to use in promoting their protection.

Increase training opportunities for refugees with
disabilities and caregivers—especially of persons
with intellectual impairments—that address skills
building, leadership and positive parenting in order
to foster their independence, empowerment and
longer-term SRH capacities.

Continue to provide financial assistance, food
support and income generation opportunities to refu-
gees with profound impairments and their families,
especially if caregivers are responsible for multiple
persons with disabilities. Work with families to estab-
lish appropriate and safe care-giving arrangements
so that primary caregivers are able to participate in
these activities without protection concerns.

Continue to support the work of the Bhutanese
Refugee Association of the Disabled (BRAD), as well
as provide spaces for refugees with disabilities and
their families to learn from and help each other.

Prioritize persons with disabilities and their families
for resettlement according to their level of protec-
tion risk.

Develop partnerships with the local organization of
persons with disabilities—DDHC—to gain from its
expertise in working with persons with disabilities,
build bridges and facilitate stronger referral and
support networks.

Examine causes of disabilities and any preventive
measures, taking into account the higher rates of
hearing impairment among the Bhutanese refu-
gees than among the Nepali population.

Organizations of Persons with Disabilities (DPOs)
and Disability-focused Organizations should:

Offer technical expertise to agencies servicing
refugees on how their providers and staff can
better communicate with persons with different
types of impairments.

Advise agencies on where they can access sign
language training and interpreters, where gaps in
the camp exist.

Advocate for refugee inclusion in national disability
inclusion efforts, to enhance inclusivity of different
populations in the region.

Work with the Nepali sign language community
to develop signs for SRH-related terms, such as
menstruation, to facilitate dialogue around and
understanding of SRH.



l. Introduction

In 2013, 51.2 million people were forcibly displaced
by conflict and persecution,® and 22 million were
displaced by natural disasters.* Persons with disabili-
ties, defined under the Convention on the Rights of
Persons with Disabilities (CRPD) as, “those who have
long-term physical, mental, intellectual or sensory
impairments which, in interaction with various barriers,
may hinder their full and effective participation in
society on an equal basis with others,”® are estimated
by the World Health Organization (WHO) to comprise
15 percent of the global population,® a figure that is
likely to be higher in situations of humanitarian crisis.

There is a growing body of literature that recognizes that
persons with disabilities have historically been denied
their sexual and reproductive health (SRH) rights.” They
have less access to SRH information, which promotes
healthy and safe relationships, protects them from HIV
and other sexually transmitted infections (STls), and
enables autonomy in family planning decisions. The
costs of exclusion can lead to poorer health outcomes
and inefficient spending—for example, treatment for
HIV in low- and middle-income countries amounts to
US$8,900 per person over the life course, in contrast
to an estimated US$11 to prevent one case of HIV.
Lacking autonomy, many individuals with disabilities
have been subjected to forced sterilizations, abortions
and marriages because of ingrained stigmatization.®
Recent reports to both the Human Rights Council and
the United Nations (UN) General Assembly indeed
highlight the multiple and intersecting forms of discrimi-
nation that are experienced by women with disabilities
and increase their vulnerability to many different forms of
violence, including gender-based violence (GBV).°

In 2008, the Women's Refugee Commission (WRC)
embarked on research that examined the protection
concerns of persons with disabilities in humanitarian
settings, releasing a report and a toolkit for practitioners.'
In Nepal, Thailand and Ecuador, the field studies reported
that refugee women with disabilities faced sexual violence,
domestic abuse and physical assault.! More recent
assessments conducted by the WRC with refugees and
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displaced persons in Bangladesh, Ethiopia, India (New
Delhi), Lebanon, Nepal, Philippines (Mindanao), Thailand
and Uganda found that violence was reported by both men
and women with disabilities in all contexts. Women and
girls with disabilities were most likely to report concerns
about sexual violence, with concrete examples suggesting
that those with intellectual and mental disabilities are
most at risk. Isolation and lack of contact with community
networks exposed both men and women with disabilities
to violence inside the home. Further, adolescents and
young persons with disabilities were excluded from peer
activities that could facilitate the development of vital social
networks and enhance their protection from various forms
of violence, including GBV." There is, however, a lack of
information about the wider SRH needs and capacities of
persons with disabilities in humanitarian contexts.

Article 25 (a) of the CRPD states that persons with
disabilities should have the same range, quality and
standard of free or affordable health care and programs
as provided to other persons, including in the area of
SRH and population-based public health programs.'®
However, the needs of persons with disabilities are
notably absent from global SRH and gender guidance,
and from humanitarian standards for practice. The stan-
dard guide for SRH in emergencies, the Inter-agency
Working Group on Reproductive Health in Crises’ 2010
Inter-agency Field Manual on Reproductive Health
in Humanitarian Settings, does not address issues of
equitable SRH access for women, girls, boys and men
with disabilities, or the specific SRH vulnerabilities and
risks faced by this particular group.'*

The WRC therefore undertook a project to explore
the intersections between SRH and disability in three
humanitarian settings, in Kenya, Nepal and Uganda. This
report focuses on the experiences of adults and adoles-
cents with disabilities in the Bhutanese refugee camps in
Damak, Nepal. The study was undertaken in partnership
with the Association of Medical Doctors of Asia-Nepal
(AMDA Nepal), the Nepal Disabled Women Association
(NDWA), the National Federation of the Disabled Nepal
(NFDN), the Damak Disability Helping Committee
(DDHC)—NFDN's local chapter—and the United
Nations High Commissioner for Refugees (UNHCR).
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ll. Objectives

The objective of the study was to acquire information
on the SRH needs, vulnerabilities and capacities of
refugees with disabilities. The study question explored:
What are the specific risks, needs and barriers for
persons with disabilities to access SRH services in
humanitarian settings, and what are the capacities and
practical ways that the challenges can be addressed?

Per the CRPD, “persons with disabilities” were defined
as those who have “long-term physical, mental, intel-
lectual or sensory impairments which, in interaction
with various barriers, may hinder their full and effective
participation in society on an equal basis with others!'®

“Barriers” were defined as environmental, attitudinal or
structural barriers. Environmental barriers include phys-
ical and communications-related barriers; attitudinal
barriers include individual, family, community, service
provider and policy-maker attitudes; and structural
barriers include policy- and resource-related barriers.

The term “disability” is used throughout this report
to reflect the interaction between these different
factors—impairments and barriers—as described in
the preamble of the CRPD.'" This definition is also
aligned with the social model of disability that identifies
that discrimination of persons with disabilities occurs
“not because of an impairment, but as a result of
limitations imposed by the particular context in which
people live!'” Hence, humanitarian actors can identify
and remove these “disabling” barriers to access and
inclusion in their programs.

“Sexual and reproductive health” was defined by the
International Conference on Population and Develop-
ment to include safe motherhood (maternal newborn
health), family planning, STls including HIV, and
GBV."® More specifically, SRH addresses access to
health care that helps women have safe pregnancies
and deliveries; access for couples and individuals to
safe, effective, affordable and acceptable methods of
family planning; access for adults and adolescents to
information and services on how to prevent and care

for STls, including HIV; and access to services for
survivors of sexual violence.

Sub-study questions included:

* What are the specific SRH needs and risks
faced by refugees with disabilities in humanitarian
settings?

*  What are the barriers (environmental, attitudinal
and structural) and challenges for refugees with
disabilities to accessing existing SRH services?

*  What is the impact of stigma and caregiver/family/
provider attitudes on access to SRH services for
refugees with disabilities?

* What communications strategies (including
messaging, means, materials and others) are being
employed to reach refugees with disabilities?

*  What systems are in place to protect refugees with
disabilities from SRH risk?

*  What are the perspectives of refugees with disabil-
ities of these SRH services?

* What capacities and strategies have refugees with
disabilities employed to meet their SRH needs and
protect them from SRH risks?

* What additional facilitating factors can help refu-
gees with disabilities meet their SRH needs and
protect them from SRH risks?



lll. Nepal Context

SRH of persons with disabilities in Nepal

According to the 2011 National Population and Housing
Census, 1.94% of Nepal's population has some type
of disability.”® Persons with disabilities are among the
most vulnerable in the country. Women with disabilities
face additional disadvantages because of their gender;
multiple levels of discrimination make them one of the
most vulnerable populations.®® In fact, Nepal was ranked
145th out of 187 countries in the UN gender inequality
index.?! Extreme poverty, poor education and stigma also
create obstacles that prevent persons with disabilities
from meeting their basic needs. During the civil war that
ended in 2006, persons with disabilities experienced
additional challenges to accessing health, rehabilitation
and education services and earning a livelihood.

The rights of persons with disabilities have been recog-
nized in the Interim Constitution of Nepal, which protects
them from discrimination and guarantees access to
employment and social security.?> In May 2010, Nepal
became a State Party to the CRPD and its operational
protocol. The Convention guarantees the right to health
care (including SRH), education, employment and social
protection. The Ministry of Women, Children and Social
Welfare subsequently drafted a disability law in line with
the CRPD to replace the 1982 Act on the Protection and
Welfare of Persons with Disabilities. It has also begun to
help organizations of persons with disabilities (DPOs) to
provide community-based rehabilitation activities and offer
assistance to several rehabilitation service providers.? In
2012, Nepal's Supreme Court ordered the government to
offer more services for persons with disabilities, such as
providing living allowances, building homes and posting a
social welfare official in every district.?*

Several DPOs and networks service persons with disabili-
ties in Nepal. NFDN is an umbrella organization of DPOs
established to protect and promote the rights of persons
with disabilities in Nepal. It works for disability inclusion
and mainstreaming in the national development process
and seeks to enhance the participation of persons
with disabilities in decision-making processes. From its
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inception, NFDN has been working in policy advocacy,
awareness-raising and capacity building of persons with
disabilities and DPOs.

ADRAD-Nepal is a human rights-based network of
DPOs that was founded in 2008. The organization's mass
media-based advocacy campaigns have contributed to
the Government's ratification of CRPD. Its research and
human rights monitoring have supported evidence-based
advocacy and the development of the Government’s
annual plan. Its work to mainstream persons with disabili-
ties in development discourse has included support to
internally displaced persons and refugees.

Established in 1994, DDHC promotes the status of
persons with disabilities in Jhapa District. The activities
of DDHC focus on the inclusion of persons with disabili-
ties in all spheres of lives, including in the cultural, social,
political and economic sectors.

NDWA is a self-help organization led by women with
disabilities that works to empower women with disabilities
in various sectors. NDWA and the Forum for Women, Law
and Development (FWLD) are two of Nepal's foremost
women'’s legal aid and women's rights organizations that
advocate on behalf of women with disabilities, particularly
for SRH rights. In May 2009, the NDWA and FWLD
formed a partnership in filing a public interest litigation on
the health rights of women with disabilities. The Supreme
Court of Nepal has already given the Directive Verdict to a
hospital to implement recommendations.

NDWA supports women with disabilities by promoting
health, education, representation and participation,
economic empowerment/livelihoods, capacity building,
rehabilitation services and prevention and response to
GBV. NDWA's 2007 research found that 54 percent
of surveyed women with disabilities were experiencing
general health issues due to their disability. Forty-five
percent of respondents reported SRH issues such as
urinary tract infections, recent abortion or abnormal
discharge, and 55 percent had experienced sexual
violence. Among survivors, 25 percent were sexually
violated by their own husbands. Forty percent of disabled
women were not aware of contraceptives and 15 percent
had not received any information about menstruation. The




Some of the organizations that work with refugee
populations in Nepal.

study further found health care and facilities provided by
the Government to often be inadequate, particularly for
persons with intellectual and developmental impairments.
As a result, the SRH needs of women with disabilities
are frequently neglected.®

Human Rights Watch has found that while Nepal has
made important progress toward achieving universal
primary education, children with disabilities represent
a significant portion of the approximately 330,000
primary school-aged children who remain out of school.
Children with disabilities often do not receive any educa-
tion, including sex education. Several key informants in
the study indicated that some parents seek involuntary
sterilization for their daughters with disabilities to prevent
unwanted pregnancy.?® Further, according to the 2011
New Era for National Planning Commission report, 68.2
percent of persons with disabilities had no education,
compared with 4.8 percent of the general population.?”

Displacement in Nepal

The majority of refugees are Lhotshampas, one of
Bhutan's three main ethnic groups that was forced to
leave Bhutan in the early 1990s.?® The Bhutanese refu-
gees live in refugee camps based in Jhapa and Morang
districts in southeastern Nepal. As of August 2014,
there were 5,219 Bhutanese refugees in Sanischare
Refugee Camp and 20,214 in Beldangi Camp and its
extensions.? Third-country resettlement was taking
place rapidly at the time of study implementation in
August 2014.

Situation for refugees with disabilities in Nepal

According to Caritas Nepal, which operates a disability
program in the camps, as of March 2014, there were
854 persons with disabilities living in the two camps,
representing approximately 3.4 percent of the total
population. Hearing impairments, including deafness,
are the most common type of impairment (52.5%).
This is followed by physical impairments (23.4%),
mental impairments (15.6%), intellectual impairments
(12.7%) and visual impairments (7.5%). Those with
multiple impairments, speech impairments and autism
comprised roughly 3% of the registered persons with
disabilities.® In contrast, Nepal's 2011 Census found
that only 15.4% of the Nepali population of persons
with disabilities are Deaf or hard of hearing.®'

NDWA has aimed to increase the capacity of refugees
with disabilities through sensitizing women about their
rights as refugees and as persons with disabilities. They
also raise awareness on refugee law, national law and
legislation regarding refugees with disabilities in the
camps.®? Since 2013, NDWA has been working with
UNHCR and the WRC to promote the inclusion of
disability services in all services provided in the camp.

Caritas Nepal operates disability centers for children
and adults, helping those with physical impairments
access specialized rehabilitation services; offering sign
language classes to refugees, caregivers and service
providers; and providing education to students with
hearing, visual and physical impairments. Caritas offers



safe spaces for refugees with disabilities to congre-
gate.®> TPO Nepal also operates programs in the
camp, particularly psychosocial services for persons
with mental impairments.

AMDA Nepal is UNHCR's health implementing
partner in Sanischare and Beldangi Camps. AMDA
provides comprehensive SRH services to refugees,
including to persons with disabilities, around maternal
newborn health, family planning, STls/HIV/AIDS and
GBV. AMDA's robust program offers skilled delivery
care, family planning, HIV voluntary counseling and
testing and clinical care for survivors of sexual assault.
Any referrals are made to the AMDA hospital and/or the
government secondary and tertiary hospitals. Tertiary
care is offered at the B.P. Koirala Institute of Health
Sciences. Medical-legal linkages for sexual assault are
made through the Nepali system. AMDA also provides
medical escort services for sexual assault survivors.
AMDA has overcome many of the challenges faced
by other providers of SRH in humanitarian contexts,
including enabling client access to emergency contra-
ception (EC) beyond post-rape care; achieving 100
percent skilled attendance at birth; supplying female
condoms; providing adequate follow-up to family plan-
ning clients; and embarking on the provision of youth-
friendly services to address adolescent SRH needs.
Most people seek health care for sexual assault do so
within 72 hours of the incident.?

At the time of the study, AMDA was preparing to
launch a community-based SRH project for implemen-
tation by select members of the camp’s Youth-friendly
Centre (YFC). The project aims to provide consultation
hours on SRH, equip YFC libraries with SRH related
books, implement monthly awareness-raising activi-
ties and include different stakeholders in the process,
including the Disability Centers.

SRH and refugees with disabilities in Nepal

In a review of the literature in 2012, no research was
found that explored SRH issues among refugees
with disabilities in the Bhutanese refugee camps.
According to UNHCR'’s ProGres database and GBV
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Trend Analyses, from 2009-2014, 23.4 percent of all
rape survivors across the camps were persons with
intellectual and/or physical impairments, and 10.5
percent of the survivors had intellectual impairments.
In 58 percent of the reported rape cases, the alleged
perpetrator was an acquaintance of the survivor, and
57 percent of incidents occurred either in or close to
the survivor's hut.®®

IV. Methodology

The WRC convened meetings with DPOs and other
stakeholders in Damak and Kathmandu to collectively
develop the participatory research methodology in
advance of the field assessments and select a local
co-investigator (AMDA) to assist with the ethical clear-
ance process. An advisory group comprising DPOs,
NGOs and representatives of refugees with disabili-
ties was established as a result. The Nepal advisory
group is one arm of the global advisory group for the
wider project that also includes representatives from
Kenya and Uganda. Collectively, the advisory groups
informed the development of the study design and
instruments. The study was approved for implementa-
tion by the Nepal Health Research Council (NHRC).
The team lead from the WRC received camp approval
from the Nepal Government'’s Ministry of Home to work
in the Bhutanese refugee camps in Jhapa and Morang
Districts. In coordination with UNHCR, AMDA hosted
the study in Damak, with participation from NDWA,
NFDN and its local affiliate, DDHC.

IV.i. Study participants
The target populations selected for this study are:

* Refugees with physical, intellectual, sensory and
mental impairments among the following age
groups:

*  Women of reproductive age with disabilities
(20-49 years)

* Men with disabilities (20-59 years)
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» Adolescent girls with disabilities (15-19 years)
» Adolescent boys with disabilities (15-19 years)

» Caregivers/family members who care for adoles-
cent or adult refugees with disabilities.

Refugees with disabilities for inclusion in this study
represented those who self identified with the CRPD
definition of persons with disabilities. Additional guid-
ance was given to those involved in the study to ensure
that members were aware of the variety of impairments
encompassed in the CRPD definition and invited such
persons to participate in the study®®:

* Persons with long-term difficulty moving, walking or
climbing steps (physical impairments).

* Persons with long-term difficulty seeing, even if
wearing glasses (vision impairments).

* Persons with long-term difficulty hearing, even if
using a hearing aid (hearing impairments).

* Persons with a mental health condition that alters
their thinking, mood or behavior, and is associated
with distress or interference with personal func-
tions (mental impairments).

* Persons who have difficulty understanding, learning
and remembering new things, and in applying
learning to new situations (intellectual impairments).

* Persons who have multiple impairments and/or
severe functional limitations, often unable to leave
their homes and may need assistance with all
personal care.

The primary focus of the adults with disabilities groups
was women up to 49 years old and men up to 59 years
old, similar to the cut-offs of the global Demographic and
Health Surveys.®*” The age cut-off between adult and
adolescent groups was 19, reflecting WHQ's definition of
adolescents as 10-19 years of age.®® Among caregivers
and family members, priority was given to those who were
caring for adolescents or adults with disabilities.

IV.ii. Participatory activities

The study used qualitative, participatory methods to
enable a cross-sectional examination of the specific
risks, needs and barriers for refugees with disabilities
to accessing SRH services, and the capacities and
practical ways that the challenges could be addressed.
Based on a literature review and the consultative
process with the study’s advisory groups, the selected
participatory activities included body mapping,®® time-
lines*® and sorting*' to explore knowledge of the
reproductive system and fertility; community percep-
tions surrounding refugees with disabilities and their
SRH; barriers to accessing information and services;
perceptions around different types of treatment; and
risk and protective factors.*> To gauge how refugees
with disabilities perceived various treatment towards
persons with disabilities, 25 cards were developed
with pictorial scenarios and accompanying text, for
participants to sort into categories of “acceptable,
“unacceptable” or possibly both. In order to determine
safe and unsafe spaces, participants sorted 20 photo-
graphs of the camp and its vicinity to show whether the
locations were seen as safe, unsafe or both. Activities
were adapted with visual aids, simple language and
other modifications to enable maximum participation by
refugees with different impairments.

Activities among family members/caregivers were
intended to spur discussion regarding new experi-
ences and concerns that emerged as a result of the
child/family member maturing into a teenager or an
adult, and experiences seeking health care for their
child/family member with disabilities.

IV.iii. Sampling and segmentation

The overall study design employed a maximum varia-
tion approach seeking to include different populations
of refugees with disabilities in Beldangi Refugee
Camp. Participants were stratified into four groups
based largely on communication methods, in addi-
tion to segmentation by age, sex and language (two
languages, including Nepali sign). These were:

*  Group activity



1. Refugees with physical, vision and mild mental
(psychosocial) impairments

2. Refugees with hearing impairments
3. Refugees with mild intellectual impairments
e Individual interview

4. Refugees with other needs and impairments
that required more individualized communica-
tion approaches (those unable to leave their
home; those with multiple impairments; new
mothers; etc.)

e Caregiver/family member focus group discussion

The groups were fluid and were divided by partici-
pants’ ability to functionally communicate with other
participants and the facilitator. The aim was to secure
wide representation and participation. Those in the
“refugees with physical, vision and mental impairment”
group also included other refugees with disabilities
who could use similar means of communication.

While Caritas’ and TPO Nepal's records of refugees
with disabilities, as well as Caritas staff knowledge of
persons with disabilities, were used to identify partici-
pants with different impairments, no official assessment
was undertaken to verify or “diagnose” impairment
types. The priority was to ensure participants could
communicate and participate with the accommodations
made for the particular group. In groups where varying
impairments were represented, the facilitators were
trained to probe within each group about any differences
in experiences across the represented impairments.

Smaller group activities were convened among refugees
with mild intellectual impairments to ensure the sessions
were facilitated well enough for everyone to participate.
Individual interactions were used for persons with
multiple disabilities, new mothers and other persons for
whom in-depth activities at a person’s home were more
appropriate than a group environment.

Different study instruments were used for group and
individual activities, which were field tested in Sanis-
chare Camp prior to the assessment to ensure accept-
ability and validity. Among caregivers/family members,
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the same interview guide that was used for focus
group discussions was used as an interview guide for
those who were unable to leave their homes.

Participants were identified from existing lists of refu-
gees with disabilities. Standard approaches to qualita-
tive research for focus group size (6-12) and number
were applied where feasible. In total, 89 refugees with
disabilities participated in the study, of whom 50 were
women and girls and 39 were men and boys. Fifteen
caregivers and family members of refugees with
disabilities were also consulted. The activities were
conducted in Nepali and Nepali sign.

IV.iv. Participant recruitment

Refugees with disabilities were recruited through
stratified sampling from Caritas's registration lists
provided to the WRC through UNHCR, as well as
through the Disability Center staff network. The WRC
reviewed the registration lists containing 854 persons
with disabilities and sorted the lists by sex, age, type of
listed impairment and camp location. Those that were
above and below the age cut-off were removed from
the lists. Six hundred and thirty three persons remained
after this process, of whom 447 persons were listed
as residing in Baldangi Camp. The WRC staff person
then identified the “n'™ person through stratified
sampling to secure the numbers needed per group.
Persons with mental impairments were recruited from
registration lists managed by TPO Nepal.

Via UNHCR’s field associates, the Camp Manage-
ment Committee (CMC) that is responsible for certain
sections of the camp contacted selected partici-
pants through home visits or cell phone calls. Where
selected participants were unavailable to participate
in group activities due to resettlement, degree of their
impairment, other commitments or lack of interest to
participate, Caritas’ Disability Center staff actively
reached out to other persons with disabilities and/
or their families via cell phone to gauge their interest
in participating. For selected participants who were
isolated in their homes, the activity was converted into
an interview, and data collectors made home visits
to conduct the activity. In cases where the selected
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Table 1: Number of participants consulted in Beldangi Refugee Camp

Total 1. Refugees with 2. Refugees 3. Refugees with 4. Other refugees (who
physical, vision with hearing mild intellectual ~ are unable to leave
and mild mental  impairments impairments home, have multiple
(psychosocial) impairments, new
impairments mothers, etc.)****

Women of 40 (107 24** 2 4
reproductive age

(20-49 years)

Men 29 |15 11 3 0
(20-59 years)

Adolescent girls| 10 |1 2% 6 1
(15-19 years)

Adolescent boys| 10 |4 1 5 0
(15-19 years)

Caregivers/family| 15 [13 2
members

this style over Nepali sign.

the participant was best positioned to answer those questions.

* Several groups under category 1 included those hard of hearing, as they could follow the means of communication and preferred

** Although listed under this group, some women with hearing impairments also had physical disabilities.

*** Due to participant numbers, there was only one participant in one of the group activities. The group guide was used however, as

**** One interview with a couple with multiple impairments was removed from the final count, as they exceeded the age bracket.

participant was found to have a heavy intellectual
or mental impairment that affected their ability to
communicate with the recruitment staff, the caregiver
was invited to participate in a caregivers’ focus group
session or an individual interview.

As part of participant recruitment, the CMC and
Caritas staff explained the broad purpose of the activi-
ties and expectations around the activity. Focus was
placed on the activities as an opportunity to inform
service improvement in the camp. An informational flier
noting objectives, expectations and use of findings
was made available to potential participants in Nepali
and Nepali Braille.

IV.v. Study team composition and training

The WRC recruited six data collectors (four women
and two men) and two Nepali sign interpreters from
NDWA, NFDN and its affiliate partne—DDHC—from
Damak and Kathmandu. The core team included two
blind persons (one female and one male), one Deaf
woman and three persons with physical impairments
(two female and one male). The full team, with support
staff/assistants, comprised 12 persons.

The data collectors, assistants and sign interpreters
participated in a four-day training on human subjects
research; SRH topics; appropriate communications
skills; facilitation and recording skills; consent/assent
processes; ethical data handling; and referral path-
ways to existing health, protection and psychosocial
services. The training also consisted of time to adapt



facilitation techniques to ensure that persons with
visual and hearing impairments could lead and facili-
tate group activities.

The trained interviewers piloted the study instru-
ments and tools (images, photos, etc.) in Sanischare
Camp before they engaged in actual data collection
in Beldangi Camp. They further received frequent
support and review of skills throughout data collection,
particularly during debriefing sessions that took place
every afternoon. Team members ultimately comprised
facilitators, note-takers, “supporters” and sign inter-
preters. The supporters assisted the facilitator and
note-takers as necessary.

IV.vi. Informed consent

Informed verbal consent was sought from all partici-
pants in Nepali or Nepali sign and tailored to accom-
modate different impairments. The consent process
included information on how participants were
selected, the nature of the activities and the types
of questions they would be asked if they consented.
Potential participants were assured that individual
names would not be collected or used in any find-
ings, and that their ability to access services was not
contingent upon participation. Consent processes
were conducted in advance or immediately before the
activity. Only those participants who consented were
permitted to participate in the activity.

To ensure adequate understanding of their involve-
ment in the activities, the consent/assent process for
participants—especially for those with mild intellectual
impairments—was interactive. As applied in other
SRH-related studies,** once the objectives and the
process had been explained, the facilitator asked the
following questions:

1. What will we be talking about in the activity?
2. How long will the activity be?

3. Can you think of a reason why you might not want
to participate?
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4. If you do not want to answer any of the questions,
what can you do?

5. When would | have to tell someone else what you
have told me?

6. Are you still happy to take part in this study?

Potential participants were required to answer ques-
tions 1, 4 and 5 correctly, and a “yes” needed to be
obtained for question 6. For those that answered the
critical questions incorrectly but still expressed interest
in participating, the protocol sought caregiver/family
member permission. In many cases, the caregiver
accompanied participants with heavier impairments
to the activity venue, which made seeking caregiver/
family member permission relatively smooth, should it
have been necessary.

Per Nepali law, minors (15-17 years) were asked to
provide verbal assent, and a parent/guardian was
asked to provide verbal permission, in advance of
activities. Parental permission was sought by the
CMC or Disability Center staff. For adolescents who
provided initial verbal assent and for whom parental
permission had been obtained, the facilitator sought
onsite verbal assent from the adolescents using the
above six questions when the time came to conduct
the activity. Pregnant girls, those who had children or
those who were married or living on their own were
determined eligible to provide their own consent.

Caregivers/family members who participated in activi-
ties were also asked to provide verbal consent immedi-
ately prior to the start of the activity.

IV.vii. Other ethical considerations

Individuals were informed of existing health or psycho-
social services if they revealed recent experiences
of violence or requested additional information and
services. The referral system built on UNHCR and
AMDA's own services, as well as the existing network
of partner organizations. UNHCR was also informed
of cases that required individual follow-up, especially
where requested by the participant.
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Personal identifiers were collected only to make initial
contact with potential participants for recruitment
purposes. During data collection, no personal identifiers
were retained from any study participant in either direct
or coded form. Mappings, timelines and other posters
developed during participatory exercises were photo-
graphed for translation and data analysis. All outcomes
from sorting activities were recreated by data collectors
during the daily debriefing sessions for photographing
purposes—aided by the note-takers’ notes—to ensure
that no photographs were taken in the presence of
participants. NFDN and DDHC collected the data
collectors’ handwritten notes at the end of data collec-
tion activities and stored the notes in their respective
offices. Typed transcripts were available only to WRC
staff involved in the study for data analysis.

IV.viii. Data analysis

Preliminary data analysis began at the end of each
day when the study supervisor from the WRC, facilita-
tors, note-takers, supporters and, where appropriate,
the sign interpreter, convened to debrief on the day's
activities. Female team members reviewed responses
to each activity and question and directly translated
their notes for the study supervisor to type notes in
English. For men’s activities, the blind facilitator tran-
scribed notes in English on his laptop, aided by the
note-taker who had taken handwritten notes in Nepali.

On the last day of activities, the WRC facilitated a
discussion among the team members on their views
and analysis. The team presented preliminary findings to
UNHCR and AMDA staff in Damak for immediate action
as a more comprehensive analysis was undertaken.

Upon completion of data collection, the WRC
analyzed the transcribed data on NVivo 10, a qualita-
tive data analysis software, and Excel. Photographs
of the violence and treatment sorting activities were
included to support the verbal transcripts. Findings
were analyzed within and between activities, with
comparisons made across sex, age and impairment
group of participants, where feasible.

Data collectors debriefing after an activity and recreat-
ing the safety mapping exercise.

IV.ix. Limitations

Not all impairments and ages were adequately repre-
sented in the study to draw disaggregated findings.
This was particularly the case for adolescents and those
with mental impairments. Due to advanced resettle-
ment processes, many adolescents had been resettled;
hence, the number of girls and boys that ultimately
participated was much less than originally planned and
data saturation was affected as a result. This is espe-
cially the case for adolescent girls with physical, visual,
mild mental and hearing impairments, as well as adoles-
cent boys with hearing impairments. As for persons with
mental impairments, resettlement had also impacted
remaining numbers and those who met the study eligi-
bility criteria in terms of age and degree of disability.

Due to the number of adult participants with hearing
impairments, the data may be skewed towards this
group overall. However, given that persons with
hearing impairments comprise the largest impairment
type per registration data, any focused emphasis on
this group was felt to be justified.

Additionally, given that groups were segmented based
on participants’ functional ability to communicate,
some groups had spill-overs from other categories; for
example, several groups of women with physical impair-



ments also included those who were hard of hearing or
those with both impairments, as they preferred groups
that solely used voice over dedicated groups that used
sign language. Several men’s groups also had spill-
overs of persons with other (primarily physical) impair-
ments. Analysis thus focused on general and common
findings across refugees with disabilities rather than
attempting to solicit saturation by impairment group or
even age. In some instances, findings were isolated by
impairment type or age, if one individual in particular
was skewing group dynamics. Contributions from
one adolescent girl in a group of girls with intellectual
impairments was omitted, where responses were not
consistent with the questions asked.

Groups using sign language experienced additional
challenges; refugees with hearing impairments used
different forms of sign language, as not all persons
had enrolled in school and many relied on their own
forms of sign. Moreover, some SRH terms did not
exist as words in Nepali sign—such as menstruation—
some concepts were thus challenging to interpret
and explain. To adequately engage all participants,
for the women’s signing group in particular, the facili-
tator spoke loudly and signed, while three other data
collectors used various forms of sign to reach as many
participants as possible. Given that conversations
could still be maintained, this method appeared effec-
tive; however, some participants may not have been
able to follow every conversation thread.

The study employed facilitated translation techniques
where transcription was conducted immediately after
the activity on the same afternoon with the facilitator,
note-taker, supporters and the transcriber.*> Multiple data
collectors taking notes in most activities minimized recall
bias and omitted information; however, the possibility of
translation error exists, given that English was a second
language for all team members.
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V. Findings

V.i. Overarching concerns

Overall, persons with disabilities and caregivers
deeply appreciated the work that agencies have done
to address the needs of persons with disabilities.
They were particularly thankful about the disability
identification card system that helps prioritize services
for persons with disabilities, as well as Caritas’ provi-
sion of assistive devices such as hearing aids, which
has fostered participation in social activities. Several
participants also mentioned the positive work of the
newly formed Bhutanese Refugee Association of the
Disabled (BRAD) in the camp. Adult men with physical
impairments, for example, said, “There is BRAD that
just opened and is now engaged for providing services
better to persons with disabilities’*® One caregiver
of a person with an intellectual impairment said:
“Now, there are many more facilities given to disabled
persons, like computer training, tailoring and hotel
management. These are provided by Caritas Nepal
and TPO Nepal. They look after us properly.”

A handful of persons with disabilities even stated that
they did not feel as though they were disabled, since
they did not face challenges as a result of their impair-
ment, or they believed others were experiencing harder
circumstances.

Despite efforts to date, some persons with disabilities
and their families requested additional support from
agencies, including food assistance, skills training and
visits by health workers. Elderly caregivers of persons
with heavier intellectual impairments commonly voiced
fears such as: “If | pass away, what will the situation
be for my child?...They will cry and die from hunger.
They will be in big trouble*® Other caregivers, espe-
cially those who were more isolated, spoke of chal-
lenges in caring for their family. For example, one
caregiver of three adult children with intellectual and
other profound impairments explained: “I am the only
one that is taking care of the family...Sometimes, |
become sick, and in this case, it is very hard. When
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| am sleeping and something happens, if | try to call
or go to the neighbors, nobody can hear [since the
neighbors are Deaf]*® This case reflected protection
concerns in addition to hardships incurred as a result
of limited social interactions and support.

The impact of the resettlement process was frequently
woven into participant dialogue. For example, one adult
man in a group of persons with a physical impairment
remarked, “The services now are much better than in
the past because there are very few refugees left>°
For others, resettlement impacted family composition
and dynamics. An adult woman in a group of women
with physical and hearing impairments said: “If we
have to stay in Nepal, we are citizenless. If we go to
another country, we can be a citizen. My parents were
in the U.S. for five years. | have not met them and | feel
alone. There is no one to talk to, except my husband
and his family. | am not so comfortable with them; |
miss my maternal family."®’

V.ii. Awareness of SRH concepts and services

Both adolescent and adult participants frequently said
that AMDA, health workers and the CMC provided
information and services for SRH. The radio was
mentioned as a source of information, especially on
HIV. Other outlets of information include Lutheran
World Federation (LWF), International Organization
for Migration (IOM), UNHCR and Caritas, as well as
friends, neighbors, families, community members and
other media outlets.

In a body mapping exercise, while some participants
knew where the female and male reproductive organs
were located and what their functions were, most
were not very clear about their anatomy. Participants
with mild intellectual impairments had more difficulty
identifying and locating body parts, and were gener-
ally less aware about how their bodies functioned.
Adolescent girls and boys generally knew less than
adults. Women were less aware about male organs
than about female organs.

Most group participants had good knowledge about
male condoms and HIV (what it is and modes of trans-

mission) through the work of AMDA and its aware-
ness-raising campaigns, which include International
Condom Day.°? Even among participants who were
less aware of nuances—such as groups of persons
with intellectual or hearing impairments, or those who
were home based—a number of participants, including
an adolescent girl with an intellectual impairment,
could link the use of condoms to HIV prevention.>®
Only a small fraction of participants, including a Deaf
woman, had not heard of or seen a condom.*

Misconceptions around HIV, such that it could be spread
by hugging or talking, were observed among adolescent
girls.>® °¢ Despite generally good exposure to HIV infor-
mation overall, participants were much less aware about
other STls. One or two adult participants in each group
could name examples, primarily syphilis and gonorrhea;
however, when probed about signs and symptoms, the
majority of participants—across sex, age and impairment
group—could not describe them correctly.

To prevent unplanned pregnancy, group participants
most often cited condoms, followed by injectable
contraceptives (Depo-Provera), implants (Norplant)
and pills. Many participants mentioned the acces-
sibility of condoms in the camp, including through the
public dispenser. Women who were using family plan-
ning methods were generally more familiar than other
participants groups with options to space births. On
the whole, participants appeared to know less about
the intrauterine device. Only one woman in a group of
persons with physical, visual, mild mental and hearing
impairments had heard of the female condom; only men
(including signing men) reported both having heard of
and seen a female condom. Among adults who had
heard of permanent methods, vasectomy was mentioned
more often than female sterilization. No participant had
heard of EC, despite its availability in the camp.

V.iii. Experiences around use of health and
SRH services

The majority of persons with disabilities reported
receiving quality services and treatment from health
providers at the AMDA camp clinic. Many said that



staff attitudes had improved tremendously over the
past 18 months. For instance, an adolescent boy in a
group of males with physical and visual impairments
felt “the health staff are friendly to persons with
disabilities and this has been improved these days.®”
A mother of three heavily disabled grown children
further explained: “If | carry the child to the health
center, nobody cares about her. | have to wait outside
the queue. My child roams around and can't stay in
one place. Now, things are changing. When | go to
the health center, they let me come first because they
know | have many disabled children."?®

However, those who use sign language or are hard of
hearing often mentioned the limited options to commu-
nicate with health providers, since sign language inter-
pretation is not available at the AMDA health facilities.
One man in a group of signing participants noted:
“The health staff are helpful to persons with disabili-
ties; however, the help of family member is essential
to communicate with them....The services are satisfac-
tory. We can't enjoy in a proper way only because of
barriers in communication.”*® Family members in similar
situations echoed: “My wife is hard of hearing. In the
health center, there is not a sign language interpreter.
Sometimes, | go to work, so she cannot receive the
service. This is very challenging and is a problem."¢°

A handful of persons with disabilities noted that the
toilets and the delivery bed were not very accessible.®’
No participant said that there was a lack of service points
to receive SRH information and services inside the camp.

Despite shared appreciation for the quality of health
services and provider attitudes inside the camp, many
participants felt they were treated with less respect by
health staff at the AMDA referral hospital in Damak. A
caregiver of a person with an intellectual impairment
commented, “In this camp health center, the staff
provide good treatment, but in AMDA Hospital in
Damak, the staff behavior is not good."®?
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V.iv. Experiences around romantic
relationships

In an exercise to map typical exposure to and experi-
ences around romantic relationships among adoles-
cents with disabilities, feedback was mixed across
groups, although premarital relationships were gener-
ally scorned. On the whole, groups of men and boys
appeared to be more forgiving about premarital relation-
ships than adolescent girls and women.

A school-going adolescent girl with a visual impairment,
for example, said: “In student life, we should not do this
activity. When we grow up, our parents will find the best
husband....My mother used to say that to study better,
we should not go with bad men. We should not fall in
love’®® Participants in fact noted few romantic relation-
ships among unmarried persons. A signing adolescent
boy, however, stated, “When they grow to adolescence,
the Deaf boys and Deaf girls have romantic relationship.’64

If a relationship is discovered, participants said, “The
family and neighbors will say you are spoiled, you are
not good’® Very few participants felt that parents and
neighbors would be supportive of the relationship.®®

Mistrust was seen around relationships, especially
among adolescent girls. For example, an adolescent
girl with an intellectual impairment said: “First, boys will
show their love and attract towards them. After that,
they will cheat®” Several girls with disabilities linked
disability to mistrust around relationships.

For adolescents in relationships, group participants
suggested several outlets of health information. Adoles-
cent girls with physical and visual impairments listed
the school counselor, TPO Nepal and Happy Nepal.®
Mothers were also mentioned by many female groups,
including for information around menstruation. A woman
in a group of persons with physical, visual, mild mental
and hearing impairments said: “My mother taught me to
sit neat and clean and to wash and hang the pad in the
sun. There may be a chance of getting tetanus if we don't
do this’®® AMDA, close friends, family members and
neighbors were further mentioned as sources of informa-
tion, including by adolescents and signing women.
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Marriage was a strong focus of discussion, especially
for women and adolescent girls with disabilities whose
views underscored the importance of marriage in
society, and of marriage serving as an important coming-
of-age marker for any Bhutanese woman or girl. One
woman with physical and hearing impairments said: “It
doesn't matter if you are disabled. You are talented, so
there is no problem in marrying you!” Signing women
said, “Everyone has sexual desires, so we should get
married,””! and, “If we don't get married, the neighbors
will look at us negatively. They will scold’” Caregivers
also reported that their children with disabilities wanted
to marry.”

Women who questioned the need to marry based
their arguments primarily around the risk of abuse in
the marriage, similar to adolescent feedback around
relationships. Women with physical and hearing impair-
ments agreed, saying: “It is not good to fall in love and
marry, since after that, they will cheat us,"* and, “In the
case of disabled, there are lots of cases where the
husband will leave, divorce or hate. If the husband wiill
hate and dominate, the neighbors will automatically
hate and discriminate!’”® Disability was mentioned as a
source of violence risk in marital relationships.

The need for love in a marital union was heavily
contested by participants, with some women—espe-
cially married women—believing that it was unneces-
sary or that it fades quickly, while others—including
adolescent girls—believing that it was important. Those
who believed it was important shared comments such
as: “We need to love like an able-bodied person. We
want to bear babies."”®

V.v. Experiences of women or girls with
disabilities who become pregnant

Participants generally agreed that if a girl or woman with
a disability became pregnant, her marital status would
affect how she would be treated by her family and
neighbors. If she was married, the pregnancy would be
welcomed by the couple and her family. A signing man
said, “There is no reaction from the family since this is
taken as a normal process after getting married.’”’

On the other hand, if the girl or woman with disabilities
were not married, participants agreed that she would
face social stigma. Common perceptions were charac-
terized by a remark made by a signing adult man: “The
pregnancy is not accepted before marriage,’”® as well
as women with an intellectual impairment, “If the woman
is unmarried, the neighbors will neglect them for having
a baby!"”® Further, with a girl or women with disabilities,
participants felt, “If the girl is disabled, the neighbors will
take it very negatively,”®® and, “Yes, if she has a disability,
all will discriminate her since the disabled woman can't
do anything’®' Both marital status and existence of a
disability appeared to impact the way pregnant women
and girls with disabilities were treated, although marital
status seemed more important in how a pregnancy was
received by the community.

Participants offered a wide range of possibilities of what
unmarried girls and women with disabilities who become
pregnant might do, including marriage and keeping the
baby; elective abortion; forced abortion; and suicide. No
participant of either sex mentioned the possibility of a
girl or woman with a disability raising a child on her own,
although this was a real situation for some women.

All groups said a pregnant girl or woman with disabilities
would deliver her baby at the AMDA health center in the
camp. A family member or a neighbor would carry her
or she would be taken on a stretcher if she lived close
to the center. If she lived far away, a vehicle would be
provided. Many participants noted that pregnant women
and girls with disabilities would be treated nicely and
with respect by health providers in the camp. Any issues
mentioned pertained to the ability to communicate with
the health staff, especially for persons with hearing
impairments: “It will be much more difficult for disabled
person to give birth since there will be many problems.
For Deaf women, there will be no one there to use sign
language. They can't interpret what is happening to the
person properly. It will be good to have a sign language
interpreter. This sign language is also necessary for the
nurse and doctor, 100."8?

Many group participants—especially women—associ-
ated pregnancy out of wedlock with sexual violence,



rather than with romantic relationships, “If a girl with a
disability is not married but is pregnant, people will think
she was raped.’®® Several groups also mentioned recent
cases of women and girls with hearing impairments who
were raped in the camp.®* & 8 \Women with hearing
impairments and also without a voice were identified to
be particularly at risk of sexual violence.

Female participants who had recently given birth
reported varied experiences, depending on their family
situation and type of impairment. A new mother in her
early twenties with a hearing impairment said: “My
mother took care of me during pregnancy....Before
pregnancy, my husband loved me, but after | became
pregnant, he beat me®” When she was ready to deliver,
she said, “The hospital staff, my mother-in-law and my
mother treated me well. The hospital gave me a good
response. There were no difficulties’®® However, she
said, “One month ago, | divorced him. After we divorced,
he remarried an able-bodied woman!8°

A 34-year-old new mother with a physical impairment
had a different experience, given that she was in a more
stable relationship. When she found out she was preg-
nant, she said, “We were very happy because the girl
child is going to take care of us in the future!” During and
after the delivery process, she reported: “l got care from
my husband. My husband used to cook food and wash
the clothes. | am taking full rest....I feel very happy since
my husband helped me in every step....All the staff from
the hospital behaved very nicely’®® The only challenge
she faced was that, “In the hospital, the bed is very high
and | couldn't go to the bed' She was one of a small
handful of participants who reported not feeling other-
wise disabled, given the support system available to her.

A 383-year-old new mother with a hearing impairment
also experienced challenges at the health center due
to her impairment: “Some hospitals or health centers
are providing training/orientation, but because of my
disability, | couldn't hear anything. It is better to have
interpreters, or people should speak louder!®?
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V.vi. Autonomy around SRH-related
decision-making

Feedback from refugees with disabilities who were
unable to leave their homes and caregivers showed
that the degree of the person’s disability often deter-
mined decisions related to health visits or medicines
for common and minor illnesses. Most caregivers who
cared for family members with heavier impairments said:
“We decide. They cannot decide for themselves so |
decide what to do and what not to do"®® It was not clear
how much caregivers explained treatment options or
processes to their family members with disabilities.

To prevent unplanned pregnancies, most participants
felt the decision was up to the woman, the man or the
couple, with or without the encouragement of family
members, neighbors or health providers. All groups
across sex, age and impairment type demonstrated
openness regarding contraceptive choice—irrespective
of marital status—although sporadic comments around
a couple’s power dynamics were noticeable.®*

Participants shared several examples where autonomy
around decision-making was questionable, including,
in the past, intellectually impaired women being given
Depo-Provera and undergoing forced sterilization.®®> A
caregiver of a person with an intellectual impairment
further stated: “In previous days in Kudnabari Camp, in
2010, they put Depo towards the intellectually disabled.
They [also] cut the uterus to save them [persons with
intellectual impairments] against rape....But now, that
does not happen in our camp. It is more developed than
previously!'®®

The husband of a woman with a hearing impairment
offered a recent example of when he was faced to make
a decision for his wife. He explained that he had made
the decision to have her fallopian tubes tied in order to
save her life following excessive bleeding from a child-
birth complication.®”

The community’s attitudes around the desired number
of children and birth spacing appeared to be very strong
in the camp, as several participants mentioned: “In the
camp, there is a rule. If a family has more than three
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children, the husband is punished. The camp manager
makes the man hold his ears and move up and down
in front of everyone!®® Two women with multiple impair-
ments, including intellectual impairments, further noted:
“The neighbor will start to say that your husband is a
male goat. Every day he wants to have sex, and every
year you will have a new baby,*° and, “Neighbors think
that it is very shameless!"'°® Negative perceptions about
people having “too many” children were unrelated to
the presence or absence of a disability, although such
feelings around women with disabilities bearing chil-
dren were observed among a handful of participants—
including women themselves—who felt, “We should not
bear many children because we are disabled and we
can't take proper care of the children.*°

The ability of a boy or man with disabilities to impregnate
a girl or woman was remarked on as, “The boy has done
well if the pregnancy occurs after marriage."'°? Little was
mentioned beyond this comment.

V.vii. Perceptions around treatment of
persons with disabilities

All participants agreed that violence against persons
with disabilities, especially sexual violence, is unac-
ceptable. Twenty-five scenarios were presented, of
which six images were of positive scenarios. Among
these, two were unanimously seen as acceptable:
“Non-violent, happy family where persons with disabili-
ties are included,” and, “Someone offering help to a
person with disabilities” Participants across sex, age
and disability group framed their reasoning in terms of
the absence of discrimination and domination.'3 104105

Regarding the scenario of someone offering help to a
person with a disability, many groups, especially adults,
said, “That is what we want!"'°® Related comments from
signing adolescent girls, as well as women with mixed
impairments, included, “Disabled [persons] also have
their own desires to go somewhere, so the woman
[who is offering help] is helping her to do this!'%

Of the remaining four seemingly positive scenarios,
“Persons with disabilities in safe, happy, romantic

relationships” received 14 positive responses and
four negative and mixed responses; the latter espe-
cially from adults and adolescent girls with hearing
impairments. Positive comments included: “Disabled
[persons] are also human beings. There is a right to
romance, '°® and, “Disabled persons also want to fall
in love. The boy supports the girl, so that is accept-
able"'® Feedback often characterized the relationship
in terms of power dynamics and the absence of domi-
nating the person with a disability. Among those who
felt this scenario unacceptable or as possibly both, an
adult male signing participant explained, “Deaf persons
will not have good communication with the partner
and there will be discrimination”"'® An adolescent girl
with a hearing impairment added: “At first he treats her
like he loves her. Her feelings will come towards this
person. Afterwards, he will be fraudulent!'"

Similar remarks were shared around a related scenario,
“Persons with disabilities and persons without disabili-
ties are friends” An adult male signing participant
felt, “The Deaf persons will always be discriminated,
and thus not accepted''? Even the scenario “A child
with disabilities attending mainstream school”
regarded negatively by signing men, who said that
they do “not accept because the children with hearing
impairment can't learn with the other students without
sign language!""'® The majority of groups, however,
agreed that such scenarios were acceptable, with
comments around the latter scenario including: “It is
very good to be inclusive. What the student doesn't
know, other friends teach him/her''4

was

Regarding the scenario “A person with a disability as a
leader of a community,” mixed responses were received
from men with hearing impairments and adolescent
boys with hearing impairments. An adult man in the
signing group felt, “There is no good communication,
then the leader will be cheated, so this is not accept-
able!""'® The remaining groups (15), however, were in
favor of a person with a disability leading the commu-
nity, as, “This is what we want,"''® and, “This is highly
appreciated because we have to exhibit our capacity.
And we have it"""”



Table 2 shows more information around the variability
of treatment categories across groups, while Table 3
reflects variability within groups.

Among the remaining 19 scenarios, “Controlling
money” received the most mixed responses. Six
groups agreed that it was unacceptable to control
the money of persons with disabilities, 11 groups felt
that it depended on the situation, while one group
felt it was acceptable. Adolescent girls with intellec-
tual impairments agreed that it was their hard-earned
money and it should not be taken by another person.''®
Among groups that debated or felt it acceptable,
reasons varied. A commonly cited response across
sex and age was, “If her nature is good to keep her
money, then it is good. If her character is bad, then it is
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acceptable to control her money!""'® Adolescents also
mentioned controlling money in the context of educa-
tion. A group of adolescent girls with physical and
visual impairments, for example, agreed: “[Control-
ling money is] very good. To make a bright future, we
should control money, especially for further study."?°
Only in two groups was disability mentioned, “Women
with disability earns the money; the able-bodied can't
spend the money without her permission”"" No
participant discussed this scenario—negative or other-
wise—in the context of the degree of an intellectual
impairment.

Three other seemingly negative scenarios received
mixed responses, although with less variation than
the “Controlling money” scenario. These included

Table 2: Variability of treatment categories across groups

Acceptable Unacceptable

* Non-violent, happy family .
where persons with
disabilities are included

* Someone offering help to
a person with disabilities
*  Molestation

* Neglect

¢ Child labor

pay for work

Rape of an adult .
* Rape of a child
»  Sexual exploitation and abuse |-

* Forced prostitution

* Early marriage

* Beating of an adult with a
disability by a family member

* Beating of a child
with a disability

* Denying access to services

* Making a person with a
disability see traumatic acts

* Not allowing opportunity
e Human trafficking

* Non-payment or low

*  Promoting traditional
or cultural myths about
person with disabilities

Mixed Responses

Forcing a person with
disabilities to be sterilized

Violence with words
*  Controlling money

e Persons with disabilities
and persons without
disabilities are friends

* Persons with disabilities
in safe, happy romantic
relationships

* A person with disabilities as
a leader of a community

* A child with disabilities
attending mainstream school
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Table 3: Variability of treatment categories within groups

Acceptable Unacceptable Mixed Responses

* Forcing a person with * Rape of an adult * Violence with words
disabilities to be sterilized + Rape of a child « Controlling money

* Non-violent, happy family |¢ Sexual exploita- * Persons with disabilities
where persons with tion and abuse and persons without
disabilities are included o disabilities are friends

Forced prostitution

* Persons with disabilities
in safe, happy romantic
relationships

¢ Persons with disabilities ¢ Molestation
and persons without o

Early marriage
disabilities are friends

* Beating of an adult « A person with disabilities as

¢ Persons with disabili- with a disability by a leader of a community
ties in safe, happy a family member
romantic relationships o

Beating of a child

« Someone offering help to with a disability
a person with disabilities * Neglect

« A child with disabili- * Forcing a person with

ties attending main- disabilities to be sterilized

stream school ¢ Denying access to services

« A person with disabilities |® Child labor
as a leader of a community (¢ Making a person with a
disability see traumatic acts

* Violence with words

*  Controlling money

¢ Not allowing opportunity
e Human trafficking

¢ Non-payment or
low pay for work

* Promoting traditional
or cultural myths about
person with disabilities

*  Persons with disabilities
in safe, happy romantic
relationships

* A child with disabilities
attending mainstream school

* Bold font indicates that the majority of groups and interview participants
selected the photograph as “acceptable,” “unacceptable” or “both.”




“Violence with words! “Child labor” and, “Forced
sterilization” Regarding the first scenario, mixed feed-
back was received only from a group of women with
physical and hearing impairments. Views that found it
acceptable related to “If the woman does bad things,
then it is okay that the man shouts or abuses her with
words!'?? All other groups agreed that persons with
disabilities should not be subjected to verbal abuse.

In terms of “Child labor," only the group of women with
intellectual impairments felt it could be acceptable on
some occasions, although the comment shared was,
“It is good she is cleaning”'?® Others in the same
group felt: “She should get good education; otherwise,
she will fail the exam. If she gets higher education, she
can take care of her parents."'?

Eleven groups agreed that forced sterilization of
a woman with a disability was unacceptable, one
stated that it was acceptable and one said it was
both unacceptable and acceptable. Reasons against
forced sterilization included that it is a violation of a
woman's fundamental rights “to be a mother and have
a family"'?® The two groups that did not categorize
forced sterilization as unacceptable were females—
adults and adolescents—with intellectual impairments.
One woman felt, “If she doesn't know anything [has a
severe disability], it is good to do the sterilization."'2®
Another said, “If the disabled woman becomes preg-
nant, it is good to remove the uterus.'?’

The remaining 15 scenarios were unanimously classi-
fied as unacceptable. Adolescent boys most strongly
framed their arguments in the context of human rights,
stating that violence against persons with disabilities
was a violation of their rights.

Other noticeable comments pertained to alcohol as a
possible cause of violence. A response from an adoles-
cent girl with a hearing impairment around the “violence
with words” scenario was: “This man is drinking
alcohol and scolding his wife. It is unacceptable'?®
Alcohol was also raised in the context of the two
scenarios: “Beating of an adult with a disability” and,
“Early marriage” Regarding the former, a woman in a
group of participants with mixed impairments remarked,
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“The man is drinking a lot and is beating his wife!"'?°
The latter scenario was met with a comment from an
adolescent girl with an intellectual impairment who felt
that child marriage was unacceptable because: “After
marriage, he will dominate her. He will drink alcohol and
beat the girl. So she can't bear this"'*°

In group activities, the degree of acceptable touching
was probed to examine awareness around safety risks.
Adolescent girls with intellectual impairments were not
always aware of the difference between appropriate
and inappropriate touching. Some girls agreed, “If
boys will touch our bodies, then | don't feel good."*®"

Caregivers attested to the impact of awareness-raising
activities that had been conducted in the camp, which
had reduced discrimination among fellow refugees.
For example, a caregiver of an adolescent boy with
an intellectual and visual impairment said: “My son
was disabled...Nowadays, people don't tease him
anymore. Caritas Nepal, TPO Nepal and BRAD help
a lot and are doing a lot of things for persons with
disabilities"'*? A caregiver with an adolescent son with
an intellectual impairment said: “Previously, they would
use dirty words with the disabled. Now, neighbors are
all educated, so they don't say this anymore. For blind,
they used to say, ‘tadha’ (one who has unfocused
eyes) and ‘aakade’ (one who cannot pronounce words
properly) 133

V.viii. Safety concerns

Four of the 20 photographs of camp landmarks were
seen as safe locations by all participants: the disability
center, LWF, the UNHCR office and the vocational
training center. Participants said the disability center
would provide better education, skills development
and a safe space to dance and sing.'3* 13 13¢ | WF
was appreciated for its work—especially housing
and building construction—as well as its staff.’s” 138
UNHCR was appreciated in the context of its services
and coordinating role.'®® 4% The vocational training
center was well regarded by all groups for its secu-
rity and ability to empower refugees with disabilities.
Women with physical and hearing impairments said: “If
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we are able to be independent, it is very good. We will
have our earnings and do whatever we like"'*!

Many participants, especially the home-based, said
they felt safe when they were with their family members
and caregivers.'*?

The remaining 16 photographs received mixed
responses from participants regarding their designa-
tion as safe or unsafe. See Table 4 for more informa-
tion regarding variability across activities and Table 5
for variability within groups.

In terms of predominantly “unsafe” locations, partici-
pants with disabilities generally felt most unsafe in the
forest/jungle, followed by the market and the communal
kitchen (tea shop). The forest was seen as unsafe by

10 groups and individuals, and as both unsafe and safe
by nine groups. Robbery, attack and rape were cited
as reasons for the lack of safety. Women with physical
and hearing impairments said: “In the jungle...[t]hey
could rape and kidnap. There could be robbers!'*® An
adolescent girl with a hearing impairment said, “[The
jungle] is unsafe while collecting firewood; there will
be a case of rape.'**

Deaf persons were seen as at particular risk of sexual
violence, especially those who were also unable
to speak. An adult signing man said, “l heard that a
woman with a hearing disability was raped in the
jungle and she became pregnant....She committed
suicide'** When probed about this incident, which
was mentioned in several groups, participants noted

Table 4: Variability in safety categories across activities

Safe Unsafe
* Disability Program
*  LWF Nepal

* UNHCR Office

e Vocational training center

Mixed Responses
* AMDA Nepal Health Center

* Bhutanese Refugee
Children’s Forum

* Bhutanese Refugee
Women's Forum

*  Camp police station

*  Community mediation center
*  Communal kitchen

e Damak police station

*  WFP food distribution

*  Forest/jungle

e Home

* |OM office
*  Market

* School

* Toilet

*  Truck

*  Water collection point

or “unsafe.”

* Bold font indicates that the majority of groups and interview participants selected the photograph as “safe”




5 I“

Table 5: Variability in safety categories within activities

Unsafe
e Bhutanese Refugee .
Children’s Forum
¢ Bhutanese Refugee .
Women’s Forum o

e Camp police station

e  Community Media- .
tion Center

¢ Communal kitchen

* UNHCR Office

e Vocational training center

* Water collection point

Bhutanese Refugee .
Children’s Forum .

Community Mediation Center
Communal kitchen .
* Damak police station .
WEFP food distribution .

e Forest/jungle

* Home *  WFP food distribution
» Damak police station .

* Market * Forest/jungle
e Disability Program

*  School e Home
e  WFP food distribution . .

e Toilet * |OM Office
* Forest/jungle

e Truck *  Market
e Home . .

*  Water collection point * School
* IOM Office .

* Toilet

e LWF Nepal
*  Market
e School
* Toilet
*  Truck

Mixed Responses
AMDA Nepal Health Center

Bhutanese Refugee
Women's Forum

Camp police station
Community Mediation Center
Communal kitchen

* Damak police station

" U

“safe,” “unsafe” or “both.”

* Bold font indicates that the majority of groups and interview participants selected the photograph as

that this incident had taken place some time ago.
Interestingly, however, the group of signing women did
not classify the forest as unsafe, despite other groups
indicating their particular risks.

Nine groups and seven individuals felt the market was
unsafe, or both unsafe and safe. Those who believed
it unsafe mentioned drunkards who chase women'4®
and, “bad-mannered boys” who tease boys and girls
with disabilities and do “bad things!*

Five groups agreed that the communal kitchen was

safe; eight thought that it was unsafe, and six said that
it was both. Safety was associated with the ability to
cook food, while the risk of fire and unhygienic condi-
tions was raised primarily by women and girls as
reasons for its lack of safety.

Other landmarks, such as the toilet, truck and water
collection point, received heavily mixed responses
across safe, unsafe and both categories. Nine groups
and individuals found the toilet to be safe, four groups
and individuals found it unsafe, and the remaining
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six groups found it both safe and unsafe. Comments
about its safety focused solely on the ability to main-
tain sanitation in the camp. Reasons for the toilet
being unsafe pertained to the bamboo wall structure
and its associated lack of stability and privacy, as well
as unhygienic conditions. Only women with physical
and hearing impairments mentioned the toilet in the
context of violence risk: “This latrine is not so good,
because some other people also come and then there
can be violence!”'*® Men's groups pointed to the pref-
erence of toilets with sturdier walls, saying: “The toilet
made of bamboo is very much open, so people can
see it. BRAF stone toilet made of bricks will be safe.
The door is very strong."'*

Trucks carrying supplies into the camp were rated unsafe
by several groups and individuals because of physical
risks posed by moving trucks.’® Groups said the water
collection point was unsafe or both unsafe and safe
because of the large crowds, which could be dangerous
for persons with disabilities.'®® Signing men agreed.

All but two groups (adolescent girls and women)
categorized the camp police as safe. An adolescent
girl in a group of girls with physical and visual impair-
ments said: “Fighting will be settled by the police.
[But] if women go, they can be touched’'®* Two
groups felt the Damak police station was unsafe and
two felt it was both safe and unsafe; these four groups
were all groups of women and adolescent girls. Girls
with physical and visual impairments said: “Here, we
can get help from officers when there is a crime. This
is safe because we will get help when there will be
thieves, robbery. We will get protection. It is unsafe
since many have bad manners and take advantage of
the girls and touch them. They use power to use black-
mail”"'®® Fourteen groups agreed that it was safe.

The overwhelming majority of participants agreed that
IOM and AMDA were safe places. Positive feedback
around IOM pertained to the opportunities that resettle-
ment provided, “They do the resettlement, so my chil-
dren will have a good future, even if | am uneducated.'**
Mixed feedback from a woman in a group of persons
with physical and hearing impairments included: “People

are going to the U.S. for resettlement, so it is good. On
the other hand, it is not good because the husband
and wife are getting divorced because of resettlement.
Some want to go to different countries.’®®

The two groups that felt AMDA was both safe and unsafe
were of adolescent girls, one group with physical and
visual impairments, the other with intellectual impairments.
Feedback included: “[AMDA] gives good treatment when
we get sick. It is unsafe because for a disabled person,
they will not give as much attention as everyone. They
will discriminate.’® The overwhelming majority, however,
felt AMDA was safe since it provided good quality health
services, and a security guard was present.

Eight groups each felt the home was unsafe, or both
unsafe and safe. Adolescent girls with physical and
visual impairments, as well as signing men agreed,
“Home is unsafe because the roof is with straw and
the house may catch fire!'*” Adolescent girls with intel-
lectual impairments said: “The house gives us protec-
tion. [However] In the house, there will be dispute and
quarrelling, so it is unsafe.”'*® The issue of drinking was
raised in multiple contexts, and was echoed by several
participants who were home based.'®®

Beyond the photographed options, men and boys with
disabilities in particular named the open border of the
camp as posing security risks. The reasons included
that those from the outside, including thieves and drunk
persons, as well as wild animals and elephants, could
enter. A woman in a mixed impairment group added the
risks posed by persons smoking or using drugs.'®®

When asked whether safety concerns differed for girls
versus boys, a caregiver of three adult children with
intellectual and other impairments said: “For the girl,
someone might come inside the home, and | don't
know what they are doing to her. My daughter doesn'’t
have a reaction, so | don't know what is happening to
her. | always think, what might my daughter be doing if
| am not home? It is very, very risky."'®!

Caregivers shared protection concerns regarding
family members, especially adolescent girls with
disabilities. A caregiver of three adult children with



intellectual and other impairments explained: “If
someone is inside the house, since my husband has
a mental illness, we can't protect our children...l am
fine when | am fit, but if | die, | always think what will
happen to my children. They could be raped, but they
won't know what to do."'¢?

Despite safety concerns, the majority of participants
were not aware of the benefits of seeking health care
after experiencing sexual violence. While they noted
that they would seek health care after sexual assault,
participants across sex, age and impairment group
could not identify what health problems or conse-
quences could be prevented if they sought care in a
timely manner.

On the whole, however, participants—especially
men—ifelt that the camp is safer now than in the past,
citing resettlement as the prime reason for reduced
violence. Adult male participants with physical impair-
ments said: “Previously, when there was no resettle-
ment, more people fought. Now, if they fight, they can’t
get resettlement, so there are fewer fights."'¢3

V.ix. Coping strategies, protective and
facilitating factors

When participants were asked what they could do to
serve as agents for change, suggestions included:

* “By making friends with the persons with disabili-
ties and supporting each other."'®4

*  “The persons with disabilities who have ideas
about the different services should provide the
idea to the others'®®

* “The Deaf persons should come together to
support each other"'®®

* “The leaders among the disabilities group should
coordinate to provide better services!'®’

*  “We should give information to our husband, chil-
dren, neighbors and also representatives.”'®®

Neighbors appeared to be concerned about each
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others’ well-being, requesting data collectors to check
in on neighbors with disabilities. The cohesiveness
of the community was apparent among those with a
strong social network.

V.x. Recommendations from refugees with
disabilities and caregivers

Participants and caregivers suggested various ways
that existing barriers and challenges can be addressed
in relation to enhancing access to SRH services and
improving their overall well-being. These include:

e Offer sign language interpreters at the AMDA
health clinic and referral hospital.

e Offer SRH learning opportunities for persons
with disabilities, including for the Deaf and
persons with other types of impairments.'®® Partici-
pants also expressed interest in learning from and
helping each other.

e Work with service staff on staff attitudes, as
well as provisions around disability accom-
modations.

e Enable persons with disabilities to access
identification cards, which result in priority
access to services.'™

¢ Increase financial support, food assistance
and income deneration opportunities for
families that are unable to work due to the degree
of a person’s disability or the number of disabled
persons in the family.

* Provide more information about the resettle-
ment process, including why people are asked to
provide fingerprints, and how they can be better
involved in family decision-making.'”!
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VI. Key Considerations

This study among Bhutanese refugee women, men and
adolescents with disabilities showed a wide range and
mix of findings. Several observations can be made from
this study:

1.

Given the availability of comprehensive
services in the camp—including forums
provided by BRAD—basic support systems
are available for refugees with disabilities
and their families. While some concerns and
gaps were raised around the adequacy of service
coverage, they should be seen in the context that
much has already been and continues to be done
to improve the situation for persons with disabilities
in the camp. Indeed, refugees with disabilities and
caregivers expressed their appreciation for existing
efforts by agencies such as UNHCR, Caritas,
BRAD and LWF. They especially appreciated priority
access to services and social inclusion fostered
through the provision of assistive devices, as well
as financial, food, vocational training and other aid.

Overall participant awareness around HIV
and condom use for HIV prevention demon-
strate the positive impact of awareness-
raising efforts by AMDA, and calls for their
further amplification around SRH more
broadly. Knowledge of the reproductive anatomy,
STls and family planning was comparatively lower
than that for HIV, especially among non-users of
family planning services and persons with intellec-
tual disabilities.

Strengthening outreach to those with intel-
lectual disabilities through a peer support
network and actively reaching out to home-
based refugees with disabilities can decrease
the awareness gap between refugees with
different types of impairments and increase
opportunities for the latter group in particular to
receive information from external sources. Adoles-
cents with disabilities can further be reached
through including them in existing adolescent SRH

activities that are being implemented in the camp.

Participants often mentioned improved
provider attitudes at the AMDA camp health
center; the largest identified gap appeared to
be communication with providers, including
for the birthing experience. Participants and
caregivers alike appeared to notice changes in
staff attitudes in the past 18 months, although
more improvements were sought for staff at the
referral hospital. Ongoing gaps for improve-
ment were reported around communicating with
providers and disability accommodations relating
to environmental accessibility (toilets and delivery
bed). Employing sign language interpreters was
mentioned as a practical way to improve provider-
client interactions and service experiences for
persons with hearing impairments.

Women with hearing impairments, especially
those who are Deaf, and adolescent girls
with intellectual impairments appear to be at
greater risk of sexual violence. Several groups
of participants identified the former group as being
at risk of sexual violence, especially in the forest.
Persons with hearing impairments showed interest
in learning more about SRH through group activities.
Responses from adolescent girls with intellectual
impairments pointed to risks of molestation, particu-
larly, as many were not aware of the line between
appropriate and inappropriate touching. Adolescents
with intellectual disabilities could be reached through
targeted awareness-raising sessions that focus on
acceptable touching, contraceptive choice, protec-
tion from violence and when to seek help or services.

Despite good quality and comprehensive
clinical care for survivors of sexual violence
in the camp, refugees with disabilities had
little knowledge of the benefits of seeking
medical care after an assault. Participants
across sex, age and impairment group could not
identify what conditions and illnesses could be
prevented if they sought care in a timely manner.
This knowledge is particularly important, however,



as risks of sexual violence exist, primarily in the
forest. While the availability of EC should also
be noted in the context of any unprotected sex
through family planning services, EC—which was
unknown to participants—can be introduced as
part of conversations around post-rape care.

Given the importance of marriage as a bench-
mark for sexual relationships in their society,
autonomy and decision-making around
SRH—including sexual intercourse and
childbearing—were often linked to marriage.
Marriage appeared to be the largest determinant
as to whether pregnancy of a woman or girl with a
disability was acceptable. Women often associated
pregnancy out of wedlock with sexual violence, rather
than within romantic relationships. All groups demon-
strated openness regarding contraceptive choice;
incidents of forced use of Depo-Provera or hysterec-
tomies by families to prevent unwanted pregnancies
had reportedly occurred in the past. The stability
and support of the family greatly influenced the
circumstances for mothers with disabilities. Divorce
was noted as a growing problem for women with
disabilities, and many reported that husbands leave
as a result of their disability, exposing single mothers
to more vulnerable situations.

The reasons behind safety risks varied—
alcohol was widely seen to instigate violence
and risks, especially in the home. While alcohol
was not a topic of original exploration in the study,
its impact was noted across several groups—espe-
cially women and girls—who mentioned the lack of
safety in the home and the external environment
because of intoxication. The study did not identify
whether persons with disabilities were more at risk
of the consequences of drinking; it appeared to be
a noticeable issue in the camp overall.

Adolescent boys with disabilities often
framed their justifications and comments
using rights-based language. Rights-based
language was prevalent in group dialogue, espe-
cially among adolescent boys. This shows the
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impact of longstanding rights-based education,
especially around child rights, in the camp schools
and programs.

10. Recommendations offered by refugees with
disabilities to improve their SRH experi-
ence primarily reflected opportunities to
share information, learn from each other and
work with camp leadership. Refugees with
disabilities provided ways that they themselves
could overcome challenges, especially through
spaces for peer information-sharing and support,
and further engagement with camp leadership. In
the card-sorting exercise, persons with hearing
impairments voiced opinions that reflected low
self-esteem. Empowering refugees with disabilities
through offering leadership, skills building and
learning—including sign language—opportunities
may contribute to enhancing their capacity to help
themselves and each other.

VII. Conclusion

This study among refugees with a variety of impairments
is one of three studies that explored the intersections
between SRH and disabilities in humanitarian settings.
Findings and recommendations offered by refugees
with disabilities in this study will be used to advocate
for disability inclusion in existihg SRH services for
refugees with disabilities in Damak, as well as in other
humanitarian settings more broadly. Targeted outreach
to meet the SRH needs of refugees with disabilities in
the Bhutanese refugee camps—even amidst ongoing
resettlement activities—can further realize the rights of
this vulnerable, but resilient group.

Reports on this study produced for participants in
English and Nepali are available at http://wrc.ms/
SRH disab page.

A summary brief of the project is available at http://
wrc.ms/GBV disab_summary.
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VIIl. ANNEXES

Annex 1: List of cards depicting treatment of refugees with disabilities
Annex 2: List of photos from safety mapping exercise

Annex 3: Images of cards depicting treatment of refugees with disabilities (online only at
http://wrc.ms/SRH_disab_Nepal _GBV _illustrations)

Annex 4: Photos from safety mapping exercise (online only at
http://wrc.ms/SRH disab Nepal photos)

Demonstration of the “talking pen,” which can read pre-recorded information from cards depicting treatment of
persons with disabilities.



http://wrc.ms/SRH_disab_Kenya_photos
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Annex 1: List of cards depicting treatment of refugees with
disabilities

List of cards

Sexual violence

Rape of an adult

Rape of a child

Sexual exploitation and abuse

Forced prostitution

Molestation

Physical violence

Beating of an adult with a disability by a family member

Beating of a child with disabilities

Neglect

Forcing a person with disabilities to be sterilized

Denying access to services

Child labor

Emotional violence

Violence with words

Making the person with a disability see traumatic acts

Economic violence

Controlling money

Not allowing opportunity

Human trafficking

Non-payment or low pay for work

Harmful traditional practices

Early marriage

Promoting traditional or cultural myths about a person with disabilities

Non-violence

Non-violent, happy family where persons with disabilities are included

Persons with disabilities and persons without disabilities adolescents are friends

Persons with disabilities in safe, happy romantic relationships

Someone offering help to a person with disabilities

A child with disabilities attending mainstream school

A person with disabilities as a leader of a community

See cards at http://wrc.ms/SRH_disab_Nepal GBV illustrations.
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Annex 2: List of photos from safety mapping exercise

List of Photos

AMDA Nepal Health Center
Bhutanese Refugee Children’s Forum

Bhutanese Refugee Women's Forum Library

Camp police station

Community mediation center

Communal kitchen/tea shop

Damak police station

Disability program
WEFP food distribution
Forest/jungle

Home

IOM office

LWF Nepal

Market

School

Toilet

Truck

UNHCR office

Vocational training/tailoring

Water collection point/tap

See the photos at http://wrc.ms/SRH disab Nepal photos.
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