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The 2011 Nepal Demographic and Health Survey (20RHS) is part of the worldwide MEASURE DHS
project which is funded by the United States Ageffay International Development (USAID). The
opinions expressed herein are those of the auttmatslo not necessarily reflect the views of USAID.

Additional information about the 2011 NDHS may batained from New ERA Ltd., P.O. Box 722,
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FOREWORD

The Nepal Demographic and Health Survey (NDHS) 2@&ltonducted as a periodic update of the
demographic and health situation in Nepal. Thifiesfourth comprehensive national level populatod
health survey conducted in Nepal as part of thbajlDemographic and Health Surveys (DHS) program.

The 2011 NDHS was implemented by New ERA undertgs of the Ministry of Health and Population,
Government of Nepal. Technical support was provibedCF Macro and financial support was provided
by the United States Agency for International Depetent (USAID), Nepal.

The purpose of this study is to generate recentaliable information on fertility, family plannindgnfant
and child mortality, maternal and child health, ritistn, domestic violence, and knowledge of HIV and
AIDS, which allows monitoring progress through tiamed addressing these issues. The study waseuitiat
in January 2010 and data collection was carriedetween January 2011 and June 2011.

Information provided in this report will help tosess the current health- and population-relateitips!
and programs. It will also be useful to formulagwrpopulation and health policies and programss hi
the preliminary report of 2011 NDHS and the finaport containing more detailed findings will be
published in early 2012.

On behalf of the Ministry of Health and Populatiame would like to extend our appreciation to all
development partners for their input to the surviey|CF Macro for providing technical support, to
USAID Nepal for providing financial support, to NeBRA for implementing the survey, and most
important, to the respondents who provided therimédgion on which this report is based. It is nomdi
for program managers and policy makers to usertfogrmnation to improve the lives of the people iisth
country.

Padam Raj Bhatta
Joint Secretary
Chief, Population Division
Ministry of Health and Population






INTRODUCTION

The 2011 Nepal Demographic and Health Survey (NDKSYhe fourth nationally representative
comprehensive survey conducted as part of the wiattl Demographic and Health Surveys (DHS)
project in the country. It was conducted underaéegis of the Ministry of Health and Population (MPH
The survey was implemented by New ERA, a privateeaech firm in Nepal. ICF Macro provided
technical assistance through its MEASURE DHS ptojeanding for the survey came from the United
States Agency for International Development (USAtipugh its mission in Nepal.

The principal objective of the 2011 NDHS is to gd®/current and reliable data on fertility and fimi
planning, child mortality, maternal and adult mbtya children’s nutritional status, the utilizatioof
maternal and child health services, domestic videand knowledge of HIV/AIDS. The 2011 NDHS also
provides population-based information on the praved of anemia among women age 15-49 and children
age 6-59 months. Information from the survey ispsal for informed policy decisions, planning, and
monitoring and evaluation of programs on healtlyémeral and reproductive health in particular @hbo
the national and district levels.

A long-term objective of the survey is to strengthie technical capacity of local organizationgkan,
conduct, process, and analyze data from complasnadtpopulation and health surveys. Moreover, the
2011 NDHS is comparable to similar surveys condugdte other developing countries and therefore
affords a national and international comparisone 911 NDHS also adds to the vast and growing
international database on demographic and hedltecevariables.

The 2011 NDHS collected demographic and healtirinddion from a nationally representative sample of
10,826 households, which yielded completed intevsievith 12,674 women age 15-49 in all selected
households and with 4,121 men age 15-49 in evegnsehousehold.

This report presents preliminary findings from 2@&L1 NDHS on a number of key topics of interest to
program managers and policy makers. These prelmninasults are intended to facilitate an early
evaluation of existing programs and assist in desggnew strategies for improving population andltie
programs in Nepal. A more detailed final reportl Wi published in early 2012. Although the figunes
this preliminary report are not expected to differich from the findings to be presented in the freglbrt,
the results shown here should be considered poméband interpreted with caution.






SURVEY IMPLEMENTATION

A. Sample Design

The primary focus of the 2011 NDHS was to providéneates of key population and health indicators,
including fertility and mortality rates, for the wotry as a whole and for urban and rural areasrasgha

In addition, the sample was designed to providémests of most key variables for the 13 eco-
development regions (stratums).

Sampling Frame

Nepal is administratively divided into 75 districtshich are further divided into smaller adminisitra
units known as Village Development Committees (VPGmd Municipalities. The VDCs and
municipalities are further divided into wards. Tleger wards in the urban areas are further dividea
sub-wards. An enumeration area (EA) is defined e in the rural areas and a sub-ward in therurba
areas. Each EA is totally classified as urbaruoalr As the upcoming population census was sdaddu
for June 2011, the 2011 NDHS used the list of EAR wopulation and household information developed
by the Central Bureau of Statistics of Nepal far #001 Population Census. The long gap between the
2001 Census and the fielding of the 2011 NDHS rsitzed an updating of the 2001 sampling frame to
take into account not only population growth, bgbanass internal and external migration due thgetd
political conflict in the country. To obtain andgted list, a partial updating of the 2001 Censaisé was
carried out by having a quick count of dwellingtarnin EAs five times larger than the sample requfce
each of the 13 domains. The results of the quatknt survey served as the actual sample framehéor t
2011 NDHS sample design.

Domains

The country is broadly divided into three horizdrdeological belts, namely, Mountain, Hill, afi@érai.
Vertically the country is divided into five develment regions. The cross section of these will pfevi5
eco-development regions, which are referred taubsragions or domains for the 2011 NDHS. Due to the
small population size in the mountain regions,western, mid-western, and far-western mountairoregi
are combined into one domain yielding a total ofdbBnains. In order to provide an adequate sample to
calculate most of the key indicators with an acaklat precision, each domain needs a minimum oftabou
600 households.

Stratification is achieved by separating each eft8 domains into urban and rural areas. The 2@HAMN
used the same urban-rural stratification as incéresus frame. In total, 25 sampling strata weratece
The western/mid-western/far-western mountain reggimnot have any urban areas.

The number of wards and sub-wards in each of thédiains are not allocated proportional to their
population due to the need to provide estimateh waitceptable levels of statistical precision fochea
domain, and for urban and rural domains of the tryuas a whole. The vast majority of the population
Nepal resides in the rural areas. In order to pl@¥or national urban estimates, urban areas afdhatry
were over sampled.

Sample Selection

Samples were selected independently in every strattrough a two-stage selection process. In tise fi
stage, EAs were selected using a probability ptigpual-to-size. In order to achieve the target darsjze
in each domain, the ratio of urban EAs over rurs ih each domain was roughly 1 to 2, resultin@3n
urban and 196 rural EAs, for a total of 289 EAs.

A complete household listing and mapping was cdoit in all selected clusters. In the second stage
households in each urban EA and 40 householdmregal EA were randomly selected.



Due to the non-proportional allocation of the sama the different domains and to over sampling of
urban areas in each domain, sampling weights apeiresl for any analysis using 2011 NDHS data to
ensure the actual representativeness of the santie national level as well as domain levelsc&ithe
2011 NDHS sample is a two-stage stratified clustanple, sampling weights were calculated based on
sampling probabilities separately for each sampdilage taking into account the non-proportionatitshe
allocation process for domains and urban-ruratastra

B. Questionnaires

Three questionnaires were administered in the 20RHS: the Household Questionnaire, the Woman'’s
Questionnaire, and the Man’s Questionnaire. Thesstipnnaires were adapted from the standard DHS6
core questionnaires to reflect the population agalth issues relevant to Nepal at a series of ngetvith
various stakeholders from government ministries ageéncies, non-governmental organizations, and
international donors. The final draft of each gimstaire was discussed at a questionnaire design
workshop organized by the Ministry of Health andp&ation on April 22, 2010 in Kathmandu. These
guestionnaires were then translated from Englisihtime three main local languages—Nepali, Maittzaii
Bhojpuri and back translated into English. Thesestjonnaires were finalized after the pretest, Wwhias
held from September 30 to November 4, 2010, witbna-week break in October 2010 fDasain
vacation.

The Household Questionnaire was used to list al tisual members and visitors in the selected
households. Some basic information was collectethercharacteristics of each person listed, inaigdi
age, sex, education, and relationship to the héatleohousehold. For children under age 18, sufrviva
status of the parents was determined. The Housépadstionnaire was used to identify women and men
who were eligible for the individual interview amebmen who were eligible for interview on domestic
violence. The Household Questionnaire also colttatdormation on characteristics of the household’s
dwelling unit, such as the source of water, typ&odét facilities, materials used for the floortbe house,
ownership of various durable goods, and ownershipasquito nets. The result of the salt test falirie,
height and weight measurements, and anemia taséng also recorded in the Household Questionnaire.

The Woman'’s Questionnaire was used to collect m&iion from women age 15-49. These women were
asked questions on the following topics:

» Background characteristics (education, residehisbry, media exposure, etc.)
* Pregnancy history and childhood mortality

» Knowledge and use of family planning methods

» Fertility preferences

« Antenatal, delivery, and postnatal care

» Breastfeeding and infant feeding practices

» Vaccinations and childhood illnesses

» Marriage and sexual activity

*  Woman'’s work and husband’s background charactesisti

* Awareness and behavior regarding AIDS and otharadxtransmitted infections (STIs)
» Domestic violence

The Man’s Questionnaire was administered to all ag® 15-49 living in half the households sampled fo
the female interview. The Man’s Questionnaire atdd much of the same information found in the
Woman’s Questionnaire but was shorter becauseditndi contain a detailed reproductive history or
guestions on maternal and child health, nutrit@rjomestic violence.

C. Training of Field Staff

A stringent recruitment process was carried outwimich candidates had to go through a written
examination, computer aptitude test, and an otahiiew to be qualified for the training. A total 86
persons were trained to serve as fieldwork supenwvisnterviewers, quality control staff, and ress:
The main training was held in Kathmandu from Decenib, 2010 — January 16, 2011.



It was the first time that data collection for thepal DHS was carried out using personal compiRe) (
tablet. The training had two components: trainingpaper-based questionnaires; and, training omsbe

of PC tablets. The New ERA research team ledhteetweek training on the paper-based guestiormaire
and biomarkers while ICF Macro staff led the twoeléraining on the use of PC tablets.

The training included theoretical and practicalsgass, presentations, practical demonstrations, and
practice interviewing in small groups, as well agesal days of field practice. The participants evalso
trained on measuring height and weight of women @ritdiren, and conducting anemia testing. Special
classes on several topics were organized duringréi@ing, including Nepal's Health Delivery System
family planning, maternal health, abortion, chiléalh, nutrition, and women’s empowerment and
domestic violence. These classes were led by exfrerh the different divisions of the Ministry ofeldlth

and Population.

D. Fieldwor k

Data collection was carried out by 16 data coltectieams. Each team consisted of three female
interviewers, one male interviewer, and a male slipar. Teams were deployed around Kathmandu on
January 23, 2011 for their first clusters to endhtense supervision and technical backstoppinghEa
team completed one cluster each and electronisally the data to the central office. A review sesgias
organized to share the experiences of the teanmgeysmanagers provided the necessary feedbackhwhic
included upgrading the computer programs in thadiets.

Field teams traveled to their respective designatesters on February 2, 2011 and the fieldwork was
completed on June 14, 2011. Fieldwork supervisias done by six quality control teams, each comgjsti
of one male and one female member. Additionallyp fireld coordinators monitored the overall data
quality. Close contact between New ERA centralceffand the teams was maintained through fieldsvisit
by New ERA senior staff, members of the steeringhmittee, staff of the Ministry of Health and
Population and USAID/Nepal. Regular communicati@swnaintained through cell phones.

Two review sessions were held to share field issmesrefill supplies. The first was held after onenth

of field work, on March 3-5, 2011 and the second Wweld on April 21, 2011. These sessions were bielpf
in updating progress, providing feedback to thenteéased on field check tables and field obsemstio
discussing data inconsistencies, and problems fagéde teams.

E. Data Processing

The 2011 NDHS used the ASUS Eee T101MT tablets datia entry programs developed in CSPro. The
CDMA wireless technology using the Internet Filee@8ming System (IFSS) was used to transfer data
from the field to the central office in Kathmandthe IFSS package was developed by ICF Macro and
tested for the first time in Nepal.

The data were sent to the central office at New Higahe teams once they checked and closed each EA
file. This was mostly done before the team leftEAe In the central office, the data was editedatsenior
data supervisor who had been specially trainedhisrtask. The concurrent processing of the dataama
advantage because field check tables to monitéowsdata quality parameters could be generatedsalm
instantly and sent to the teams to improve therfopmance. The data entry and editing phase of the
survey was completed by the end of June 2011.






PRELIMINARY FINDINGS

A. Response Rates

Table 1 shows household and individual respongss ffat the 2011 NDHS. A total of 11,353 households
were selected for the sample, of which 10,888 viewed to be occupied during data collection. Okthe
existing households, 10,826 were successfullyvigered, giving a household response rate of 99¢gperc

In these households, 12,918 women were identifeeligible for the individual interview. Interviews
were completed with 12,674 women, yielding a resporate of 98 percent. Of the 4,323 eligible men
identified in the selected sub-sample of househalgE21 or 95 percent were successfully interviewed
Response rates were higher in rural than in urlb@asawith the rural-urban difference in resporsesr
more marked among men than among women. The pnaligntabulations in the next section summarize
the main demographic and health findings from invs with these eligible women and men.

Throughout this report, numbers in the tables céfleeighted numbers unless indicated otherwise. To
ensure statistical reliability, percentages basedewer than 25 unweighted cases are not showhein t
tables, and percentages based on 25-49 unweighsed are shown within parentheses.

Table 1. Results of the household and individual interviews
Number of households, number of interviews, and response rates, according to
residence (unweighted), Nepal 2011
Residence
Result Urban Rural Total
Household interviews
Households selected 3,331 8,022 11,353
Households occupied 3,182 7,706 10,888
Households interviewed 3,148 7,678 10,826
Household response rate? 98.9 99.6 99.4
Interviews with women age 15-49
Number of eligible women 3,822 9,096 12,918
Number of eligible women interviewed 3,701 8,973 12,674
Eligible women response rate? 96.8 98.6 98.1
Interviews with men age 15-49
Number of eligible men 1,451 2,872 4,323
Number of eligible men interviewed 1,351 2,770 4,121
Eligible men response rate? 93.1 96.4 95.3
! Households interviewed/households occupied
2 Respondents interviewed/eligible respondents




B. Characteristics of Respondents

The distribution of women and men age 15-49 by gemknd characteristics is shown in Table 2. More
than half of women (56 percent) and men (54 peyaetbelow age 30, reflecting the young age siract
of the Nepalese population.

Table 2. Background characteristics of respondents
Percent distribution of women and men age 15-49 by selected background characteristics, Nepal 2011
Women Men
Background Weighted  Weighted  Unweighted Weighted Weighted Unweighted
characteristic percent number number percent number number
Age
15-19 21.7 2,753 2,790 23.7 978 1,009
20-24 18.1 2,297 2,281 16.6 685 693
25-29 16.6 2,101 2,129 14.1 581 567
30-34 13.7 1,734 1,697 12.1 499 492
35-39 12.3 1,557 1,561 13.1 542 533
40-44 10.1 1,285 1,266 10.6 438 458
45-49 7.5 947 950 9.7 399 369
Religion
Hindu 84.2 10,672 10,829 84.2 3,472 3,486
Buddhist 8.8 1,112 1,058 8.6 354 352
Muslim 3.7 470 331 3.1 128 107
Kirat 1.5 195 215 2.1 86 92
Christian 1.7 220 236 1.9 77 80
Other 0.0 5 5 0.1 5 4
Ethnic group
Hill Brahmin 14.2 1,805 1,798 14.5 597 618
Hill Chhetri 19.2 2,436 3,199 18.9 780 1,000
Terai Brahmin/Chhetri 1.2 156 169 1.3 54 55
Other Terai caste 7.9 1,003 730 9.0 372 303
Hill Dalit 9.6 1,214 1,402 8.6 352 381
Terai Dalit 4.4 559 306 3.9 163 96
Newar 4.3 541 532 4.8 196 180
Hill Janajati 24.9 3,154 2,986 23.5 968 906
Terai Janajati 10.4 1,313 1,198 12.1 497 463
Muslim 3.7 468 327 3.1 127 106
Other 0.2 25 27 0.3 14 13
Marital status
Never married 21.4 2,708 2,837 34.8 1,433 1,444
Married 75.8 9,607 9,459 63.7 2,624 2,625
Living together 0.0 1 1 0.1 3 3
Divorced/separated 0.8 100 109 0.9 39 32
Widowed 2.0 258 268 0.5 23 17
Residence
Urban 14.4 1,819 3,701 17.4 717 1,351
Rural 85.6 10,855 8,973 82.6 3,404 2,770
Ecological zone
Mountain 6.4 805 2,033 5.9 245 618
Hill 40.2 5,090 4,974 40.2 1,658 1,582
Terai 53.5 6,779 5,667 53.8 2,218 1,921
Education
No education 39.8 5,045 4,876 13.8 567 498
Primary 17.4 2,209 2,149 19.7 814 815
Some secondary 24.4 3,088 3,172 34.9 1,437 1,431
SLC and above 18.4 2,331 2,476 31.6 1,303 1,377
Total 15-49 100.0 12,674 12,674 100.0 4,121 4,121
Note: Education categories refer to the highest level of education completed. Total includes 1 woman with missing
information on education not shown separately.
SLC = School Leaving Certificate

The vast majority of respondents are Hindu (84 grat)¢ 9 percent are Buddhist, and 4 percent of wome
and 3 percent of men are Muslim.



About one in four respondents belong to the Hahajati ethnic group, while nearly one in five
respondents belong to the Hthhetri ethnic group. About 14 percent are Hill Brahmid &® percent of
women are Terai Janajati and Hialit each, while 12 percent of men are Terai Janajdtout four
percent of the respondents belong to Newars aral Datit ethnic group each.

About three in four women (76 percent) and oveeehin five men (64 percent) are currently married.
Twenty-one percent of women in the sample have migeen married compared with 35 percent of men.
This is because men tend to marry later in lifethhamen. Women are four times more likely than neen
be widowed.

The large majority (more than 80 percent) of resleos live in rural areas. More than one in two
respondents live in the Terai, two in five livetire Hill, and about 6 percent live in the Mountain.

Women are disadvantaged in terms of educatiorahatent. This is observed at all levels of educsatio
with the female-male difference especially obviansong those with no education and those with SLC or
higher levels of education.

C. Fertility

All female respondents were asked about their thpntive histories in the 2011 NDHS. Each woman was
first asked to report on the number of sons andjldizus living with her, the number living elsewhetee
number who had died, and the number of pregnatizaglid not result in a live birth. For each pragoy
ending in a live birth, the mother was asked t@repn the child’s name, sex, age (if alive) or agdeath

(if deceased) and whether the child was living witr. She was also asked to report her pregnancy
outcome and the year of pregnancy terminationefesier had a pregnancy that did not end in a lintk.b
These data are used to calculate two of the maktlywused measures of current fertility, the téeatility

rate (TFR) and its component, age-specific feytitdtes. The TFR, which is the sum of the age-§ipeci
fertility rates, is interpreted as the number afdren the average woman would bear in her lifetifrehe
experienced the currently observed age-specifitifigrates throughout her reproductive years.

According to the results of the 2011 NDHS, the T "R "
. . able 3. Current fertility
calculated for the three years preceding the suiwv@y6
births per woman age 15-49 (Table 3). Urban_rurat}ge—specific and total feytility rate, the general fertility
. . i . . rate, and the crude birth rate for the three years
differentials in Nepal are obvious with rural wom@n8 | preceding the survey, by residence, Nepal 2011

births) having an average of over one child momnth

. Residence

urban women (1.6 births). Age group Urban - Rural  Total
The overall age pattern of fertility as reflectadhe age-| 15-19 42 87 81
specific fertility rates (ASFR) indicates that citibaring | 33 5¢ o
begins early. Fertility is low among adolescentsl gn30-34 38 78 71
increases to a peak of 187 births per 1,000 amangen | 3022 o2
age 20-24 and then decreases thereafter. 45-49 2 5 5

. TFR (15-49 16 2.8 2.6
The TFR from the 2011 NDHS can be compared with th@FR( ) 60 102 9%
TFR estimated from the earlier DHS surveys in théBR 166 255 243

country. A comparison of the three-year rate shtves | Notes: Age-specific fertility rates are per 1,000 women.

fertility has declined over the last two decadesnfr5.1 | Rates for age group 45-49 may be slightly biased due
. . . 0 truncation. Rates are for the period 1-36 months

children per woman during the period 1984-1986yior to interview.

(Ministry of Health, 1993) to 2.6 during the perigd08- I;EE:- égtna;rf;r;gi:tvi"';tfa?épéﬁggsggr o o women

2010 (Figure 1). The 2011 NDHS data show thatlifgrti| age 15.44 pressed per &

among rural and urban women has declined by ha|f @R: Crude birth rate expressed per 1,000 population

child each from the levels reported in the 2006 NDH




Figurel Trends in Total Fertility Rate

Births per woma 1984-2010

6
5.1
5 4.8 4.6
4.1
4
3.1

3 2.6
2
1
0

1984-1986 1989-1991 1993-1995 1998-2000 2003-2005 2008-2010

(NFFS1986) (NFHS1991) (NFHS1996) (NDHS2001) (NDHS 2006) (NDHS 2011)

D. Fertility Preferences

Several questions were asked in the survey comaeiwoman’s fertility preferences. These questions
included: a) whether the respondent wanted anathiéd and b) if so, when she would like to have the
next child. The answers to these questions alloeséimation of the potential demand for family pieng
services either to limit or to space births.

Table 4 indicates that 87 percent of married wos®nthat they either want to delay the birth ofrthext
child or want no more children (including thoserititged). This is similar to that reported in th@(B
NDHS. Fertility preferences are closely relatedht® number of living children a woman has. In gaher
as the number of living children increases, therddas want another child decreases. For examie, 9
percent of currently married women with 5 livingldhen say they want to have no more children aeha
been sterilized, compared with 5 percent of woméh mo children.

Table 4. Fertility preferences by number of living children

Percent distribution of currently married women age 15-49 by desire for children, according to number of living children, Nepal 2011

Number of living children?

Desire for children 0 1 2 3 5 6+ Total

Have another soon? 48.7 14.3 3.4 2.2 0.7 0.2 0.7 8.4
Have another later® 39.0 44.8 5.1 2.0 0.6 0.7 0.0 14.0
Have another, undecided when 1.9 2.2 0.8 0.5 0.0 0.5 0.5 1.0
Undecided 3.0 5.2 1.7 0.8 0.6 0.3 0.0 2.0
Want no more 2.7 31.0 65.7 50.8 56.3 64.1 73.0 49.7
Sterilized* 1.8 1.5 22.3 41.7 39.4 31.2 20.7 23.0
Declared infecund 3.0 1.0 1.1 2.0 2.4 3.1 5.1 1.9
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 802 1,878 2,759 1,996 1,155 531 487 9,608

! The number of living children includes current pregnancy. For pregnant women, the desire for children refers to a subsequent child,
not the child she is currently expecting.

Wants next birth within 2 years

3 Wants to delay next birth for 2 or more years
* Includes both female and male sterilization
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E. Family Planning

Information about knowledge and use of contraceptivethods was collected from female and male
respondents by asking them to mention any ways eth@ds by which a couple can delay or avoid a
pregnancy. The interviewer described each methddtemn asked if the respondent knew it. Women were
asked if they (or their partner) were currentlyngsia method. For analytical purposes, contraceptive
methods are grouped into two types in the tabledeno and traditional. Modern methods include female
and male sterilization, pill, IUD, injectables, ifapts, and condom. Traditional methods include iyt
method, withdrawal, and folk methods.

One in two currently married women age 15-49 isgisi method of contraception. The majority of users
(43 percent) rely on a modern method and 7 pergsattraditional methods. Female sterilization (15
percent) is the most commonly used modern methodawily planning followed by injectables (9
percent).

Contraceptive use varies markedly by residence I€T&8band Figure 2). For example, use of modern
methods among urban women is 18 percent higherahemmg rural women. Use of modern contraceptive
methods is highest in the Terai (45 percent). Thex® been a 20 percent increase in the use of moder
contraception in the Mountain zone in the last fj&ars, with male sterilization (17 percent) beihg
most popular method.

Table 5. Current use of contraception by background characteristics
Percent distribution of currently married women age 15-49 by contraceptive method currently used, according to background characteristics, Nepal 2011
Modern method Traditional method
Any
Any Female Male tradi- Not Number
Background Any modern sterili- sterili- Inject- Male  Other tional With- currently of
characteristic method method zation zation Pill IUD ables Implants condom modern method Rhythm drawal Other using Total women
Age
15-19 17.6 14.4 0.0 0.0 3.0 0.0 4.9 0.1 6.5 0.0 3.1 0.9 2.2 0.0 824 100.0 792
20-24 29.5  23.8 3.6 0.8 3.7 12 85 0.7 5.2 0.0 5.8 0.9 4.9 0.0 70.5 100.0 1,761
25-29 46.3  39.8 11.8 4.0 54 1.8 9.9 1.2 5.7 0.0 6.5 0.7 5.7 0.0 53.7 100.0 1,914
30-34 59.6  52.2 18.7 9.5 55 1.3 11.1 1.6 4.5 0.0 7.4 0.8 6.5 0.0 404 100.0 1,659
35-39 67.4  59.9 23.8 13.2 4.5 19 109 2.1 3.5 0.0 7.5 1.4 6.1 0.1 326 100.0 1,461
40-44 68.1  59.9 27.1 156 3.0 1.2 95 1.1 2.3 0.0 8.2 1.8 6.3 0.1 319 100.0 1,190
45-49 53.7 48.0 229 151 1.7 06 57 0.7 1.3 0.1 5.8 2.1 3.5 0.1 463 100.0 832
Residence
Urban 59.6  49.8 13.5 6.8 6.1 19 104 1.7 9.4 0.1 9.8 1.7 7.9 0.1 404 100.0 1,261
Rural 48.2 421 15.4 8.0 3.8 1.2 9.0 1.1 3.6 0.0 6.0 1.1 5.0 0.0 51.8 100.0 8,346
Ecological zone
Mountain 483 43.1 3.0 171 3.0 24 123 2.4 3.0 0.0 5.3 1.5 3.8 0.0 517 100.0 630
Hill 48.2  40.6 7.1 10.6 4.1 1.2 10.6 1.8 5.0 0.0 7.6 1.3 6.2 0.1 51.8 100.0 3,784
Terai 51.0 45.0 22.5 4.7 43 1.2 78 0.6 4.0 0.0 5.9 1.0 4.9 0.0 49.0 100.0 5,193
Education
No education 52.8 48.8 22.5 9.3 33 1.1 94 1.3 1.9 0.0 3.9 1.1 2.8 0.0 47.2 100.0 4,580
Primary 47.0  40.5 11.8 9.1 4.0 1.3 10.0 1.5 2.9 0.0 6.6 0.8 5.6 0.1 53.0 100.0 1,844
Some secondary  46.1  37.9 8.4 5.4 63 14 9.3 0.7 6.4 0.0 8.2 1.1 7.1 0.0 539 100.0 1,833
SLC and above 47.7 346 4.0 4.5 45 17 7.2 0.8 11.9 0.0 13.1 1.8 113 0.0 523 100.0 1,350
Number of living
children
0 12.2 9.0 0.0 1.3 1.3 0.0 0.6 0.0 5.7 0.0 3.3 0.4 2.9 0.0 87.8 100.0 1,075
1-2 46.8  38.8 8.7 5.7 53 1.6 10.1 0.9 6.3 0.0 8.0 1.1 6.9 0.0 53.2 100.0 4,442
3-4 65.4  60.0 289 12.7 3.7 1.0 9.7 1.7 2.1 0.0 5.5 1.3 4.1 0.1 346 100.0 3,091
5+ 54.1  47.4 17.8 9.0 3.1 2.0 128 1.8 1.1 0.0 6.7 1.8 4.7 0.2 459 100.0 999
Total 49.7  43.2 15.2 7.8 41 13 9.2 1.2 4.3 0.0 6.5 1.1 5.4 0.0 50.3 100.0 9,608
Note: If more than one method is used, only the most effective method is considered in this tabulation.
SLC = School Leaving Certificate

Use of modern methods of contraception is highesbrey women with no education with female
sterilization being the most popular method (2Xest). On the other hand, temporary modern methods
like condoms, pills, and IUD are more popular amedgcated women. Women with no education are less
likely to use any traditional methods compared wfitbse with SLC and higher level of education, with
use ranging from 4 percent among women with no &titutc to 13 percent among women with SLC and
higher education. A similar pattern was also obsgim the 2006 NDHS.
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Use of modern contraception increases with the murnbliving children, from 9 percent among women
with no children to 60 percent among women with &#dren, and then falls slightly to 47 percentogug
women with 5 or more children.

Figure 2 Current use of any modern method of contraception

RESIDENCE
Urban
Rural

ECOLOGICALZONE
Mountain

Hill

Terai

EDUCATION
No education 49
Primary 41
Some secondary 38
SLCand above 35

0 10 20 30 40 50 60

Percent of currently married women (15-49 years)

Trend in Contraceptive Use

Data from the four Demographic and Health surveysdacted in Nepal over the past 15 years show that
current use of modern contraception has increasad 26 percent in 1996 to 44 percent in 2006 aed th
declined slightly in 2011. There is a shift in th&e of modern methods. For example, use of impkamds
IUDs has increased in the last five years. This b reflection of the recent shift in emphasishia
family planning program in Nepal encouraging the aslong-term temporary methods. The use of male
sterilization has gradually increased with greateolvement of men in family planning. At the satimae
there has been a decrease in the use of femalizatiem.

Table 6. Trend in current use of modern contraceptive methods

Percentage of currently married women who are currently using modern
contraceptive methods, Nepal 1996-2011

1996 2001 2006 2011

Methods NFHS'  NDHS®> NDHS®  NDHS
Any modern method 26.0° 35.4° 44.2 43.2
Female sterilization 12.1 15.0 18.0 15.2
Male sterilization 5.4 6.3 6.3 7.8
Pill 1.4 1.6 3.5 4.1
Injectables 4.5 8.4 10.1 9.2
Condom 1.9 2.9 4.8 4.3
Implants 0.4 0.6 0.8 1.2
1UD 0.3 0.4 0.7 1.3
Number 7,982 8,342 8,257 9,608

Sources: !Pradhan et. al., 1997; 2MOH, New ERA and ORC Macro, 2002;
3MOHP, New ERA and Macro International Inc., 2007
# Includes users of vaginal methods
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F. Maternal Care

Proper care during pregnancy and delivery are itapbfor the health of both the mother and the baby

the 2011 NDHS, women who had given birth in the fi)ears preceding the survey were asked a number
of questions about maternal health care. For ttelilge birth in that period, mothers were askeckthibr

they had obtained antenatal care during the pregnand whether they had received tetanus toxoid
injections or iron supplements during pregnancy.dach birth in the same period, the mothers wise a
asked what type of assistance they received atirttee of delivery and where the delivery took place.
Similarly, they were asked about postnatal card, hether they received vitamin A capsules and iron
supplements postpartum. Table 7 presents informatiosome key maternal care indicators.

Antenatal Care

Antenatal care from a trained provider is importandrder to monitor the risks associated with peetcy
and delivery for the mother and her child. Accogdin the 2011 NDHS, 58 percent of women who gave
birth in the 5 years preceding the survey receaai#@natal care at least once for the last livélfiram a
health professional, that is, a doctor, or numsdwife. This is an increase of 33 percent compaviti that
reported in the 2006 NDHS, when the percentage ashen receiving antenatal care from a doctor, or
nurseémidwife was 44 percent (MOHP, New ERA and Macreainational Inc., 2007).

Eighty-eight percent of women in urban areas angé&®ent of women in rural areas received antenatal
care at least once during their pregnancy fromillediprovider. There has been a marked improveriment
antenatal care from health professionals in thalrareas than in the urban areas with increase6by 4
percent and 4 percent, respectively.

Antenatal care for the last live birth in the fiyears before the survey is lower in the Mountaig (5
percent) and Hill (53 percent) zones compared thighTerai zone (63 percent).

Education impacts use of antenatal care from hegaltifiessionals, with use ranging from 42 percent
among women with no education to 89 percent amoogetwith SLC and higher levels of education.

Tetanus Toxoid

Tetanus toxoid injections are given during preggaecprevent neonatal tetanus, an important cafise o
infant deaths.

Table 7 indicates that 77 percent of women had thsi live birth protected against neonatal tesaiinis

is similar to the level reported in the 2006 NDHSB percent). The urban-rural difference is largih 87
percent of urban women having their last live bptbtected against neonatal tetanus compared \Bith 7
percent of rural women. The likelihood of having tlast live birth protected against neonatal tetanu
increases with the mother's educational attainmeoi 68 percent among women with no education to
93 percent among women with SLC or higher levelsdafcation.

Delivery Care

Proper medical attention and hygienic conditionsrdudelivery can reduce the risk of complicatiamsl
infections that can cause the death or seriouss#irof the mother and/or the baby. Although 58guerof
mothers received antenatal care from a doctor meemidwife for their most recent birth, only 36 perten
of babies are delivered by a doctor or nimsgwife, and 28 percent are delivered at a healttilify
indicating that Nepal has a long way to go to ntketMillennium Development Goal target of 60 petcen
births attended by a skilled provider (Table 7)wdwger, it is encouraging to note that the propartd
babies attended by skilled provider over the la®t years has nearly doubled, from 19 percent D620
36 percent, while the proportion of babies delideire a health facility has increased from 18 petréen
2006 to 28 percent (MOHP, New ERA and Macro Inteomal Inc., 2007).

Women who give birth at a younger age (<20 years)naore likely to receive assistance from health
professionals during delivery and also more likieljhave delivery at a health facility than womenowh
give birth at an older age.
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Women'’s utilization of delivery services varies kedly by place of residence. Delivery by health
professionals is more than two times higher in nrheeas (73 percent) than in rural areas (32 pBrcen
Deliveries in the Terai zone are most likely todssisted by a health professional. A similar patieseen
for delivery in a health facility, which ranges finol7 percent in the Mountain zone to 31 percerthén
Terai.

Table 7. Maternal care indicators

Among women age 15-49 who had a live birth in the five years preceding the survey, percentage who received antenatal care from a
skilled provider for the last live birth and percentage whose last live birth was protected against neonatal tetanus, and among all live
births in the five years before the survey, percentage delivered by a skilled provider and percentage delivered in a health facility, by
background characteristics, Nepal 2011

Percentage
whose last live
Percentage with birth was

antenatal care protected Percentage Percentage
from a skilled against neonatal Number of delivered by a  delivered in a
Background characteristic provider! tetanus® women skilled provider  health facility Number of births
Mother's age at birth
<20 63.5 78.3 739 42.1 35.2 1,101
20-34 59.8 79.0 3,085 35.9 27.3 3,910
35-49 31.5 54.1 325 19.8 16.1 380
Residence
Urban 87.9 86.6 418 72.7 54.6 503
Rural 54.9 75.8 3,730 323 25.4 4,888
Ecological zone
Mountain 52.1 66.1 306 18.9 16.8 428
Hill 53.2 68.5 1,669 30.4 26.9 2,130
Terai 63.0 84.9 2,174 42.8 30.7 2,833
Mother's education
No education 42.0 68.2 1,822 19.4 15.9 2,550
Primary 56.0 74.3 835 31.9 25.1 1,079
Some secondary 72.4 86.3 866 53.4 42.3 1,039
SLC and above 89.0 92.8 627 76.0 55.2 723
Total 58.3 76.9 4,148 36.0 28.1 5,391

! Skilled provider includes doctor, nurse or midwife? Includes mothers with two injections during the pregnancy of her last live birth,
or two or more injections (the last within 3 years of the last live birth), or three or more injections (the last within 5 years of the last
live birth), or four or more injections (the last within ten years of the last live birth), or five or more injections at any time prior to the
last live birth

SLC = School Leaving Certificate

Delivery by health professionals increases sigaifity with education from 19 percent of births tomen
with no education to 76 percent of births to wométh SLC or higher level of education.

G. Child Health

The 2011 NDHS obtained information on a number @f khild health indicators, including childhood
mortality rates, immunization of young childrendareatment practices when a child is ill.

Vaccination of Children

According to the World Health Organization, a chiédconsidered fully immunized if he or she has
received a BCG vaccination against tuberculosi®etidoses of the DPT vaccine to prevent diphtheria,
pertussis, and tetanus; at least three doses gbilevaccine; and one dose of the measles vactimese
vaccinations should be received during the firgirya life. The 2011 NDHS collected information thre
coverage of these vaccinations for all childrenarrahe five. As Nepal is going through the traoséi
phase from implementation of tetravalent to a pealéat vaccination scheme, care was taken to aaptur
both these schemes.

Information on vaccination coverage was obtainedwia ways—from health cards and from mothers’
verbal reports. All mothers were asked to show itlierviewer the vaccination cards on which the
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child(ren)’'s immunization status was recordedh# tard was available, the interviewer copied ties
on which each vaccination was received. If a vadtaim was not recorded on the health card, the @énoth
was asked to recall whether that particular vadwinahad been given. If the mother was not able to
present a health card for her child, she was askedcall whether the child had received BCG, polio
DPT, and measles. If she indicated that the chaldl teceived the polio or DPT vaccines, she wasdaske
about the number of doses of each that the chid-&eeived.

Table 8 presents information on vaccination covermy children 12-23 months, who should have been
fully immunized against the major preventable dialdd illnesses. Nearly nine in ten children (87cpat)
were fully immunized and 96 percent of the childreceived BCG, DPT 1, and polio 1. The proportién o
children receiving the third dose of DPT and pokoslightly lower (91 percent and 92 percent,
respectively), as is the proportion receiving theastes vaccination (88 percent).

Table 8. Vaccinations by background characteristics
Percentage of children age 12-23 months who received specific vaccines at any time before the survey (according to a vaccination
card or the mother's report), and percentage with a vaccination card, by background characteristics, Nepal 2011
Percentage
All basic No with a Number
Background vaccina- vaccina- vaccination of
characteristic BCG DPT1 DPT2 DPT3 Poliol Polio2 Polio3 Measles tions? tions card children
Sex
Male 96.2 96.1 943 914 96.4 949 923 89.1 87.5 2.8 37.6 501
Female 96.2 96.6 94.7 913 96.7 94.8  92.0 86.3 85.7 3.0 30.2 499
Residence
Urban 96.9 98.9 944 93.6 99.7 96.1  95.9 91.2 88.7 0.0 38.7 97
Rural 96.1 96.1 945 91.1 96.2 94.7 91.8 87.4 86.4 3.2 33.4 903
Ecological
zone
Mountain 93.7 93.7 90.4 90.4 94.3 91.1 911 90.9 88.2 4.3 25.9 75
Hill 96.3 96.5 95.4 934 96.3 95.7 935 90.4 89.5 3.2 35.1 402
Terai 96.4 96.6 94.4  89.9 97.0 947 913 85.3 84.1 2.5 34.1 523
Mother's
education
No education 94.3 94.0 90.5 85.8 94.3 91.2 86.9 79.5 78.0 4.5 26.7 452
Primary 98.0 98.0 97.8 95.1 98.0 97.8 96.4 96.3 94.5 1.9 31.8 200
Some
secondary 97.5 98.6 98.3 96.2 98.7 98.5 96.3 94.0 94.0 1.3 43.4 211
SLC and above 97.9 98.3 97.1  96.7 98.3 97.1 97.1 92.8 92.0 1.7 45.9 137
Total 96.2 96.4 945 914 96.5 94.8 92.2 87.7 86.6 2.9 33.9 1,000
! DPT vaccinations include DPT/HEP B as well as DPT/HEP B/Hib vaccinations
2 BCG, measles and three doses each of DPT and polio vaccine excluding polio vaccine given at birth
SLC = School Leaving Certificate

There are only slight variations in children fulpmunized by gender, residence, and ecological zone
Children in the Terai are less likely to be fultprunized than children in the other zones (84 pérce
compared with 88-89 percent).

As expected, full immunization coverage varies byther's education, ranging from 78 percent among
children of mothers with no education to at legsp8rcent among children whose mothers are educated

Immunization coverage of children age 12-23 mohtsincreased from 83 percent in 2006 to 87 percent

in 2010 (Figure 3). However, the proportion of dhéin who have not received any vaccinations dtel
remained unchanged (3 percent) in the last fivesyea
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Figure 3 Immunization coverage of children 12-23 months (1996 -
2011)
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Childhood IlInesses

Acute respiratory illness (ARI) and dehydrationnfrcsevere diarrhea are major causes of childhood
mortality. Prompt medical attention for childrenpexiencing symptoms of these illnesses is, thesefor
crucial in reducing child deaths. To obtain infotrma on how childhood illnesses are treated, farthea
child under five years, mothers were asked if thikdchad experienced cough with short, rapid briegth
(symptoms of ARI), fever, and diarrhea in the tweeks before the survey.

Data from the 2011 NDHS show that 5 percent ofdehit under five years had symptoms of ARI, 19
percent had fever, and 14 percent had diarrhdeeibno weeks preceding the survey (data not shown).

Table 9 shows that half of the children with symnmpsoof ARI and 42 percent of children with fever eer
taken to a health facility or provider for treatrhe@hildren age 12-23 months, children living irban
areas, children in the Terai, and children of ethatanothers are more likely than other childrerbéo
treated for their illness.

In the 2011 NDHS, mothers were asked whether @nldinder five had diarrhea in the two weeks
preceding the survey. For children with diarrheathrars were asked what had been done to treat the
diarrhea. The administration of oral rehydratioerétpy (ORT) is a simple means of counteracting the
effect of dehydration. In the 2011 NDHS, ORT in@dada solution either prepared by mixing water with
the powder in a commercially prepared oral rehydmapacket (ORS), or homemade fluid, or by
increasing the amount of fluids given to childreithvdiarrhea.
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Table 9. Treatment for acute respiratory infection, fever, and diarrhea
Among children under age five who had symptoms of acute respiratory infection (ARI) or had fever in the two weeks preceding the survey, percentage
for whom advice or treatment was sought from a health facility or provider, and among children under age five who had diarrhea during the two weeks
preceding the survey, percentage for whom advice or treatment was sought from a health facility or provider, percentage given a fluid made from oral
rehydration salt (ORS) packets, percentage given oral rehydration therapy (ORT), and percentage given zinc by background characteristics, Nepal 2011
Children with symptoms of Children with fever Children with diarrhea
ART!
Percent- age Percent- age Percent- age
for whom for whom for whom
advice or advice or advice or
treatment treatment treatment
was sought was sought was sought  Percent age
from a health from a health from a health  given fluid
Background facility/ Number with facility/ Number with facility/ from ORS  Percent age Percentage Number with
characteristic provider® ARI provider® fever provider® packet given ORT ®  given zinc diarrhea
Age in months
<6 * 21 34.2 91 32.6 5.8 5.8 1.8 68
6-11 (47.2) 37 45.9 146 41.6 35.2 39.5 5.7 118
12-23 59.2 79 46.2 242 40.2 48.2 55.8 6.3 239
24-35 (55.2) 41 39.4 195 39.2 39.9 43.9 8.1 144
36-47 (40.6) 40 40.1 166 31.8 39.9 51.8 8.6 90
48-59 * 20 40.8 119 (34.4) (45.5) (48.7) (3.0 52
Sex
Male 46.9 122 42.5 543 40.9 42.8 49.9 7.4 412
Female 52.2 116 41.1 417 34.0 34.0 38.0 4.5 299
Residence
Urban 69.0 24 55.6 91 43.2 44.2 48.7 5.0 65
Rural 47.3 215 40.5 869 37.5 38.5 44.5 6.3 646
Ecological zone
Mountain (45.6) 13 43.0 59 35.5 35.2 40.4 6.5 54
Hill 47.1 105 37.5 345 38.6 40.3 47.6 7.1 258
Terai 52.0 120 44.5 557 38.0 38.7 43.7 5.5 400
Mother's education
No education 45.2 106 33.4 407 33.9 39.3 44.8 3.0 347
Primary 46.8 51 43.4 190 37.4 30.9 39.6 10.2 144
Some secondary 56.5 52 53.7 233 49.8 46.5 48.8 9.7 147
SLC and above (57.6) 29 45.3 129 35.4 38.9 47.8 5.9 74
Total 49.5 238 41.9 960 38.0 39.0 44.9 6.2 711
Note: Figures in parentheses are based on 25-49 unweighted cases. An asterisk indicates that a figure is based on fewer than 25 unweighted cases and
has been suppressed.
! Symptoms of ARI (cough accompanied by short, rapid breathing which was chest-related and/or by difficult breathing which was chest-related) is
considered a proxy for pneumonia
2 Excludes pharmacy, shop, and traditional practitioner
3 ORT includes fluid prepared from oral rehydration salt (ORS) packets, and recommended home fluids (RHF)
SLC = School Leaving Certificate

Table 9 shows treatment practices for children Wwhd diarrhea in the two weeks preceding the survey.
Nearly two in five children (38 percent) with diaea were taken to a facility or provider, and 38ceet

of children were given a solution prepared fromGRS packet, commonly known deevan Jal, Nava
Jeevan, andOrestal. Overall 45 percent of children were given ORT. Six peradnthildren were given
zinc during diarrhea in the two weeks precedingsiimeey.

Diarrhea treatment practices vary by backgroundaderistics. Children under six months are slightl
less likely to be treated for diarrhea than oldgldeen. This is probably due to older childrenrgemore
susceptible to food contamination than very youhddeen, who are more likely to be breastfed. Urban
children are more likely than rural children to ¢retatment from a facility or provider. Treatmerdrh a
health facility or provider is slightly lower in ¢hMountain (36 percent) compared with other ecalalgi
zones (38-39 percent). Mothers with some seconeldugation are most likely to take their childrerhwi
diarrhea to a health facility or provider (50 peryewhereas mothers with no education are lekslylito
take their children to a health facility or prouvid84 percent).
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Infant and Child Mortality

Information on infant and child mortality is impanit for the improvement of child survival prograami

for identifying those segments of the child popolatthat are most vulnerable. Caution should be
exercised in interpreting mortality information, viever, since its reliability depends on the quabty
information collected in the birth history sectioh the Woman’s Questionnaire. Because women are
generally reluctant to talk about their dead clilgrit is subject to a greater degree of misrepgrti
Mortality data are also generally subject to lasganpling errors. The issue of data quality will be
examined in greater depth in the NDHS final report.

Neonatal, postneonatal, infant, child, and unde-fnortality rates are shown in Table 10 for cohoit
children born in three consecutive five-year pesib@fore the survey. Under-five mortality for thegn
recent period (0-4 years before the survey or 2R086) is 54 deaths per 1,000 live births. This reehat
one in 19 children born in Nepal dies before thigih birthday. Eighty-five percent of deaths among
children under five occur during the first yearlité: infant mortality is 46 deaths per 1,000 lib&ths.
During infancy, the risk of neonatal deatéusd postneonatal deaths is 33 and 13 deaths @@0 liye
births, respectively.

Table 10. Early childhood mortality rates

Neonatal, post-neonatal, infant, child, and under-five mortality rates for five-year periods preceding the survey, Nepal

2011

Postneonatal Infant Under-five
Years preceding the Approximate Neonatal mortality mortality  Child mortality —mortality
survey calendar year mortality (NN) (PNN)* (190) (4q1) (590)
0-4 2006-2010 33 13 46 9 54
5-9 2001-2005 37 23 60 10 70
10-14 1996-2000 45 25 70 19 87

! Computed as the difference between the infant and neonatal mortality rates

Data from the 2011 NDHS indicate that there hasmhbeeslight decrease in childhood mortality. For
example, infant mortality declines from 70 deatls p,000 live births in the 10-14 years precedimgy t
survey to 60 deaths in the 5-9 year period precetlie survey and to 46 deaths in the most receet fi
year period. A similar trend is seen for the otmertality indicators.

However, comparison of mortality data from the fquast Nepal DHS surveys indicates that while
mortality has been declining in the past (Figuretd@re has been a slow pace in the most recers. yiear
example, infant mortality declined from 79 per D0@e births during the period 1991-1995 (Pradkan
al., 1997) to 64 per 1,000 live births during threxipd 1996-2000 (MOH, New ERA and ORC Macro,
2002), and 48 per 1,000 live births during the quer2001-2005 (MOHP, New ERA and Macro
International Inc.), to 46 per 1,000 live birthstlire most recent five year period (2006-2010).
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Figure 4 Trends in early childhood mortality rates for the period
0-4 years preceding the survey, Nepal 1991-2010
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H. Nutrition
Breastfeeding

Breast milk is the optimal source of nutrients iftfants. Exclusive breastfeeding is recommendeéhdur
the first six months of a child’s life becauseiihits exposure to diseases as well as providesfatie
nutrients that a baby requires.

Table 11 shows that 88 percent of children less the months of age are exclusively breastfed tlist
percentage drops sharply at subsequent ages. DvE®abercent of children under six months are
exclusively breastfed. This is a remarkable improget since 2006, when only 53 percent of children o
the same age were exclusively breastfed.

Table 11. Breastfeeding status by age
Percent distribution of youngest children under two years who are living with their mother, by breastfeeding status and the percentage currently
breastfeeding; and the percentage of all children under two years using a bottle with a nipple, according to age in months, Nepal 2011
Percent distribution of youngest children under two living with their mother by breastfeeding
status
Breastfeeding Breastfeeding Percent-  Number of
and and Breastfeeding Breastfeeding age youngest Percentage Number of all

Not consuming consuming and and currently  children using a children
Agein  breast- Exclusively plain water non-milk consuming complementary breast-  under two bottle with  under two
months  feeding  breastfed only liquids" other milk foods Total feeding years a nipple years
0-1 1.8 87.7 4.8 .0 5.4 0.3 100.0 98.2 131 5.3 131
2-3 0.0 73.7 12.4 0.0 10.9 2.9 100.0 100.0 203 3.2 204
4-5 0.6 53.3 12.1 1.1 10.5 22.6 100.0 99.4 195 8.7 195
6-8 0.5 14.1 15.3 0.0 5.0 65.2 100.0 99.5 267 5.5 268
9-11 2.7 2.1 3.7 0.3 0.5 90.6 100.0 97.3 221 8.0 224
12-17 6.8 0.3 0.3 0.0 0.4 92.3 100.0 93.2 516 6.6 532
18-23 5.7 0.0 0.0 0.0 0.0 94.3 100.0 94.3 435 5.1 468
0-3 0.7 79.2 9.4 0.0 8.8 1.9 100.0 99.3 335 4.1 336
0-5 0.7 69.6 10.4 0.4 9.4 9.5 100.0 99.3 530 5.8 531
6-9 1.0 11.5 13.0 0.0 4.1 70.4 100.0 99.0 351 6.0 352
12-15 7.5 0.5 0.2 0.0 0.6 91.2 100.0 92.5 325 7.3 338
12-23 6.3 0.2 0.1 0.0 0.2 93.2 100.0 93.7 952 5.9 1,000
20-23 7.4 0.0 0.0 0.0 0.0 92.6 100.0 92.6 272 3.9 297
Note: Breastfeeding status refers to a "24-hour" period (yesterday and last night). Children who are classified as breastfeeding and consuming plain water
only consumed no liquid or solid supplements. The categories of not breastfeeding, exclusively breastfed, breastfeeding and consuming plain water, non-
milk liquids, other milk, and complementary foods (solids and semi-solids) are hierarchical and mutually exclusive, and their percentages add to 100
percent. Thus children who receive breast milk and non-milk liquids and who do not receive other milk and who do not receive complementary foods are
classified in the non-milk liquid category even though they may also get plain water. Any children who get complementary food are classified in that
category as long as they are breastfeeding as well.
! Non-milk liquids include juice, juice drinks, clear broth or other liquids
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Although bottle-feeding is not common in Nepal,réhbas been a slight rise in the practice fromréere
in 2006 to 6 percent in 2011 among children 0-5 tmarBottle feeding peaks at 9 percent among @hildr
4-5 months old.

Nutritional Status of Children

Under nutrition places children at an increasekl eismorbidity and mortality and is also associatéth
impaired mental development. Anthropometry provides of the most important indicators of children’s
nutritional status. Height and weight measurememse obtained for all children born in the five gea
before the survey in the sub-sample of househel@ést®d for the male survey. The height and weigld

are used to compute three summary indices of mutalk status: height-for-age; weight-for-heightdan
weight-for-age. These three indices are expressestamdard deviation units from the median for the
international reference population recommendedhgyWorld Health Organization. Children who fall
more than two standard deviations (-2 SD) belowr#ierence median are regarded as undernourished,
while those who fall more than three standard dewia (-3 SD) below the reference median are
considered severely undernourished.

Table 12. Nutritional status of children
Percentage of children under five years classified as malnourished according to three anthropometric indices of nutritional status: height-for-age, weight-for-
height, and weight-for-age, by background characteristics, Nepal 2011
Height-for-age Weight-for-height Weight-for-age
Mean Mean Mean
Percentage Percentage Z-  Percentage Percentage Percentage Z- Percentage Percentage Percentage Z-  Number
Background below -3  below -2 score below-3 below -2 above +2 score below-3  below -2 above  Score  of
characteristic SD SD? (SD) SD SD? SD (SD) SD SD? +2SD (SD) children
Age in months
<6 7.5 19.4 -0.8 5.3 11.8 5.7 -0.5 7.3 18.2 0.1 -1.0 227
6-8 4.3 17.7 -0.7 3.0 16.7 1.2 -0.7 5.3 18.5 2.0 -1.0 135
9-11 4.1 13.6 -1.0 6.4 24.7 3.5 -1.1 4.3 26.8 0.0 -1.3 110
12-17 13.2 28.6 -1.4 3.7 14.2 0.4 -0.9 6.1 24.9 0.0 -1.3 266
18-23 16.2 42.2 -1.7 4.5 19.4 0.6 -0.9 10.3 37.0 0.0 -1.5 221
24-35 20.2 51.7 -2.0 1.2 7.4 1.5 -0.5 7.9 30.5 0.3 -1.5 500
36-47 229 53.0 -2.1 1.1 7.2 0.5 -0.5 8.6 30.4 0.1 -1.6 524
48-59 16.6 43.4 -1.8 2.1 7.8 0.7 -0.6 7.9 32.0 0.4 -1.5 492
Sex
Male 16.7 41.4 -1.7 3.4 12.0 1.3 0.7 8.2 29.6 0.3 -1.5 1,268
Female 15.7 39.5 -1.6 1.8 9.7 1.5 0.6 7.2 28.0 0.3 -1.4 1,207
Residence
Urban 6.2 26.7 -1.2 2.7 8.2 1.8 -0.5 4.0 16.5 0.6 -1.0 216
Rural 17.2 41.8 -1.7 2.6 11.2 1.4 -0.7 8.1 30.0 0.3 -1.5 2,259
Ecological zone
Mountain 22.2 52.9 2.1 3.2 10.9 0.5 0.7 9.9 35.9 0.2 -1.7 195
Hill 16.7 42.1 1.7 1.7 10.6 1.6 0.6 7.1 26.6 0.3 -1.4 989
Terai 14.9 37.4 1.6 3.2 11.2 1.4 0.7 7.8 29.5 0.3 -1.4 1,291
Mother's education
No education 22.2 47.6 -2.0 3.1 13.3 0.6 -0.8 11.6 38.4 0.0 -1.7 1,148
Primary 13.6 41.4 -1.7 3.2 11.5 1.2 -0.6 6.5 26.2 0.0 -1.4 469
Some secondary 9.7 31.9 -1.4 0.8 53 3.6 -0.4 2.4 18.5 1.2 -1.1 465
SLC and above 7.7 25.2 -1.0 2.2 9.7 1.5 -0.4 2.8 13.9 0.2 -0.9 320
Mother's interview
status
Interviewed 16.0 40.3 -1.7 2.5 10.9 1.4 -0.7 7.6 28.6 0.3 -1.4 2,379
Not interviewed but in
household (26.9) (37.4) (-1.6) (7.1) (11.9) (0.0) (-0.8) (6.3) (43.4) (0.0) (-1.5) 35
Not interviewed, and
not in the household* 19.8 46.7 -1.9 0.0 6.8 0.9 -0.3 8.2 26.2 1.7 -1.3 58
Total 16.2 40.5 -1.7 2.6 10.9 1.4 -0.7 7.7 28.8 0.3 -1.4 2,475
Note: Table is based on children who stayed the night before the interview in the household. Each of the indices is expressed in standard deviation units
(SD) from the median of the WHO Child Growth Standards adopted in 2006. The indices in this table are NOT comparable to those based on the previously
used 1977 NCHS/CDC/WHO Reference. Table is based on children with valid dates of birth (month and year) and valid measurement of both height and
weight. Figures in parentheses are based on 25-49 unweighted cases.
! Recumbent length is measured for children under age 2; standing height is measured for all other children.
2 Includes children who are below -3 standard deviations (SD) from the WHO Growth Standards population median
® For women who are not interviewed, information is taken from the Household Questionnaire. Excludes children whose mothers are not listed in the
Household Questionnaire.
* Includes children whose mothers are deceased
SLC = School Leaving Certificate
Total includes 4 children with missing information on mother’s education and mother’s interview status not shown separately.

Children whose height-for-age is below minus twandérd deviations from the median of the reference
population are considered stunted or short forrthge. Stunting is the outcome of failure to reeeiv
adequate nutrition over an extended period andse affected by recurrent or chronic illness. Farhe
percent of children under five are short for tlagje, and 16 percent are severely stunted.
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Children whose weight-for-height is below minus twtandard deviations from the median of the
reference population are considered wasted or iMasting represents the failure to receive adequate
nutrition in the period immediately before the syvand typically is the result of recent illnegssedes,
especially diarrhea, or of a rapid deterioratiofood supplies. In Nepal, 11 percent of childrem wasted
and 3 percent are severely wasted.

Children whose weight-for-age is below minus twanstard deviations from the median of the reference
population are considered underweight. The measeftects the effects of both acute and chronic
undernutrition. Nearly three in ten children (29%qemt) are underweight and 8 percent are severely
underweight.

Table 12 shows that nutritional status among childdeteriorates after age 9-11 months, when most
children (91 percent) are given complementary foadsseen in Table 11. Especially striking are
differences by place of residence and mother's &ilve. For example, in terms of all three measures,
rural children are much more likely to be nutritiiy disadvantaged than urban children. About bélf
children in the Mountain are stunted and more thiae-third are underweight. Children whose mothers
have no education are more likely to be stuntedteeh or underweight than children whose motheve ha
attended school.

In general, the nutritional status of children ie@dl has improved over the last decade (Figur&ity-
seven percent of children were stunted in 2001 ewetp with 41 percent in 2011 and 43 percent of
children were underweight in 2001 compared wittp8fcent in 2011. However, the proportion of chitdre
who are wasted declined only slightly from 13 patdéa 2006 to 11 percent in 2011.

Figure 5 Trends in Nutritional Status of Children under
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Anemia

Anemia has been a major problem in Nepal, espgca@itong young children and pregnant women.
Causes of anemia are malarawhich is endemic in some parts of the countryas—well as dietary
deficiencies and parasitic infections.

Anemia is characterized by decreased concentrafidremoglobin in the blood. In the 2011 NDHS, to
measure the level of hemoglobin, capillary bloodwaken in the field from a finger using steril@ge
time use lancets that allowed a relatively painfasscture. The concentration of hemoglobin in tload
was measured using the HemoCue system. Selectadiéwers were trained to conduct this procedure.
Each respondent and her parent or guardian, ioabe of an unmarried minor, was asked for theiseoh

to participate in the anemia testing. Levels of miaewere classified as severe, moderate, or mild
according to criteria developed by the World He8ltiganization (DeMaeyer et.al., 1989).

Table 13 presents anemia levels for children a@® @ronths and for women age 15-49. Overall, 46
percent of Nepalese children ages 6-59 months rmeeia. The majority of children who suffer from
anemia are classified as having mild or moderagengan (27 and 19 percent, respectively) while lass t

1 percent are severely anemic. Anemia is less camamong women; 35 percent show evidence of
anemia, and the majority is mildly anemic (29 patteAnemia among both children and women is
especially prevalent in rural areas, where neaalf &f the children (47 percent) and more than thrivet

of women (36 percent) have some degree of anentiasa zones, children and women who live in the
Terai are most likely to be anemic than those iheptzones. Overall, there has been hardly any
improvement in the anemia status of children anthemin Nepal 2006.

Table 13. Anemia among children and women
Percentage of children age 6-59 months and women age 15-49 years classified as having anemia, by background characteristics,
Nepal 2011
CHILDREN
Anemia status by hemoglobin level
Any anemia Mild anemia Moderate anemia  Severe anemia Number of

Background characteristic (<11.0 g/dl) (10.0-10.9 g/d) (7.0-9.9 g/d)) (<7.0 g/dl) children
Residence

Urban 41.2 22.7 18.1 0.4 188

Rural 46.7 27.7 18.5 0.5 2,011
Ecological zone

Mountain 47.7 26.0 21.2 0.5 179

Hill 41.0 24.2 16.4 0.3 902

Terai 50.2 29.9 19.7 0.6 1,118

Total 46.2 27.2 18.5 0.5 2,198

WOMEN
Anemia status by hemoglobin level
Any anemia Mild anemia Moderate anemia  Severe anemia
Background
characteristic Not pregnant <12.0 g/dI 10.0-11.9 g/dl 7.0-9.9 g/dI <7.0 g/dl
Number of
Pregnant <11.0 g/dI 10.0-10.9 g/dI 7.0-9.9 g/dI <7.0 g/dl women

Age

15-19 38.6 32.5 5.7 0.4 1,339

20-24 36.8 30.6 6.0 0.2 1,134

25-29 35.1 28.8 5.9 0.3 976

30-39 324 26.1 6.0 0.3 1,510

40-49 31.1 26.2 4.7 0.2 1,123
Residence

Urban 27.8 22.7 4.9 0.2 810

Rural 35.8 29.7 5.8 0.3 5271
Ecological zone

Mountain 26.7 21.1 5.2 0.3 403

Hill 26.5 22.3 3.8 0.4 2,423

Terai 41.9 34.6 7.1 0.2 3,255

Total 34.8 28.8 5.7 0.3 6,081
Note: Table is based on children and women who stayed in the household the night before the interview. Prevalence of anemia,
based on hemoglobin levels, is adjusted for altitude (for children and women) and smoking (for women) using CDC formulas (CDC,
1998). Women and children with <7.0 g/dl of hemoglobin have severe anemia, women and children with 7.0-9.9 g/dl have
moderate anemia, and non-pregnant women with 10.0-11.9 g/dl and children and pregnant women with 10.0-10.9 g/dl have mild
anemia.
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| odized Salt

lodine deficiency disorders (IDD) is a public hegliroblem in Nepal and government programs have bee
geared towards promoting universal salt iodizafid8l) since 1998 under a five year Plan of Action f
Control of IDD (1998-2003) in collaboration with USEF and JICA (MOHP, MI and New ERA, 2005).

The fortification of salt with iodine is the mosbramon method of preventing IDD. Fortified salt that
contains 15 parts per million (ppm) or more iodatehe consumption level is considered as adequatel
iodized to prevent IDD. Previous national survayNiepal have indicated that nearly 95 percent ef th
households in Nepal use salt with some iodine (MOMPand New ERA, 2005). The NDHS used MBI
Kits that provide an estimate of the iodine contardalt in one of three levels: 0 ppm, <15 ppnd arl5
ppm to record the adequacy of iodine content irstiie which allows the information to be compaosdr
time.

Table 14 presents the findings on salt test cawigdat the household level. Four in five housefioid
Nepal use adequately iodized salt. Urban houselasielsnore likely to use adequately iodized salbtha
rural households (94 percent and 78 percent, régplg. Households in the Mountain are slightlgde
likely to consume adequately iodized salt compawéti those in the Hill and Terai zones (73 percent
versus 80-81 percent).

There has been a marked improvement in househeidg adequately iodized salt since 2006, when only
58 percent of households consumed adequately shdielein Nepal (MOHP, Ml and New ERA, 2005).

Table 14. Presence of adequately iodized salt in household
Among all households, percentage of households tested for iodine content and percentage of households without salt; and
among households with salt tested, the percentage with adequately iodized salt, according to background characteristics,
Nepal 2011
Among all household, the percentage Among households with tested salt:
Number of Percentage with Number of
Background characteristic With salt tested  Without salt _households adequately iodized salt! households
Residence
Urban 99.1 0.9 1,546 94.4 1,532
Rural 99.3 0.7 9,280 77.7 9,215
Ecological zone
Mountain 99.3 0.7 761 72.6 756
Hill 99.5 0.5 4,563 79.7 4,538
Terai 99.1 0.9 5,502 81.4 5,453
Total 99.3 0.7 10,826 80.0 10,747
! Salt with 15 PPM iodine or more
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l. HIV/AIDS

The 2011 NDHS included a series of questions thdtessed women’s and men’s awareness about the
Human Immunodeficiency Virus (HIV) and Acquired Imane Deficiency Syndrome (AIDS). These
guestions sought information on respondents’ sowfcknowledge, knowledge of ways to avoid the
disease, and knowledge and use of condoms forédvemtion of sexually transmitted diseases (STDs).

Heard of HIV/AIDS

Table 15 shows that awareness of HIV/AIDS is muigfhér among men than women (97 compared with
86 percent). The level of knowledge of AIDS hagéased since 2006 (92 percent for men and 73 fgercen
for women).

Table 15. Knowledge of AIDS
Percentage of women and men who have heard of AIDS, by background
characteristics, Nepal 2011
Women Men
Have Have
heard of Number heard of Number
Background characteristic AIDS  of women AIDS of men
Age
15-24 89.0 5,050 98.1 1,663
..15-19 88.7 2,753 97.0 978
..20-24 89.3 2,297 99.7 685
25-29 86.8 2,101 98.0 581
30-39 85.9 3,291 96.4 1,041
40-49 80.6 2,232 94.1 836
Marital status
Never married 91.7 2,708 97.8 1,433
..Ever had sex * 18 99.4 352
..Never had sex 91.7 2,691 97.3 1,081
Married/living together 85.0 9,608 96.4 2,626
Divorced/separated/widowed 81.8 358 (92.3) 62
Residence
Urban 94.7 1,819 99.1 717
Rural 85.0 10,855 96.4 3,404
Ecological zone
Mountain 85.9 805 97.0 245
Hill 93.9 5,090 97.4 1,658
Terai 80.7 6,779 96.4 2,218
Education
No education 71.3 5,045 84.8 567
Primary 89.8 2,209 95.3 814
Some secondary 98.3 3,088 99.6 1,437
SLC and above 99.9 2,331 100.0 1,303
Total 15-49 86.3 12,674 96.8 4,121
Note: Figures in parentheses are based on 25-49 unweighted cases. An asterisk
indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed.
SLC = School Leaving Certificate

Knowledge of AIDS is higher among younger than agnolder respondents. Never-married women and
men age 15-49 are slightly more likely to have Hedrout AIDS than ever-married women and men, with
knowledge somewhat higher among currently marriethen than among those formerly married. Not
surprisingly, knowledge of AIDS is much higher amgarrban than rural respondents, with the urban-rura
difference being greater among women than men. Kedye of AIDS is also higher among women in the
Hill zone, with no obvious difference among mendaplogical zones. Education has a positive impact o
AIDS knowledge among all respondents. For exammeyly all women and men with some secondary
education and higher have heard of AIDS compardid ¥ percent of women and 85 percent of men with
no education.
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Knowledge of HIV/AIDS Prevention

HIV/AIDS prevention programs that target the gehpopulation promote monogamy and condom use as
the primary ways of avoiding HIV infection amongxsally active men and women, who make up the
majority of all adults in virtually every populatio To ascertain whether programs have effectively
communicated these messages, the 2011 NDHS respsmiere asked specific questions about whether
it is possible to reduce the chance of gettingAHeS virus by having just one uninfected sexualtipear
and using a condom at every sexual encounter.

Table 16 shows that men are generally much moreeawfathe various prevention methods than women.
While women are more aware that the chances ahgedtie AIDS virus can be reduced by limiting sex t
one uninfected partner who has no other parthé&gé€rcent), men are aware of both programmatically
promoted messages of using condoms and limitingiadextercourse to one uninfected partner (89
percent).

Table 16. Knowledge of HIV prevention methods
Percentage of women and men age 15-49 who, in response to prompted questions, say that people can reduce the risk of getting the AIDS virus by using
condoms every time they have sexual intercourse, and by having one sex partner who is not infected and has no other partners, by background
characteristics, Nepal 2011
Percentage of women who say HIV can be prevented by: Percentage of men who say HIV can be prevented by:
Limiting sexual Using condoms and Limiting sexual  Using condoms and
intercourse to limiting sexual intercourse to limiting sexual
Using  one uninfected intercourse to one  Number Using  one uninfected intercourse to one  Number of
Background characteristic condoms' partner’ uninfected partner’ of women condoms® partner’ uninfected partner? men
Age
15-24 78.9 83.6 76.6 5,050 91.7 91.5 87.0 1,663
..15-19 78.2 83.7 76.0 2,753 90.1 91.3 85.9 978
..20-24 79.8 83.4 77.2 2,297 94.0 91.7 88.5 685
25-29 76.3 80.3 73.4 2,101 89.9 92.0 85.6 581
30-39 74.0 77.7 70.3 3,291 88.7 87.2 83.7 1,041
40-49 62.0 68.0 57.5 2,232 85.1 85.0 79.0 836
Marital status
Never married 82.6 87.4 80.8 2,708 91.5 91.6 87.3 1,433
..Ever had sex * * * 18 94.0 92.9 88.6 352
..Never had sex 82.5 87.3 80.7 2,691 90.7 91.2 86.9 1,081
Married/living together 72.2 76.7 68.7 9,608 88.7 88.4 83.4 2,626
Divorced/separated/widowed 64.6 70.2 59.4 358 (65.4) (65.4) (55.5) 62
Residence
Urban 84.8 88.0 81.5 1,819 89.9 91.1 84.5 717
Rural 72.5 77.2 69.3 10,855 89.3 88.8 84.3 3,404
Ecological zone
Mountain 72.1 78.5 68.8 805 90.8 93.6 88.4 245
Hill 80.9 85.7 77.3 5,090 91.4 89.9 85.6 1,658
Terai 69.5 73.6 66.7 6,779 87.7 88.1 83.0 2,218
Education
No education 54.4 59.8 50.1 5,045 70.3 71.3 63.4 567
Primary 77.8 80.7 73.5 2,209 85.1 81.8 76.2 814
Some secondary 89.3 94.4 87.2 3,088 92.9 93.9 89.0 1,437
SLC and above 93.9 97.4 92.6 2,331 96.4 96.4 93.4 1,303
Total 15-49 74.2 78.8 71.1 12,674 89.4 89.2 84.3 4,121
Note: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed. Figures in parentheses are based on 25-49
unweighted cases.
! Using condoms every time they have sexual intercourse
2 Partner who has no other partners
SLC = School Leaving Certificate

As Table 16 shows, younger women and men are gbnerare knowledgeable of the various modes of
prevention than older women and men. Knowledge Idf prevention methods is highest among never-
married women and lowest among those who were fdymsarried.

Variability in knowledge of HIV prevention methodsmore pronounced among women than among men.
Among women, levels of knowledge of preventive rodthare higher in urban than in rural areas. Tisere
considerable variability across ecological zoneknowledge of prevention methods. Among women,
knowledge is highest in the Hill zone (77 percemthile among menknowledge is highest in the
Mountain zone¢88 percent). Women and men with higher levelsediication are more likely than those
with little or no education to be aware of varigueventive methods.
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Potentially risky sexual activities relate to memdavomen, who have multiple sexual partners, aed th
failure to use condoms particularly if they haverenthan one sexual partner. As it is not common for
women in Nepal to have multiple sexual partners dsisessment is done only for men.

Table 17 presents information collected from memWwhd ever had intercourse, on the number of sexual
partners they had had during the 12 months peréddré the survey and over their lifetime and condom
use at last sex among men reporting more thanea&kpartner in the past 12 months.

Table 17. Multiple sexual partners in the past 12 months: Men
Among all men age 15-49, the percentage who had sexual intercourse with more than one sexual partner in the past 12 months; among those having
more than one partner in the past 12 months, the percentage reporting that a condom was used at last intercourse; and the mean number of sexual
partners during their lifetime for men who ever had sexual intercourse, by background characteristics, Nepal 2011
All men Among men who had 2+ partnersin ~ Among men who ever had sexual
the past 12 months: intercourse:
Percent- age who
Percentage who had reported using a Mean number of
2+ partners in the past condom during last Number of  sexual partners in Number of
Background characteristic 12 months Number of men  sexual inter- course men lifetime! men
Age
15-24 3.8 1,663 45.1 63 2.6 666
..15-19 1.5 978 * 14 2.1 202
..20-24 7.0 685 (43.2) 48 2.8 463
25-29 5.8 581 (12.7) 33 2.7 528
30-39 3.3 1,041 (21.4) 35 2.6 1,016
40-49 2.9 836 * 25 2.3 827
Marital status
Never married 3.0 1,433 (60.2) 43 3.2 352
Married/living together 4.0 2,626 10.4 106 2.4 2,626
Divorced/separated/widowed (10.3 62 * 6 (5.5) 59
Residence
Urban 4.3 717 33.6 31 2.1 496
Rural 3.7 3,404 24.7 125 2.6 2,540
Ecological zone
Mountain 2.7 245 * 7 2.4 194
Hill 3.4 1,658 34.5 56 2.3 1,224
Terai 4.2 2,218 21.8 93 2.7 1,618
Education
No education 4.2 567 * 24 2.0 537
Primary 2.5 814 * 20 2.3 701
Some secondary 3.9 1,437 38.0 57 3.1 922
SLC and above 4.2 1,303 32.7 54 2.4 877
Total 15-49 3.8 4,121 26.5 155 2.5 3,037
An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed. Figures in parentheses are based on 25-49
unweighted cases.
! Means are calculated excluding respondents who gave non-numeric responses
SLC = School Leaving Certificate

Four percent of all men 15-49 years had more timensexual partner in the past 12 months. Men age 20
24 are more likely to have had more than one separher in the past 12 months than men in other ag
groups.

Among men who had more than one sexual partnendrpaist 12 months, 27 percent reported using a
condom during the last sexual intercourse. Young,riese who are never married, those living iraarb
areas and those who live in the Hill zone are nhikedy to report using condom during the last séxua
intercourse.

Men reported an average of 2.5 lifetime sexualnesst The mean number of sexual partners is higher
among never-married men (3.2), those living in ferai (2.7), and those having some secondary
education (3.1).

J. Domestic Violence

The Nepal Maternal Mortality and Morbidity Study GBJ2009 indicated that suicide, not child birth
complications, was the single leading cause of mateleath among women (15-49 years) (Pradhart A. e
al. 2010). This led to the need to further explinie area of women’s situation in Nepal. Informatian
women facing different types of domestic violenasweollected for the first time in the 2011 Nep&dl®
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For ethical reasons, only one woman per househottie sub-sample of households selected for tHe ma
survey, was selected to be interviewed with the eiim violence module. A high level of confidential
was ensured while administering the domestic vicégemodule.

Table 18 shows that one in three (34 percent) woagen 15-49 years have ever experienced physical
violence since age 15 years and nine percent aetlMomen reported experiencing physical violence
within the past 12 months. Among women who expegerphysical violence in the past 12 months, less
than two percent reported that the physical viaenéien occurred, while seven percent experienced
physical violence only sometimes.

Women age (40-49) and those with more than 5 oertiing children are more likely to have ever fdce
physical violence. Currently married women are \i@ims of more recent physical violence compared
with single women, indicating some degree of inter@artner violence.

Rural women are more likely to have ever experidngeysical violence than urban women (35 percent
compared with 29 percent, respectively). Womerthim Teraiare more likely to experience physical
violence than women in the other zones.

The proportion of women who have ever experiendgaipal violence is highest among women with no
education (51 percent). As women attain higherl¢egéeducation their chances of experiencing [aysi
violence declines; 15 percent of women with SLC aigher levels of education had ever experienced
physical violence.

Table 18. Experience of physical violence
Percentage of women age 15-49 who ever experienced violence since age 12 and percentage who have experienced violence during the 12 months
preceding the survey, by background characteristics, Nepal 2011
Percentage who ever experienced physical violence since age 15
In the past 12 In the past 12 In the past 12
Background characteristic Ever' months: Often months: Sometimes months: Any Number of women
Age
15-19 13.6 1.4 4.2 5.7 989
20-24 25.3 2.4 8.2 10.6 827
25-29 37.4 2.4 8.3 10.7 649
30-39 45.8 1.8 8.7 10.5 989
40-49 49.6 1.9 7.5 9.4 759
Marital status
Never married 8.9 0.5 2.3 2.7 977
Married/living together 40.6 2.4 9.0 11.4 3,094
Divorced/separated/widowed 51.1 1.4 3.8 5.3 141
Number of living children
0 13.6 1.1 3.6 4.7 1,347
1-2 35.7 1.9 8.4 10.3 1,473
3-4 47.3 3.1 9.0 12.2 1,059
5+ 61.9 1.7 11.7 13.4 334
Residence
Urban 29.4 1.5 7.3 8.8 1,085
Rural 35.1 2.1 7.3 9.4 3,128
Region
Mountain 28.7 0.6 5.4 6.0 442
Hill 25.8 1.4 6.3 7.7 2,048
Terai 44.2 2.9 8.9 11.8 1,723
Education
No education 51.3 3.2 10.3 13.4 1,658
Primary 29.5 2.1 8.3 10.4 697
Some secondary 23.0 1.3 5.1 6.4 1,034
SLC and above 14.9 0.1 3.2 3.2 824
Total 33.6 1.9 7.3 9.2 4,213
! Includes in the past 12 months
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