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A B S T R A C T   

Introduction: Despite global progress in gender equality, still not every woman has access to safe and the highest 
quality health care. Visually impaired young adult women represent one of the most vulnerable groups with a 
poorer ability to access necessary healthcare services. This study aims to explore and comprehend the experi
ences of visually impaired young adult women in accessing healthcare services in Nepal. 
Methods: A descriptive phenomenological study was conducted among 16 visually impaired women aged 20 to 35 
years who had utilized healthcare services within the past 12 months. Face-to-face, in-depth interviews were 
conducted for data collection, and thematic analysis was conducted for data analysis. 
Results: Our study revealed a range of challenges faced by visually impaired young women that impeded their 
healthcare-seeking. These challenges included sexual harassment by male healthcare providers, disability-related 
stigma, financial difficulties, limited autonomy in decision-making, and a lack of disability-friendly healthcare 
facilities and services. Particularly, experiencing sexual harassment from male healthcare providers, coupled 
with underlying disability-related stigma, profoundly influenced the avoidance of healthcare. To navigate these 
challenges, some women sought support by having family members or friends accompany them or by requesting 
to be seen by a female healthcare provider. Nevertheless, financial dependence on families and women lacking 
employment and income led to a feeling of burden on the family, contributing to a reluctance among women to 
seek expensive healthcare. Social organization-based, collaborative efforts and peer support networks played a 
significant role in breaking down barriers and improving overall healthcare experiences. 
Conclusions: While integrating disability-friendly healthcare services and infrastructure is essential, fostering 
attitudinal and behavioral change—particularly among male healthcare providers—is more important to ensure 
safety for young women in healthcare settings. The implementation of anti-sexual harassment policies is 
imperative to ensure a safe and respectful environment. Community mobilizing and peer group-based programs 
can be tested for increasing visually impaired women’s utilization of relevant healthcare services.   

1. Introduction 

Disability is a multifaceted construct that encompasses impairments, 
activity limitations, and participation restrictions arising from the 
interaction between individual, contextual and environmental factors. 
The World Health Organization (WHO) estimates that over one billion 
individuals, comprising approximately 15% of the global population, 

live with some form of disability—a number projected to double by 2030 
[1]. Due to its profound impact on daily functioning and personal cir
cumstances, visual impairment — partial or total loss of vision or visual 
function — is considered a substantial disability. In low- and middle- 
income countries (LMICs), including Nepal, visual impairment is high
ly prevalent. Although exact figures are challenging to document, 
approximately one in five persons with disabilities in Nepal report some 
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form of visual impairment or blindness (approximately 130,000 per
sons) [2,3]. 

Previous studies have explained vulnerabilities of people with dis
abilities due to the interplay of individual level factors and higher social 
and structural factors, including prejudices (among policy makers, 
healthcare providers, and society at large), denial of services, or a 
general lack of tailored disability-friendly services in healthcare in
stitutions and travel systems [4,5,6,7,8,9]. One commonly reported 
mechanism among the studies is that experiences of discrimination, 
stigma and harassment within the healthcare systems and associated 
feeling of shame or fears of mistreatment lead to avoidance of seeking 
health care [10]. Healthcare access can differ according to personal 
characteristics as well as the severity and nature of disability. Compared 
to various other groups, young adult women with visual disabilities are 
more vulnerable to facing barriers to a greater extent and may experi
ence significantly lower rates of healthcare service utilization. 

Among the other important barriers to healthcare access for women 
with visual impairment is a financial barrier, which is a result of low 
socio-economic situation compounded by disabilities and adverse health 
conditions [11,12]. Coupled with gender, young women with disabil
ities, including those with visual impairment, further experience 
heightened levels of abuse, stereotyping, and gendering related to their 
disability condition, along with limited access to information and ser
vices [13,14,15]. In high-income country settings, health systems have 
made significant progress in achieving inclusivity and tailoring services 
to be disability friendly. Still, it is undeniable that stigma and harass
ment remain prevalent. While in LMICs, including Nepal, the challenges 
faced by young women with visual impairment in accessing healthcare 
services are not clearly known due to a lack of studies focusing on this 
pertinent issue [14,16]. 

A few available studies in Nepal have focused on investigating per
sons with disabilities, reporting on physical, architectural, socioeco
nomic, and attitudinal barriers to healthcare access [17,16,8]. In the last 
decade, Nepal has made some progress in the developing and imple
menting policies and programs to integrate individuals with disabilities 
into mainstream healthcare systems. Examples include the Act Relating 
to Rights of Persons with Disabilities-2017, Gender Equality and Social 
Inclusion Strategy of the Health Sector-2018, Right to Safe Motherhood 
and Reproductive Health Act-2018, National Guidelines of Disability 
Health Services-2019 [18–21]. The aim of these policies is to reduce 
social and health inequalities, promote empowerment and social inclu
sion of persons with disability and enhance their access to healthcare 
services through community rehabilitation and education programs. 
However, it is unclear whether and to what extent these interventions 
have been effective for young women with visual impairment [22]. 

It is important to gain a better understanding of the challenges faced 
by visually impaired young women while accessing healthcare services. 
Only by exploring these experiences through intersectionality we can 
comprehend the comprehensive need of visually impaired women, and 
the attitudes and behaviors that exist within the healthcare system are 
whether supportive towards increasing access to healthcare [23,14]. 
Therefore, this study explored the lived experiences of healthcare access 
among visually impaired young women, aiming to comprehend the 
challenges they face through an intersectionality approach. The inter
sectionality approach analyzes the experiences of women with visual 
impairments from the perspective of the women themselves, taking into 
account associated power dynamics, positionalities, and access to op
portunities and resources [24]. We believe that the findings of this study 
will provide insights to inform the development of healthcare policies 
and practices, emphasizing patient-centered care, and ultimately lead to 
improved healthcare outcomes for visually impaired young women. 

2. Methods 

This was a descriptive phenomenological study aimed at exploring 
lived experiences of visually impaired women about their healthcare 

access, which is an understudied phenomenon, especially in the context 
of Nepal. Phenomenology is a philosophical framework that focuses on 
understanding the subjective experiences and meanings attributed to 
phenomena from the perspective of those experiencing them [25]. It 
seeks to explore the essence and structure of lived experiences, aiming to 
capture the first-person perspective and provide rich descriptions about 
unique challenges, perceptions, and adaptations (coping mechanisms) 
that arise from living with visual impairment. Further, the inter
sectionality approach allows us to delve into the lived world of women 
who navigate their surroundings, and explores how they engage with 
their environment, interact with others amidst varying power dynamics, 
and make meaning of their experiences [25]. 

2.1. Participants and sampling 

Women aged 20-35 years, who had low vision or total blindness and 
had used multiple healthcare services for health reasons or had in
teractions with healthcare providers in the past 12 months were 
included. Women with total blindness were described as those who do 
not see the fingers of their hand at 10 feet or read the first line of the 
Snellen chart (3/60), while women with low vision were defined as 
those who do not differentiate fingers of a hand from a distance of 20 
feet or read the letters on the fourth line of the Snellen chart. Partici
pants with other disabilities such as deafness or mental illness were 
excluded. A total of 16 women were approached and all provided the 
consent to participate in the study. 

Participants were purposively sampled using a list of women with 
visual impairment provided by the Blind Women Association Nepal 
(BWAN) and Nepal Association of the Blind (NAB). Then, each partici
pant was contacted either in person or over the phone, assessed for 
meeting the inclusion criteria, and then invited for an interview. We 
assumed that women who had been in contact with the organizations 
could articulate their own experiences and might not encounter diffi
culty in doing so, even if they had undergone traumatic life experiences. 

2.2. Data collection 

The research team developed an interview guide, initially created by 
the first author and commented on and agreed upon by other team 
members. The guide consisted of 13 topic questions followed by probing 
questions. The guide was initially developed in English and later 
translated into Nepali. After translation, it was pretested with two par
ticipants, and questions regarding ethical discrimination and the role of 
organizations working for visually impaired individuals were added. 

The study employed face-to-face, in-depth, semi-structured in
terviews conducted at the locations referred to by the participants. The 
interviews were conducted by three female interviewers who were well- 
trained in qualitative research and were familiar with the research 
subject and background of the participants. The interviews were audio- 
recorded, and participants’ socio-demographic data were collected 
(Table 1). The interviews lasted an average of 39 minutes. Verbal con
sent was obtained prior to the interview and all participants were 
informed about pseudonymization of their identity for anonymity. The 
study followed the Helsinki declaration of research ethics. 

The study involved 16 participants (Table 1), with a mean age of 24 
years. A total of 13 women (81.25%) were fully blind, while three 
women (18.75%) had low vision. Women were from diverse ethnic 
backgrounds, with the majority from indigenous groups (56%) and most 
women followed Hinduism (56%). In total 50% of the participants were 
married while remaining 50% of the participants were unmarried. Ten 
women (62.5%) of them were unemployed. The participant’s identifi
cation numbers were pseudonymized to keep the real identify of the 
participants anonymous. 
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2.3. Data analysis 

The data for analysis consisted of transcripts of audio recordings 
obtained from the in-depth interviews. To ensure quality, the third 
author transcribed all the recordings in English, and the primary 
researcher checked the quality of the transcripts. Necessary reconcilia
tions were made after discussion. 

Thematic analysis was conducted for data analysis, which followed a 
systematic process, beginning with familiarization with the interview 
transcripts and understanding of the participants’ narratives by reading 
and re-reading of the transcripts. Next, an initial coding process was 
conducted, where meaningful units of data were identified and assigned 
codes. The coding process involved capturing the participants’ de
scriptions, emotions, and perspectives related to their experiences of 
utilizing healthcare services. The coded data were then organized and 
clustered into broader themes. Themes emerged through a careful ex
amination of the coded data, considering patterns, similarities, and 
shared meanings across participants’ accounts. The themes were refined 
and reviewed in relation to the research question and the specific 
context of healthcare use among visually impaired women. Nvivo-10 
software was used for the analysis. 

3. Results 

From the analysis, 52 codes were developed and were grouped 
together into two broader themes: ‘health care seeking behaviors’ and 
‘reluctance to seek healthcare’. Furthermore, the theme ‘reluctance to 
seek healthcare’ had five sub-themes, including sexual harassment by 
male healthcare providers, disability-related prejudice and discrimina
tion, dependence on the family and lack of autonomy in decision- 
making, financial hardship and lack of support, and lack of disability 
friendly infrastructures and services. The codebook including themes, 
subthemes and codes is summarized in Table 2. 

3.1. Health care seeking behaviors 

This theme analyzes the health care services the participants sought, 
ways to access health information and services and knowledge regarding 
critical health issues. Ocular or vision-related problems were identified 
as the main reason for seeking healthcare among the participants. Other 
health problems that required healthcare services included common 
cold, headache, fever, injuries, pain in body parts, menstruation-related 
problems, need for family planning services, hospitalization due to ac
cidents, and chronic/long-term health problems such as arthritis. A few 
had been hospitalized for vision-related treatments, ocular surgeries, 

and other surgeries such as treatment of hemorrhoids and childbirth. 
Unmarried women visited health institutions much less frequently than 
married women with most of their problems being eye check-ups and 
seasonal infections. While, married women had a wider range of 
healthcare needs, including also menstrual irregularity and pregnancy, 
family planning services, delivery and postpartum care, and minor 
operations. 

Educated women explained how they access health information on 
topics, including the Covid19 disease and vaccines. Participants 
explained that the tendency to acquire new health information from 
media sources, including radio, TV, toll free numbers, and direct health 
provider consultations, had shifted to newer digital media using mobile 
apps (e.g., YouTube, website). They also mentioned learning from 
school textbooks particularly regarding diet, sexual and reproductive 

Table 1 
Socio-demographic characteristics of the study sample.  

Participants Age Employment Marital 
status 

Type of 
blindness 

Religion 

1 25 Unemployed Unmarried Full Blind Christian 
2 23 Unemployed Unmarried Full Blind Hindu 
3 25 Employed Married Full Blind Hindu 
4 22 Unemployed Unmarried Low blind Hindu 
5 24 Unemployed Unmarried Full Blind Hindu 
6 24 Unemployed Unmarried Low Vision Hindu 
7 21 Unemployed Unmarried Full Blind Hindu 
8 19 Unemployed Unmarried Low Vision Buddhist 
9 25 Employed Unmarried Full Blind Hindu 
10 32 Employed Married Full Blind Buddhist 
11 35 Self- 

employed 
Married Full Blind Christian 

12 27 Self- 
employed 

Married Full Blind Christian 

13 24 Unemployed Married Full Blind Christian 
14 26 Unemployed Married Full Blind Hindu 
15 21 Unemployed Married Full Blind Buddhist 
16 35 Employed Married Full blind Hindu  

Table 2 
Description of codes, sub-themes, and themes.  

Theme Subtheme Codes 

Health care 
seeking 
behavior  

Health related problems, 
Preference for health service sites, 
Satisfaction for health services, 
Health related behavior, Health 
care practices, Source of 
information, Health Care 
accessibility, Availability of 
information, Peer influence, Trust 
towards institutions, Trust 
towards health care providers, 
Disability friendly environment, 
Seriousness of disease and 
sickness, Free health services, 
Preference for female doctors, 

Reluctant to 
seek 
healthcare 

Financial hardship and lack 
of support 

Out of pocket expenditure, Cost of 
medicine, Expensive tests, Lack of 
financial support, Limited-service 
incentives, Loans taken for health 
care services, Lack of information 
regarding health insurance, 
Limited financial support from 
social organizations 

Sexual harassment by male 
healthcare providers 

Unpleasant touching, Sexual 
comments, Unnecessary touching 
of private parts, Sexual abuse, No 
realization of sexual harassment 

Dependence on family and 
lack of autonomy in 
decision making 

Family support required to seek 
services, Peer-support to seek 
service, Need of care taker, 
Decision making ability, 
Economic dependency on family, 
Access to resources, Gender roles, 
Distrust among family members, 

Lack of disability friendly 
infrastructure and services 

Lack of digital health platforms, 
Lack of disability friendly 
infrastructure at service sites, Lack 
of disability friendly roads, 
Difficulty to commute, Limited 
organizational support, Limited 
health information provided by 
social organizations, Limited 
disability friendly training and 
consultations among service 
providers, Lack of braille and sign 
language, Provision of Audio- 
visual system, Lack of client 
centric approach in disability care 

Disability related prejudice 
and discrimination 

Gender based barriers, 
Humiliation, Negative perception 
of people, Psychological 
harassment by service providers, 
Perception of health provider 
regarding women with disability, 
behavior of support staff, Self- 
stigma, discrimination based on 
cast and class,  
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health, and communicable and non-communicable diseases. 

Radio programs, such as khulduli.com has been a very popular program 
and is the main source of information for many participants regarding 
sexual and reproductive health. The questions asked are interesting and 
the program, in a very easy way, provides information related to 
adolescent sexual and reproductive health and bodily changes. 

(Participant 7) 

While some participants with low levels of education had no 
knowledge of important healthcare issues including breast cancer 
screening, while others sought information from sources including the 
radio and YouTube. 

3.2. Reluctance to seek health care 

This theme analyzes the barriers or challenges faced while accessing 
and utilizing health information and services. Most participants 
explained a tendency to avoid visiting health institutions until their 
health problems became serious, and they did not visit their healthcare 
providers for routine eye checkups or other medical follow ups. They 
opted to go to private clinics for convenience, as public hospitals were 
often far, inconvenient, and difficult to reach. There was also a general 
perception that health care quality was better in private clinics, despite 
higher costs of care. 

Sexual Harassment by male healthcare providers: A few partici
pants shared incidents of being sexually harassed by male healthcare 
providers and feeling uncomfortable and unsafe. Women explained in
stances of unpleasant touching with sexual undertones, moments of 
being undressed with sexual undertones, and unnecessary physical 
touch against their will. 

I remember that, particularly one male doctor, when he used thermom
eter, he had to put that inside my t-shirt, under my arms and I could 
literally feel his hands touching my breast. Which I thought was unnec
essary. And I was not explained at all about the procedure. 

(Participant 2) 

One participant recalled an incident where a male healthcare pro
vider questioned their right to free healthcare, including education, 
menstrual products, and pregnancy tests. Participant 14 recounted an 
experience during pregnancy check-up where a male doctor asked 
invasive and uncomfortable questions about her sexual life. 

The majority of participants expressed a preference for female 
healthcare providers over male healthcare providers. They felt safer and 
more comfortable with female providers and trusted them to provide 
appropriate treatment and information when needed. Married women, 
in particular, stated that they would choose a female provider if given 
the option. 

During my ultrasound appointment, I was initially assigned a male doctor, 
but I felt nervous and uncomfortable. However, a female doctor came 
forward and offered to perform the ultrasound instead, which made me 
feel safer and more at ease. A female doctor is who I need to feel more 
comfortable. I feel nervous when there is a male doctor, and it would be 
better if there were more female doctors in the hospitals. 

(Participant 15) 

One of the participants felt safer when being accompanied by their 
family or friends. Most participants had doubts about what the intention 
of a male healthcare provider would be. Here is what Participant 5 
stated: 

I am not sure if I will have the same experience if I go alone to health 
centers. Since, I go with my family or friends, doctor also respond 
appropriately so I did not feel anything inappropriate as such. 

(Participant 5) 

Disability-related prejudice and discrimination: The participants 

engaged in discussions regarding their experiences of relying too much 
on others, which led to a sense of devaluation in terms of their worth as 
living with disabilities. They shared how they faced discrimination 
within their families, including labelling, gossiping, and being criticized, 
and how this led to feelings of helplessness and low confidence in their 
ability to do things independently. Negative attitudes, insensitivity to
wards visually impaired women and fear of bullying at healthcare fa
cilities were described as significant barriers to healthcare use. 
Participant 4 received advice from a healthcare provider to bring a 
sighted person as a visitor instead of someone who was also visually 
impaired. Participants reported instances of being charged higher fees 
and prescribed unnecessary tests, often for the financial benefit of 
physicians and hospitals. Participant 8 stated, 

To a woman like me with low vision, they say I cannot do anything in my 
life, who will marry to a woman like me. Despite this low vision problem, I 
have come to this far, after struggling, and they do not see that. Even my 
own parents do not treat me equally as my brothers who can see perfectly. 

(Participant 8) 

In addition to facing discrimination herself, Participant 6 also shared 
how healthcare providers did not believe her when she mentioned about 
her problems due to visual impairment, and even her family members 
were mistreated by the providers. She had to repeatedly explain her 
situation and use a stick as a visual aid to prove the impairment. She 
explained that visually impaired women face skepticism and insensi
tivity from healthcare providers, causing discomfort and discouraging 
them from seeking medical help. 

One participant from an ethnic and religious minority community 
reported experiencing discrimination from healthcare providers who 
appeared to favor members of higher ethnic communities. In contrast, 
other participants did not report similar experiences. They did, however, 
speculate that discrimination based on lower ethnicity could be more 
pronounced among women with disabilities. 

The representative of blind organization prioritized individuals from 
higher caste (ethnic groups) to provide the services and ignored us 
knowing that as we belonged to Indigenous communities and not from 
higher caste. 

(Participant 1) 

Dependence on the family and lack of autonomy in decision-mak
ing: While the family could provide the safety against inappropriate 
behaviors of male healthcare providers, most participants also described 
being a burden to the family. All the participants found to be dependent 
on their family for financial support, as well as for assistance to go to the 
hospital due to poor road conditions and difficulty in navigation. Eco
nomic dependence on family members was explained by the participants 
as one of the reasons for lacking autonomy in making self-decisions was 
financial hardships. 

Especially when there was the need, the women were taken to hos
pital by their family members and the costs for expensive services was 
paid by the family members. Particularly, married participants often 
consulted their spouse or family members for suggestions on when to use 
health care. Participant 16 mentioned: 

Due to my inability to travel alone, and the unavailability of immediate 
support from others who are occupied with their own work, it becomes 
challenging for me to access healthcare services. Consequently, I often 
need to rely on my husband to assist me and, he has to agree on what is the 
best for me. 

(Participant 16) 

One of the participants worried about not having a good relationship 
with the family, which could result into neglect and lack of support from 
the husband and family. Participants also mentioned of being withheld 
about their health information, not included in the medical and familial 
decision making and being ignored or excluded while making decisions. 
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Women who perceived themselves as potential burdens to their families 
believed they lacked the authority to make decisions often refrained 
from telling their health needs to family members and delayed seeking 
care unless their issues became too serious or apparent. 

Financial hardship and lack of support: Participants without income 
found it harder to use health services because of the higher costs. One of 
the participants mentioned a situation when she did not buy essential 
medicines during pregnancy as she did not have enough money. All the 
participants expressed an urgent need for financial support, incentives, 
and free health checkups, while only the educated participants were 
aware of free healthcare services available to them. Only two partici
pants mentioned benefitting from the government insurance scheme and 
free health services that were provided to people with disability. How
ever, free health services covered only general health needs, and par
ticipants had to depend on their family members for financial support 
for expensive specialized health services. 

We, people living with disabilities, belong to a lower-middle-class family, 
and most of the people living with disabilities have become disabled due to 
poverty. Many of our disabled friends might not have enough money for 
expensive specialized treatment. The government should provide financial 
support to people with visual impairment for checkups, medicines, and 
specialized treatments. 

(Participant 1) 

Participants acknowledged the value of seeking healthcare or ser
vices from social organizations either in pairs or as a group, where 
services are free and mutual support and assistance could be obtained. 
However, they also believed that these organizations working for the 
group of visually impaired people had not done enough to provide 
substantial support, particularly in increasing access to healthcare. 

Lack of disability friendly infrastructures and services: Visually 
impaired women face barriers for commuting and navigating within the 
premises of health facilities. Regular changes on the way to healthcare 
institutions, including construction of roads or buildings, old building 
not having elevators, and lack of staff to aid disabled patients made it 
difficult to access services. One of the participants stated: 

As visually impaired individuals, it is challenging to navigate to the 3rd or 
4th floors as we are unaware of the staircase’s location. Similarly, we face 
difficulty in locating the elevator. Even when the hospital is on the ground 
floor, we face difficulties as we cannot see anything. This makes it chal
lenging for us to navigate through the hospital. 

(Participant 7) 

Participants discussed their concerns about the risks of accidents due 
to unsafe road conditions, which could result in hospitalization. One 
participant shared a traumatic experience of being hit by a motorbike 
when she was pregnant, which she rated as the most challenging time of 
her life. In addition, the participants identified several factors that 
influenced their preference for healthcare service sites. These included 
disability-friendly infrastructure, the seriousness of illness or disease, 
and incentives offered. 

Mostly I go to government (public) eye hospital in Kathmandu for my 
problem with low vision. I go to private hospitals as well, but they are not 
disability friendly. Even though this public hospital is also not fully 
disability friendly but in comparison with others it is still better. 

(Participant 8) 

The participants highlighted the need for a disability friendly envi
ronment, which includes making ramps, installing railings, provision of 
voice information system, provision of braille, and providing guides for 
people living with disability including visually impaired. Further, the 
participants believed that digital health platform including mobile ap
plications, reliable internet sources, and information databases as well 

as toll-free number could help increase their knowledge about health 
concerns and access to health-related services. The participants believed 
that comprehensive information regarding health issues and services 
would be helpful to increase accessibility of health care services and 
mentioned about sharing and discussing health information among their 
peers. 

4. Discussion 

To the best of our knowledge, this is the first study to explore the 
challenges faced by visually impaired young women while accessing 
healthcare within Nepalese healthcare settings. The challenges included 
sexual harassment by male healthcare providers, disability-related 
stigma, financial difficulties, limited autonomy in decision-making, 
and lack of disability-friendly healthcare facilities and services. To 
navigate these challenges, some women sought support by having family 
members or friends accompany them or by requesting to be seen by a 
female healthcare provider. Nevertheless, this coping mechanism 
sometimes led to a feeling of burden on the family, contributing to a 
reluctance among women to seek healthcare. 

Themes including financial hardship, lack of autonomy in healthcare 
access decision-making, prejudice and discrimination, and lack of 
disability-friendly health institutions and services are consistent with 
previous studies conducted in Nepal among women with disabilities 
[17,26,16]. The existing inequity in health care access due to disability 
has been established in general health services as well as in specific 
preventative health services including pap smear testing for cervical 
cancer as well as physical exercise, healthy diet, and safe sex programs 
[27,28,29]. 

The fact that sexual harassment appeared to be a commonly 
encountered issue among young women requires careful attention. 
Intersectionality should be considered when addressing the needs of 
visually impaired women and designing policies and programs, as they 
experienced violence, discrimination and marginalization based on their 
younger age, being female, disability status and overall vulnerabilities 
(due to lower caste, poverty and not accompanied by friends/families/ 
spouse). Visiting healthcare institutions with family and friends can 
provide a protective environment. However, our study highlights that 
this is not always possible for everyone. To address this sensitive issue, 
integrating disability-friendly healthcare services and healthcare infra
structure into the mainstream health system is necessary. But there is 
more to do than this. Education and behavioral change targeting male 
health care providers is also important. Moreover, it is imperative to 
implement and enforce anti-sexual harassment policies in public as well 
as private hospitals to ensure a safe and respectful environment for both 
patients and healthcare providers. 

In their study conducted in Pakistan, Ahmed and Naveed [30] 
identified a lack of accessible physical environments and accommoda
tions for communication and information access as additional barriers to 
healthcare access [30]. Similarly, in our study, we found that women 
generally expressed willingness to visit private clinics but preferred to 
avoid public hospitals due to the hassles involved. This preference re
flects a health-seeking behavior and cultural aspects. To address the 
neglect at healthcare for individuals with disability, it is crucial for 
health workers to receive training in disability-friendly services, and for 
their behavior to be more inclusive. Transforming hospitals and 
healthcare institutions to be disability-friendly could have a trans
formative impact. Our findings strongly support government investment 
in creating disability-friendly structures. 

The presence of female healthcare providers is widely welcomed, as 
it helps foster a sense of safety and comfort. However, it is important to 
note that having female providers or family members accompanying 
them may not guarantee disability-friendly healthcare services of high 
quality without prejudice. In general, establishing trust between women 
and healthcare providers is of utmost importance. Simultaneously, 
community and familial sensitization play a crucial role in addressing 
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this issue. Family support, open dialogues, and raising awareness are 
essential components [31]. Research from Ghana has demonstrated the 
positive impact of social media and digital platforms in providing 
health-related information to visually impaired women [32]. 

The visually impaired women in our study exhibited a remarkable 
sense of solidarity, actively supporting one another during visits to 
healthcare facilities. They engaged in knowledge sharing, disseminating 
information, and providing assistance to overcome barriers they faced. 
This exemplifies the effectiveness of social organization-based capacity 
building or empowerment sessions, peer education, and women’s 
engaging in facilitating healthcare access (peer group mobilization). The 
community mobilizing efforts and peer support network play a signifi
cant role in breaking down barriers and improving their overall 
healthcare experiences. 

There are a few limitations of the study. Due to a highly selective 
sample of young women aimed at obtaining data richness, it could miss 
out the interests and experiences of comparatively wider women’s 
population. However, we did recruit participants of various education 
levels and ethnic backgrounds, which contributes to the richness of the 
data. Due to a small sample size, our study may not have adequately 
reflected on all the contextual insights. Since the scope of this study was 
purely phenomenological and descriptive, the applied qualitative 
method can be believed to generate enough information to understand 
the phenomenon under study and provide a relevant basis for the future 
studies in this area, thus ensuring trustworthiness of the study results. 

5. Conclusions 

Visually impaired young women face various social and psycholog
ical barriers that hinder their healthcare-seeking. Among all, experi
encing sexual harassment by male health workers and underlying 
disability-related stigma have a profound impact on avoiding health
care. Being accompanied by family members provides the safety against 
inappropriate behaviors of male healthcare providers, however this is 
not possible for everyone. It is important to address structural issues 
related to sexual harassment, stigma, and lack of tailored services. 
Sensitivity training as well as education and behavioral change, espe
cially among male healthcare providers is important. Community 
mobilizing and peer group-based programs can be tested for increasing 
visually impaired women’s utilization of relevant healthcare services. 
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