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Abstract

Background: Intimate partner violence (IPV) is the most common form of violence, presenting a significant public health
concern, especially for women and girls. Help-seeking can reduce future IPV and mitigate adverse health outcomes,
including mental health issues.

Objectives: This study is the first national assessment on IPV, mental health consequences, and associated help-seeking
behaviors in Nepal.

Design: A cross-sectional descriptive study.

Methods: Using secondary data from the 2022 Nepal Demographic and Health Survey, this study includes 5178 women
aged 15—49 and employs multivariate regression analysis to explore the association between IPV and mental health
problems, as well as factors influencing help-seeking behavior for both issues.

Results: Among participants, 31.4% reported ever experiencing IPV, and most (29.4% of all women) in the past
I2months. Of those ever experiencing IPV, 72.0% had not sought help for IPV, and 92.2% of those who did, opted
for informal support. A total of 27.6% (n=1427) of female interviewees reported anxiety symptoms, 21.5% (n=1110)
depressive symptoms, and 7.1% (n=368) suicidal ideation within the past 2weeks. These rates were higher among
women who had experienced IPV in the past 2months, with 41.1% reporting anxiety, 33.2% depression symptoms,
and 14.1% suicidal ideation. Of the 4194 respondents with symptoms of anxiety, depression, or suicidal ideation who
were asked about help-seeking for mental health issues, 19.4% (n=812) had sought help, primarily from informal sources
(93.4%, n=759). Emotional IPV in the past |2months increased the odds of anxiety (adjusted odds ratio (aOR) 3.00,
95% confidence interval (Cl) 2.08—4.31), depression (aOR 3.09, 95% Cl 2.19-4.37), and suicidal ideation (aOR 1.91, 95%
Cl 1.20-3.04). Sexual IPV increased the odds of anxiety (aOR 2.88, 95% Cl 1.67—4.95) and depression (aOR 2.12, 95%
Cl 1.32-3.41), while controlling behavior heightened the odds of depression (aOR 2.42, 95% Cl 2.02-2.89) and suicidal
ideation (aOR 2.24, 95% CI 1.25-4.02).

Conclusion: This nationwide study reveals a high prevalence of IPV and related mental health problems among women
in Nepal and a low rate of help-seeking behavior, in particular to formal support structures. Stronger health system
responses and empowering informal support are essential to improve referrals and raise awareness for violence survivors.
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Women’s Health

Introduction

Intimate partner violence (IPV) is a serious and, at times
fatal, public health concern with profound consequences
on individuals, families, and communities." Moreover, it
represents a violation of human rights and fundamental
freedoms.? As per the World Health Organization (WHO),
IPV encompasses actions within an intimate relationship
that lead to physical, sexual, or psychological harm.? These
actions comprise various forms of maltreatment inflicted
by an intimate partner, including physical aggression (such
as hitting or kicking), sexual coercion (encompassing non-
consensual sexual acts), psychological abuse (such as
insults and intimidation) and controlling behaviors (such
as isolation and resource restriction)."* The definition of
IPV applies to violence by both current and any former
spouses or partners.’

The WHOs latest estimate from 2018 indicates that
26% of women aged 15years and older, who have ever
been married or partnered, have experienced sexual and/or
physical IPV at least once in their lifetime.* Corresponding
statistics reveal that 27% of Nepalese women have encoun-
tered physical and/or sexual violence from their current or
former intimate partner in their lifetime.* In 2021, during
the Coronavirus disease (COVID-19) pandemic, a study
conducted by Bhatt et al. revealed that nearly 53% of
Nepalese women experienced IPV.> Economic violence
emerged as the most prevalent type of IPV, affecting 39%
of participants, followed by behavioral control (37%),
emotional violence (26%), physical violence (21%), and
sexual violence (14%).>

Recognizing and understanding the associated risks
can offer valuable insights for tailoring care, attention,
and prevention strategies, particularly for populations at
higher risk.® The impact of IPV disproportionately affects
women and girls, with the majority of cases involving
male perpetrators and female victims.! The issue is perva-
sive on a global scale, with particularly high prevalence in
low-income countries.! Both in Nepal and globally, fac-
tors such as a lower level of education, a history of child
abuse, and harmful alcohol use have been associated with
an increased risk of IPV.”"!® At the relationship level,
studies conducted in Nepal have highlighted additional
risk factors, including fear of the husband, poor marital
communication, and frequent quarrels with the husband,
all of which increase the risk of IPV.*? Antisocial person-
ality disorder in perpetrator’®!® and unplanned pregnan-
cies are also identified as specific risks for IPV against
women.® On a broader community and societal level, fac-
tors contributing to the perpetration of IPV include pov-
erty and prevailing acceptance of such violence within the
community.”!® Moreover, the absence of laws protecting
survivors, insufficient penalties for perpetrators, and gen-
der inequity serves as a risk factor,!® along with harmful
gender norms.%1°

IPV is linked to various mental health issues such as
depression, anxiety, post-traumatic stress disorder, self-
harm,''"!3 psychological distress,'?> and sleep disorders.'!
Additionally, IPV is prominently observed in women grap-
pling with substance use, eating disorders, and various
psychosomatic conditions.'* The link between depressive
symptoms and IPV is particularly strong, especially in
cases of systematic IPV (repeated and diverse forms of
IPV).> Women who have encountered IPV are 2.7 times
more likely to suffer from mental health issues, including
depression and suicidal ideation.! A study from Sri Lanka
reported even higher odds, with women experiencing
domestic violence being over three times more likely to
suffer from depression and more than six times more likely
to report suicidal ideation.'> Previous research implies that
the impact of psychological IPV is comparable to that of
physical IPV, except in relation to its effect on suicidal ten-
dencies, which is more prevalent among those experienc-
ing physical IPV."? The simultaneous occurrence of sexual
IPV alongside physical and/or psychological IPV is asso-
ciated with increased depressive symptoms, and a higher
incidence of suicide attempts, particularly among those
experiencing both physical and psychological IPV.!3

Help-seeking is the act of searching for or requesting
help from others through formal or informal means.'® It
involves a complex decision-making process triggered by
a problem that challenges personal abilities.!” Engaging in
help-seeking has the potential to reduce the risk of future
IPV and mitigate adverse health outcomes, including men-
tal health problems.'® For women experiencing IPV, social
support has a significant protective effect on their quality
of life and in reducing depression.'’

Globally, the availability of support for women facing
IPV varies based on the context and includes support ser-
vices offered by healthcare providers at different levels,
multi-agency support, or One-stop crisis centers services.?’
These measures typically connect survivors with legal,
police, housing, and financial services, often incorporating
psychological support as well.?* In Nepal, women can
access a variety of support services, encompassing physical
and mental health services, social services, and assistance
from the police and legal authorities.”! However, the avail-
ability and quality of these services differ based on the spe-
cific location within Nepal.?! Additionally, women may face
several challenges, such as limited awareness of available
services, fear of the consequences of disclosing abuse, lack
of material resources, and personal barriers.?? In 2011, hos-
pitals implemented One-stop crisis management centers to
offer comprehensive services to survivors of gender-based
violence.?® These services include immediate medical treat-
ment, counseling for psychosocial well-being, legal guid-
ance, safe shelter, security, and rehabilitation support, as
well as education and empowerment initiatives.?* In 2023,
there were 88 One-stop crisis management centers estab-
lished across the country.?* Several obstacles to seeking help
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for IPV have been identified, encompassing issues such as
limited awareness of service options, access challenges,
potential consequences of disclosure, insufficient material
resources, personal barriers, and systemic failures.??

Mental health care, specifically, is delivered through
psychiatry units in medical colleges, provincial govern-
ment hospitals, and a few private healthcare facilities.?* In
total, there are 25 psychiatric facilities in Nepal designed
for in-patient care, collectively offering 500 beds.?
Traditional healing practices are also prominent, and many
initially seeking help from traditional, religious, or faith
healers for mental health concerns.?*2

Despite significant efforts over the past decade to com-
bat violence against women in Nepal through policy and
programmatic interventions, substantial research gaps
remain concerning [PV, particularly its impact on mental
health within the country. The 2022 Nepal Demographic
and Health Survey (NDHS), which is analyzed in this
study, represents the first national, population-based survey
conducted by Nepal on IPV and its mental health repercus-
sions. This survey’s scope allows for findings to be general-
ized at national and subnational (provincial) level. Previous
studies in Nepal have been constrained by either limited
sample sizes or a focus on specific geographic regions.
Additionally, this survey is notable for incorporating men-
tal health issues within the NDHS for the first time. Unlike
earlier NDHS surveys that collected data solely on IPV
experienced by ever-married women, this survey round
expanded its scope to include never-married women who
have reported IPV from current or former intimate partners.
This study not only addresses the persistent research gap
concerning [PV and its impact on women’s mental health
but also investigates whether Nepalese women experienc-
ing IPV seek help or support, and if so, what types of sup-
port they access. It further explores the factors influencing
their help-seeking behaviors, providing insights that could
enhance existing programs or interventions aimed at
addressing the dual challenge of IPV and mental health
issues. This investigation aligns with United Nations
Sustainable Development Goals 3 and 5, assessing the cur-
rent state and potential programmatic implications for the
elimination of violence against women, including IPV.

Methodology
Study design and setting

This quantitative study utilizes a cross-sectional descriptive
approach to explore the association between IPV and
women’s mental health in Nepal. The reporting follows
the STROBE guidelines for cross-sectional studies (see
Supplemental Material for the completed STROBE check-
list).>” The analysis is based on secondary data from the
2022 NDHS. The NDHS is a population-based survey
implemented as part of the worldwide DHS program.?

This program collaborates with governments to collect and
disseminate essential information about people, their
health, and health systems, ensuring quality and standardi-
zations at both regional and global levels.?’ Study setting
consists of households in both urban and rural areas across
Nepal’s seven provinces.?® Nepal is a lower-middle-income
country, with around 65% of its population residing in
urban areas®® and home to 142 distinct castes and ethnic
groups.’® Moreover, the country’s almost decade-long civil
war, from February 1996 to November 2006, resulted in the
deaths of more than 17,000 people and displaced thousands
of civilians from rural and remote areas to urban centers in
Nepal.3! During this period, the already fragile healthcare
system was further weakened by the war.

Study tool

The survey employed four distinct questionnaires: the
Household Questionnaire, the Woman’s Questionnaire, the
Man’s Questionnaire, and the Biomarker Questionnaire,
all of which can be found in the final report of the 2022
NDHS.?® Specifically, the Woman’s Questionnaire was run
to gather information from women aged 15-49, covering a
range of health-related topics.?® For this study, emphasis
was placed on exploring the modules on background char-
acteristics, domestic violence, and mental health.

In the domestic violence module, data were gathered
from women aged 1549 concerning their encounters with
violence, including violence committed by current and for-
mer husbands or other intimate partners.?® To specifically
address IPV, women who had ever been married were
interviewed on incidents involving their current and for-
mer husbands.?® Similarly, never-married women were
asked about instances of violence involving their current
and former intimate partner.?® The mental health module
utilized the Patient Health Questionnaire (PHQ-9), which
has been validated in the adult population of Nepal for
screening depression symptoms.?® Additionally, it included
the Generalized Anxiety Disorder 7 scale (GAD-7) for
screening anxiety symptoms, both of which incorporate
inquiries about seeking care and treatment.?®

Once all questionnaires were finalized in English, they
underwent translation into Nepali, Maithili, and Bhojpuri.?®
The pretesting of the questionnaires occurred between
October 6 and October 10, 2021.2® Subsequent modifica-
tions to the questionnaires were made based on insights
gained from the pretesting exercise.?®

Sampling strategy, study population, and
sample size

The survey employed a two-stage cluster sampling
approach, which was stratified by urban and rural areas.?®
First, a total of 476 clusters were selected through prob-
ability-proportional-to-size selection with independent
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selection in each stratum.?® These clusters were drawn
from the 14 strata, which were formed by dividing each
of the 7 provinces into urban and rural areas.?® Among
the clusters, 248 were from urban and 228 from rural
areas.”® The sampling frame used is a revised version of
the frame derived from the 2011 Nepal Population and
Housing Census.?® The census frame encompasses a
comprehensive list of Nepal’s 36,030 sub-wards, each
categorized by residence type (urban or rural), with the
measure of size being the number of households.?®3?

In all selected clusters, a household listing was con-
ducted.?® The resulting list of households served as the sam-
pling frame for the second-stage selection of households.?®
The survey utilized a systematic sampling approach to
choose 30 households from each cluster, resulting in a total
sample size of 14,280 households.”® This included 7440
from urban and 6840 from rural areas.?® Within this sample,
every second household was selected for the domestic vio-
lence and mental health modules, resulting in a total of 7140
selected households.?®

All women aged 15-49 who were permanent residents
of the selected households or visitors staying in the house-
holds the night before the survey were eligible for inter-
views.?® The domestic violence module was administered
to a subsample of households selected for the entire NDHS
2022. Sample weights were applied to ensure that this sub-
sample, which included only one woman from each house-
hold, was nationally representative, with further details
available in the 2022 NDHS final report.?

Only one eligible woman per household was randomly
selected for the domestic violence module, and it was only
conducted if privacy could be ensured.?® Out of the 14,845
eligible women for the module, 5178 were interviewed,
constituting the final sample used for the analysis.?® All
women interviewed for the domestic violence module
were also asked about their background characteristics and
received the mental health module.?®

Data collection

The survey was conducted between January 5, 2022 and
June 22, 2022.2% Computer-assisted face-to-face inter-
views served as the data collection tool. The data collec-
tion process for the 2022 NDHS involved 19 teams, each
comprising a supervisor, 1 male interviewer, 3 female
interviewers, and 1 biomarker specialist. Prior to field
work, the staff underwent 2 weeks of training, followed by
4 days of field practice.

Variables

Independent variables. Participants provided information
regarding their age, type of place of residence (urban/rural),
province of residence, educational level, employment sta-
tus, race/ethnicity, marital status, household wealth, and the

alcohol consumption patterns of both partners and women.
Means and medians were utilized to describe the variation
in age, whereas frequencies and percentages were employed
to illustrate the variation in other sociodemographic and
behavioral characteristics.

To assess household wealth, households received scores
based on their ownership of consumer goods and housing
characteristics, such as televisions, water source, and toilet
facilities.”® Then, each household member was assigned
the household’s score and was ranked accordingly.?®
Finally, the population was divided into five equal groups,
each representing 20% of the total, to create national
wealth quintiles.”® The first two wealth quintiles were
combined into the “poor” category, the third and fourth
wealth quintiles are grouped together as “middle,” and the
fifth wealth quintile is classified as “rich.” Partner drink-
ing was defined as whether the partner drank alcohol (yes/
no) and the frequency of drunkenness in the past month
(never/sometimes/often). Women’s alcohol consumption
in the past month was described in four categories: no
alcohol consumption, consuming alcohol 1-10days, 11—
24 days versus 25 days to daily in the past month.

The independent variables of concern pertain to various
forms of violence experienced by women, perpetrated by
their intimate partners—emotional, physical, and sexual
violence, and/or controlling behavior. To assess IPV, eligi-
ble (ever married or having had an intimate partner)
women aged 15-49 who were randomly selected and inter-
viewed were asked about their lifetime experiences of IPV.
Women who reported ever experiencing [PV were further
queried about facing IPV in the past 12 months. The items
used to measure various forms of IPV are presented in
Supplemental Appendix Table Al.

Each type of IPV was dichotomously coded, and sepa-
rate variables were created for experiencing IPV ever and
in the last 12months. For instance, if at least one of the
seven items for physical violence was reported, it was
coded 1 for experiencing physical violence. Similarly, if at
least one of the seven items for physical violence were
reported happening in the last 12 months, it was coded as 1
for experiencing physical IPV in the last 12months.
Additionally, binary variables of experiencing any type of
IPV ever and in the last 12 months were created. If at least
one of the four types of IPV was reported, it was coded 1
for any type of IPV.

Primary outcome of interest. The primary outcomes of
interest in this study encompass mental health problems,
specifically including anxiety, depression, and suicidal
ideation. To evaluate anxiety symptoms, the mental health
module employed the GAD-7, a set of seven items
designed to measure the primary aspect of anxiety: persis-
tent and impairing worry.>>** Additionally, the GAD-7
encompasses features related to three other prevalent anxi-
ety disorders: panic disorder, social anxiety disorder, and
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posttraumatic stress disorder.’33* To evaluate depression
symptoms, the module included nine items from the PHQ-
9, which align with the diagnostic criteria for depression as
outlined in the Diagnostic and Statistical Manual of Men-
tal Disorders.>**° Additionally, the mental health module
featured a question from the PHQ-9 that specifically
inquired about suicidal ideation.**

Responses to questions about anxiety and depression
were rated on a 4-point Likert scale, reflecting the frequency
of experiencing symptoms in the past 2 weeks (never, rarely,
often, or always). The severity levels of anxiety were cate-
gorized based on the following cut-offs: a score of 0—4 rep-
resented minimal anxiety, 5-9 indicated mild anxiety, 10-14
signified moderate anxiety, and a score of 15 or greater was
classified as severe anxiety. Similarly, total scores of 5, 10,
15, and 20 served as cut-offs indicating mild, moderate,
moderately severe, and severe depression. These chosen
thresholds align with widely accepted standards.>3-3

To investigate further the variations in mental health
symptoms based on the type of IPV and sociodemographic
characteristics, the outcome variables were recoded into a
binary variable distinguishing between individuals with
no reported anxiety or depressive symptoms (coded as 0)
and those reporting anxiety and/or depressive symptoms
(coded as 1). Specifically, individuals with a score of four
or higher on the GAD-7 were assigned a code of 1 to rep-
resent anxiety, while those scoring 5 or higher on the
PHQ-9 were assigned a code of 1 to indicate depression.
Additionally, suicidal ideation was categorized as a binary
variable, indicating whether a person had experienced sui-
cidal thoughts during the past 2 weeks (coded as 1) or not
(coded as 0).

Secondary outcome of interest. Women who reported expe-
riencing physical and/or sexual IPV were asked a dichoto-
mous question regarding whether they had ever sought
help to stop the violence. Dichotomous variables were cre-
ated, with individuals not seeking any help assigned a code
of 0, while those seeking help from any resource were
assigned a code of 1. Additionally, for those who indicated
seeking help to stop the violence, three variables were gen-
erated to explore differences in women’s help-seeking pat-
terns based on different forms of IPV: formal help-seeking,
informal help-seeking, and both formal and informal help-
seeking. Individuals seeking help from only professionals
including doctors, police, lawyers, or social work organi-
zations were coded as secking formal help. Those who
sought help only from their natal family, their husband’s or
partner’s family, friends, neighbors, religious leaders, or
others were coded as seeking informal help. Furthermore,
individuals who sought help from informal and formal
sources were categorized as seeking help from both.
Similarly, women seeking help specifically for mental
health issues were categorized as dichotomous variables:
those actively seeking help and those not seeking help.

Those secking help were further categorized into three
groups: formal help-seeking, informal help-seeking, and
both formal and informal help-seeking. Women seeking
help from medical personnel, social service organizations,
social workers, or community health workers were catego-
rized as seeking formal help. Those seeking help from cur-
rent or former partners, family members, friends, neighbors,
religious leaders, or others were categorized as seeking
informal help. Women seeking help from both were catego-
rized as seeking both informal and formal help.

Statistical analysis

Within the dataset, values labeled as “not applicable” signify
questions not intended to be asked based on the question-
naire’s flow. On the other hand, “missing” designates varia-
bles that should have a response, but due to interviewer error,
the question was not asked. Both “not applicable” and “miss-
ing” values were excluded from the analysis. Data analysis
was conducted using the statistical software STATA 18 (Stata
Corp LLC, College Station, TX, Texas).

Initially, descriptive statistics were employed to sum-
marize the key characteristics of the study population,
involving the calculation of frequencies, percentages,
means, and standard deviations. Descriptive statistics were
also used to describe the prevalence of IPV, mental health
issues (anxiety, depression, and suicidal ideation), and
help-seeking behavior for IPV and mental health issues.
This included univariate analysis. Second, bivariate logis-
tic regression was conducted to identify potential con-
founders linked with the outcome. Only sociodemographic
and behavioral characteristics with a p-value of 0.2 or
lower in bivariate logistic regression were considered for
inclusion in the multivariate logistic regression models
assessing associations between independent and outcome
variables. The p-value cutoff of <0.20 was chosen based
on common practice.’%3’

Third, multivariate regression analysis was employed
to identify the association between IPV and mental health
problems, as well as to explore the factors associated with
seeking help for both IPV and mental health issues.
Predictors were assessed in a single model for each out-
come. Additionally, separate models were created to ana-
lyze the association between ever experiencing [PV and
experiencing [PV in the past 12 months in relation to men-
tal health problems. The accuracy and precision of the
multivariate logistic regression models were assessed
using the number of events per variable (EPV). EPV val-
ues of 10 or greater were considered acceptable, reducing
the likelihood of obtaining misleading findings.3%3°

To ensure national representativeness despite the non-
proportional allocation of the sample, sample weights
were applied. These weights adjusted for both dispropor-
tionate sampling and non-response.?® All variables were
analyzed using a 95% confidence interval (CI), and a
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significance level of 0.05 was applied to determine the
final model’s statistical significance.

Ethical considerations

Following the WHOs ethical guidelines for gathering infor-
mation on violence against women, only one eligible woman
per household was chosen randomly for the module.?®32 The
module was excluded if privacy could not be ensured.” For
both ethical and safety considerations, it was crucial to not
present the survey to the household as a study focused on
violence.*? In this study, questions regarding IPV were inte-
grated into the Woman’s Questionnaire, which primarily
aimed to gather information on basic demographic and
health indicators. However, the women themselves were
fully informed about the nature of the questions.?®32
Interviewees were permitted to pause the interview at any
point or skip any questions they preferred not to answer.>*
Answers were treated with strict confidentiality.>*

The research team members responsible for data collec-
tion were carefully selected and underwent specialized
training, accompanied by ongoing support.?® Respondents
presenting symptoms of suicidal ideation or scoring 10 or
higher on the PHQ scale were offered mental health ser-
vice referrals for further consultation.3*

Results

Sociodemographic and behavioral
characteristics

A total of 5178 women aged 1549 were included in this
study. Table 1 provides a summary of participants’ soci-
odemographic characteristics, taking sample weights
into account. Unweighted numbers are presented in
Supplemental Appendix Table A2. The mean = standard
deviation age of the participants was 29.7 = 9.7 years.
Out of the 5178 women surveyed, 1364 (26.3%) lacked
formal education, while 1580 (30.5%) had primary edu-
cation, 2055 (39.7%) had secondary education, and only
179 (3.5%) had education beyond the secondary level.
Additionally, 59.7% (n=3089) of the participants were
currently employed. Most women, totaling 68.2%
(n=3531), resided in urban areas, and 74.4% (n=3854)
were either married or living with a partner.
Geographically, the Madhesh province had the highest
number of participants (n=1042), comprising 20.1%,
while Karnali had the lowest proportion of participants
(n=324, 6.2%). The largest ethnic group among partici-
pants was the Brahmin/Chhetri (hill/terai), accounting for
1493 participants (28.9%), while the smallest ethnic group
was Muslim with 235 participants (4.5%), and others with
only 6 participants (0.1%). Out of all women surveyed,
1915 (37.0%) belonged to poor households, 2221 (42.9%)
to middle-income, and 1041 (20.1%) to rich households.

Regarding women’s alcohol consumption, a majority
(n=4614, 89.1%) had not consumed any alcohol in the
past month. Just over half of the interviewed women had a
partner who drank alcohol, most (55.1%) reported occa-
sional drunkenness in the past month, while 301 (13.9%)
reported frequent drunkenness.

Experience of IPV, mental health problems, and
help-seeking behavior

As shown in Figure 1, out of the total surveyed women
(n=5178), 31.4% (n=1624) reported having ever experi-
enced some form of IPV. Specifically, 29.4% (n=1524)
women had experienced IPV in the last 12 months, with
controlling behavior (29.4%, n=1219) emerging as the
most prevalent form, while sexual IPV (3.5%, n=181) was
the least frequently reported. Emotional IPV in the past
12 months was reported by 429 women (8.3%) and physi-
cal IPV by 551 women (10.7%).

The participants’ experience of mental health problems
and help-seeking for IPV are summarized in Table 2
(unweighted numbers related to the participants’ experi-
ence of mental health problems and help-seeking for IPV
are presented in Supplemental Appendix Table A3), while
Table 3 presents the association between mental health
problems and predictors, including sociodemographic and
behavioral factors, and IPV among Nepalese women (all
bivariate analyses for these factors, along with adjusted
odds ratios (aORs) and p-values for statistically non-sig-
nificant predictors are provided in Supplemental Appendix
Tables A4.1 and A4.2). Mental health symptoms were sig-
nificantly more prevalent among women who had experi-
enced IPV. Figure 2 shows that out of the total surveyed
women, 27.6% (n=1427) reported anxiety symptoms,
21.5% (n=1110) reported depressive symptoms, and 7.1%
(n=368) reported suicidal ideation within the past 2 weeks.
Among women who had experienced IPV in the past
12 months, 41.1% (n=627) reported experiencing anxiety,
33.2% (n=506) reported symptoms of depression, and
14.1% (n=215) reported suicidal ideation. In terms of the
severity of mental health issues (Table 2), mild anxiety and
mild depression were the most prevalent among both
women who had experienced IPV in the past 12 months.

The odds of experiencing mental health problems were
notably higher among women who had experienced sexual
or emotional IPV, as well as controlling behavior, compared
to those who had not experienced IPV (Table 3). Specifically,
women who reported sexual IPV in the past 12 months had
nearly three times higher odds of anxiety (aOR 2.88, 95% CI
1.67-4.95), and the odds of depression were twice as high
(aOR 2.12, 95% CI 1.32-3.41), while the odds of suicidal
ideation were nearly doubled (aOR 1.63, 95% CI 0.90-2.96)
in the same group. Experiencing emotional IPV was associ-
ated with a three-fold increase in the odds of anxiety (aOR
3.00, 95% CI 2.08-4.31) and depression (aOR 3.09, 95% CI
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Table |I. Sociodemographic and behavioral characteristics of women aged 1549 (n=5178).

Variable Mean (range) SD
Age 29.7 (15-49) 9.7
N %

Educational level

No education 1364 26.3

Primary 1580 305

Secondary 2055 39.7

Higher than secondary 179 35
Employment status

Currently employed 3089 59.7

Worked in the past |2months (but not currently) 655 12.6

Not employed in the past 12 months 1434 27.7
Type of place of residence

Urban 3531 68.2
Province of residence

Koshi 877 17.0

Madhesh 1042 20.1

Bagmati 1037 20.0

Gandaki 496 9.6

Lumbini 947 18.3
Province of residence

Karnali 324 6.2

Sudurpashchim 455 8.8
Type of place of residence

Rural 1647 31.8
Ethnicity

Brahmin/Chhetri (Hill/Terai) 1493 28.9

Other terai caste 750 14.5

Dalit (Hill/Terai) 783 15.1

Janajati/Newar (Hill/Terai) 1911 36.9

Muslim 235 4.5

Other 6 0.1
Marital status

Never in union 1147 22.1

Married or living with partner 3854 744

Widowed 103 2.0

Divorced or separated 75 1.5
Household wealth?

Poor 1915 37.0

Middle 2221 429

Rich 1041 20.1
Partner drunk alcohol in the last month

No 2069 48.7

Yes 2175 51.3
Frequency of partner being drunk in the last month

Never 675 31.0

Sometimes 1199 55.1

Often 301 13.9
Women consumed alcohol in the last month

Not consumed 4614 89.1

I-10days in the past month 440 85

I 1-24 days in the past month 43 0.8
Women consumed alcohol in the last month

25 days to daily in the past month 8l 1.6

All means, standard deviations, counts, and percentages were calculated using sample weights. SD: standard deviation.

2Population is divided into five equal parts based on wealth, each comprising approximately 20% of the population. In this table, the first two wealth
quintiles are combined into the “poor” category, the third and fourth wealth quintile are grouped together as “middle,” and the fifth wealth quintile
is classified as “rich.”
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Figure |. Type of IPV experienced by Nepalese women
ever (n=1624) and in the past |2months (n=1524). Note:
Controlling behavior assessed among those with non-missing
data for related survey questions, experiencing ever (n=4160)
and in the past 12months (n=4141).

2.19-4.37), while the odds for suicidal ideation were nearly
twice as high (aOR 1.91, 95% CI 1.20-3.04). Similarly, con-
trolling behavior approximately doubled the odds of depres-
sion (aOR 1.88, 95% CI 1.21-2.92) and suicidal ideation
(aOR 2.24, 95% CI 1.25-4.02).

Residing in Karnali province more than doubled the
odds for anxiety (aOR 2.31, 95% CI 1.39-3.83), depres-
sion (aOR 2.38, 95% CI 1.48-3.84), and suicidal ideation
(aOR 2.11, 95% CI 1.00-4.42) compared to living in
Bagmati. When the partner was frequently drunk, the odds
of anxiety (aOR 2.18, 95% CI 1.46-3.25), depression
(aOR 2.03, 95% CI 1.32-3.14) and suicidal ideation (aOR
1.96, 95% CI 1.08-3.57) were twice as common.

Regarding help-seeking behavior to address IPV,
among the 1230 women surveyed, the majority (72.0%)
had not sought help to stop the violence (Table 2). Of the
28.0% (n=350) who sought help, 318 women (92.2%)
sought informal help, with only 9 women (2.6%) seeking
formal help. Table 4 presents the association between soci-
odemographic and behavioral factors and seeking help to
stop the violence among women who have experienced
physical and sexual violence (all bivariate analyses for
these factors along with aORs and p-values for statistically
non-significant predictors are presented in Supplemental
Appendix Table AS). If the partner was frequently drunk,
the odds of seeking help to stop the violence doubled (aOR
2.17,95% CI 1.17-4.02). Conversely, for women residing
in Sudurpaschim province, the odds of seeking help to stop
the violence were reduced by 61% (aOR 0.39, 95% CI
0.17-0.89).

Lastly, among the 4194 women asked about seeking
help for mental health issues, 19.4% (n=812) reported
doing so (Figure 3). Of those, 93.4% (n=759) sought infor-
mal help, 5.3% (n=43) sought formal help, and 1.3%

Table 2. Experience of mental health problems and help-
seeking for IPV among women aged 1549 (n=5178).

Variable N %
Mental health problems
Anxiety symptoms over the last 1427 27.6
2 weeks (yes)
Mild anxiety 1061 744
Moderate anxiety 286 20.0
Severe anxiety 80 5.6
Depressive symptoms over the 1110 21.5
last 2 weeks (yes)
Mild depression 829 74.7
Moderate depression 196 17.6
Moderately severe depression 62 5.6
Severe depression 23 2.1
Suicidal ideation over the last 368 7.1

2 weeks (yes)
Mental health problems among those who have experienced
IPV in the past |2months

Anxiety symptoms over the last 627 41.1
2 weeks (yes)

Mild anxiety 440 70.2
Moderate anxiety 136 21.7
Severe anxiety 51 8.1
Depressive symptoms over the 506 332
last 2 weeks (yes)

Mild depression 350 69.2
Moderate depression 105 20.8
Moderately severe depression 33 6.5
Severe depression 18 35
Suicidal ideation over the last 215 14.1

2 weeks (yes)
Help-seeking for IPV*

No 885 72.0
Yes 345 28.0
Informal help® 318 922
Formal help® 9 2.6
Both (informal and formal help) 18 52

All counts and percentages were calculated using sample weights. IPV:
intimate partner violence.

2Out of those who had ever experienced physical or sexual IPV and
were asked about help-seeking (n=1230).

®Natal family, husband’s or partner’s family, partner, friends, neighbors,
religious leaders, or others.

‘Doctors, police, lawyers, or social work organizations.

(n=10) sought help from both informal and formal sources.
Among women who reported experiencing IPV in the past
12months and who were queried about seeking help for
mental health issues (n=1392), the rate was slightly higher,
with 23.7% (n=330) seeking help. However, among these
women, seeking informal help was more common, with the
vast majority (95.8%, n=316) opting for this approach.
The odds of seeking help for mental health problems
were 1.6 times higher among women experiencing anxi-
ety (aOR 1.67, 95% CI 1.14-2.45) or depression (aOR
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1.63, 95% CI 1.03-2.57) and IPV in the past 12 months
(Table 5, and all bivariate analyses along with aORs and
related p-values in Supplemental Appendix Table A6).
Additionally, women residing in Sudurpaschim province
had twice the odds of seeking help for mental health
problems (aOR 2.09, 95% CI 1.11-3.96), while living in
a rich household more than doubled the odds (aOR 2.24,
95% CI 1.39-3.61). Ethnicity, marital status, and fre-
quency of partner being drunk, or woman drinking were
not found to be significantly associated with seeking
help for mental health issues.

50%
45% 41%
40%
35%
30% 28%

25% 2%
20%
14%
15%
10% %
[
0%

Anxiety symptoms

33%

Depressive symptoms Suicidal ideation
B Among entire study population (n=5,178)

Experienced IPV in the past 12 months (n=1,524)

Figure 2. Experience of mental health problems over the
last 2 weeks among the entire study population (n=5178) and
those experiencing IPV in the past |2months (n=1524).

IPV: intimate partner violence.

Discussion

This is the first nation-wide study from Nepal on IPV and
mental health that is representative for all women of repro-
ductive age (15-49), both married and unmarried. It shows
that IPV is highly prevalent in Nepal with 31.4% of women
aged 1549 having faced some form of IPV in their life-
time, and almost all of these (29.4%) had experienced IPV
in the past 12months. Not surprisingly, IPV was signifi-
cantly associated with mental health problems. Emotional
and sexual IPV, as well as controlling behavior, were
linked with depression. Emotional and sexual IPV also
increased the likelihood of anxiety, while emotional IPV
and controlling behavior heightened the likelihood of sui-
cidal ideation. Additionally, help-seeking rates for both
IPV and mental health problems were low, with almost all
of those seeking help opting for informal sources.

These findings exceed the latest WHO estimates, which
have suggested that 27% of Nepalese women aged 15 years
and older, ever been married or partnered, have encoun-
tered IPV at least once in their lifetime, with 11% experi-
encing IPV in the past 12months.* However, a crucial
difference is that WHOs estimates only cover sexual and/
or physical IPV, unlike this study, which includes more
forms of violence: physical, sexual, and emotional IPV, as
well as controlling behavior.

Notably, a recent study conducted by Bhatt et al. during
the COVID-19 pandemic revealed an even higher IPV prev-
alence, nearly 53% among married Nepalese women, report-
ing exposure to behavioral control, and economic, emotional,
physical, and sexual violence.’ Several countries observed

Table 4. The association between sociodemographic and behavioral factors and seeking help to stop the violence among women

who have experienced physical or sexual IPV (n=1230).

Predictor Have sought help for IPV (yes)
Unadjusted OR (95% Cl) p-Value aOR? (95% ClI) p-Value
Frequency of partner being drunk
Never Reference Reference
Sometimes 1.14 (0.63-2.05) 0.659 1.01 (0.57-1.77) 0.973
Often 2.28 (1.21-4.29) 0.011 2.17 (1.17-4.02) 0014
Province of residence
Bagmati Reference Reference
Koshi 0.96 (0.49) 0.915 1.22 (0.59-2.55) 0.593
Madhesh 0.70 (0.36-1.36) 0.290 1.01 (0.44-2.34) 0.975
Gandaki 0.77 (0.38-1.55) 0.458 0.78 (0.34-1.79) 0.559
Lumbini 0.83 (0.43-1.59) 0.571 1.05 (0.50-2.20) 0.902
Karnali 0.79 (0.39-1.60) 0.507 0.56 (0.24-1.32) 0.185
Sudurpaschim 0.40 (0.19-0.84) 0.015 0.39 (0.17-0.89) 0.025

All values were calculated using sample weights. All bivariate analysis for sociodemographic and behavioral factors are presented in Supplemental

Appendix Table A5. IPV: intimate partner violence; aOR: adjusted odds ratio.

2Adjusted for: employment, province, ethnicity, marital status, frequency of partner being drunk, and frequency of woman drinking. aORs and related
p-values for statistically non-significant predictors are presented in Supplemental Appendix Table A5.
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Figure 3. Help-seeking for mental health problems among the entire study population with non-missing data for related survey
questions (n=4177) and women experiencing IPV in the past 12months (n=1524).

IPV: intimate partner violence.

Table 5. Factors associated with help-seeking for mental health problems among Nepalese women who have experienced IPV in

the past 12months (n=1524).

Predictor Have sought help for mental health problems (yes)
Unadjusted OR (95% ClI) p-Value aOR* (95% ClI) p-Value
Household wealth
Poor (09%—40%) Reference Reference
Middle (40%—80%) 1.34 (1.07-1.69) 0.012 1.23 (0.89-1.70) 0.205
Rich (80%—100%) 1.19 (0.89-1.56) 0.229 2.24 (1.39-3.61) 0.001
Province of residence
Bagmati Reference Reference
Koshi 1.52 (0.97-2.38) 0.066 1.64 (0.93-2.87) 0.084
Madhesh 1.33 (0.81-2.19) 0.254 1.71 (0.87-3.36) 0.121
Gandaki 1.08 (0.63-1.86) 0.783 1.46 (0.77-2.76) 0.247
Lumbini 1.27 (0.79-2.05) 0318 1.75 (0.99-3.10) 0.055
Karnali 1.20 (0.79-1.82) 0.392 1.46 (0.82-2.59) 0.197
Sudurpaschim 1.43 (0.88-2.32) 0.144 2.09 (1.11-3.96) 0.023
Anxiety symptoms (yes)® 3.63 (2.90-4.56) <0.001 1.67 (1.14-2.45) 0.008
Depressive symptoms 3.93 (3.05-5.05) <0.001 1.63 (1.03-2.57) 0.036
(yes)
Suicidal ideation (yes)® 3.59 (2.52-5.11) <0.001 1.20 (0.73-1.94) 0.463

All values were calculated using sample weights. All bivariate analysis for sociodemographic and behavioral factors are presented in Supplemental
Appendix Table A6. IPV: intimate partner violence; aOR: adjusted odds ratio.
?Adjusted for: province, ethnicity, marital status, household wealth, frequency of partner being drunk, frequency of woman drinking and anxiety,
depressive symptoms, and suicidal ideation among women experiencing IPV in the past 12 months. aORs and related p-values for statistically non-
significant predictors are presented in Supplemental Appendix Table A6.
®Among women experiencing IPV in the past [2months (n=1524).
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increased levels of IPV during pandemic lockdowns, partly
explained by women’s isolation at home, financial and emo-
tional household stress and reduced access to informal and
formal support structures.?’> These factors, the inclusion of
economic violence and the use of purposive and snowball
sampling techniques, may explain the higher prevalence
rates observed by Bhatt et al. compared to the NDHS.

Controlling behavior (28.8%) emerged as the most
prevalent form of IPV, while emotional (11%) and sexual
IPV (6.5%) were reported less frequently. This aligns with
Bhatt et al. who also found that behavioral control (and
economic violence, not assessed by the NDHS) were the
most prevalent types of IPV among Nepalese women, and
sexual violence (14%) being the least common.> Although
sexual violence may indeed be less frequently reported, it
is likely underreported, much like IPV in general, due to
the stigma associated with it. In conservative settings such
as Nepal, cultural norms and discomfort with discussing
sexual matters may further limit disclosure.

This study reveals a clear association between experi-
encing [PV and a higher prevalence of mental health prob-
lems. Among women who had experienced IPV in the past
12 months, the prevalence of anxiety symptoms was 13.5%
higher, depressive symptoms were 11.7% higher, and sui-
cidal ideation was 7.6% higher compared to the entire
study population. Since the 2022 NDHS represents Nepal’s
first assessment of IPV and its mental health consequences
at the national level, there are no prior Nepalese studies
available for direct comparison. Nonetheless, global
research consistently highlights IPV as a significant factor
in mental health issues.' Previous studies have shown cor-
relations between IPV and various mental health issues,
including anxiety, depression, and suicidal ideation,'"!3
among others not specifically examined in this study.

Sexual and emotional IPV, along with controlling
behavior, came out as significant risk factors for poor
mental health, in line with previous research.** Women
who had experienced controlling behavior in the past
year had the highest odds of suicidal ideation. Among all
IPV survivors, those who faced emotional IPV had the
highest prevalence of suicidal ideation. This highlights
the profound psychological impact of these forms of
abuse, underscoring the urgent need for support and
intervention for individuals experiencing controlling
behavior and emotional IPV.

There was no clear evidence indicating a higher preva-
lence of anxiety, depression, or suicidal ideation among
women experiencing physical IPV. This stands in contrast
with the findings of the systematic review by White et al.'?
In their review, experiences of physical [PV were linked
with significantly higher odds of anxiety, depression, and
suicidal ideation.'? Although a slight increase in mental
health problems was observed in the current study
(Supplemental Appendix Table A4), these differences
were not statistically significant. Given that the systematic

review by White et al. mainly included original studies
conducted in the United States and other high-income
countries,'? the difference in study findings could be attrib-
uted to cultural disparities and prevailing gender norms.
This includes the acceptability of physical abuse within
intimate relationships, which may vary between high-
income countries and Nepal. In Nepal, physical IPV is
often seen as a normal aspect of women'’s lives, with tradi-
tional gender roles being deeply rooted.*' On the other
hand, a Sri Lankan study exploring the link between sui-
cidal ideation and domestic violence (including emotional,
sexual, and physical violence) found that the association
was strongest with physical violence, suggesting that this
connection requires further investigation.*?

Somewhat surprisingly, among all the sociodemographic
and behavioral factors investigated, only the province of
residence and the frequency of a partner being drunk were
statistically significantly associated with increased odds of
mental health problems. Previous studies have shown that
harmful alcohol consumption is a risk factor for IPV, which
likely explains the higher odds of mental health issues in
these cases.®** Evidence-based interventions, such as the
Common Elements Treatment Approach, have been found
effective and could be implemented in Nepal to address
both women’s experiences of IPV and their partner’s alco-
hol misuse.*® Living in Karnali province more than doubled
the odds for anxiety, depression, and suicidal ideation com-
pared to residing in Bagmati. This disparity may be attrib-
uted to several factors, including Karnali province’s status
as having Nepal’s second lowest human development index
score, indicating challenges in achieving long-term progress
in health, education, and standard of living.*® Moreover, it
has the highest level of gender inequality, as reflected by the
gender inequality index, which assesses reproductive health,
empowerment, and economic activity.*®

This study clearly indicates that the majority of women
(72.0%) experiencing IPV do not seek help to escape or to
stop the violence. Notably, this study solely focused on
help-seeking behavior for women who had encountered
physical or sexual IPV, thereby excluding survivors of
emotional IPV and the most prevalent form of IPV, con-
trolling behavior. However, despite these limitations, the
rate of Nepalese women seeking help is still higher than
previous studies in similar settings. In Bhatt et al.’s study
conducted during the COVID-19 lockdowns, only 14% of
Nepalese women facing IPV sought help, possibly associ-
ated with reduced access to health services.” However, an
Indian cross-sectional study pre-pandemic, reported a sim-
ilarly low figure: only 13.8% of women who experienced
physical, sexual, or emotional IPV had sought help to stop
the violence.*” Reasons for slightly higher help-seeking
behaviors in our nation-representative study remain
unclear but could be explained to a fairly recent scale-up
of one-stop crisis centers across Nepal which may have
increased societal awareness. Additionally, we noticed that
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the likelihood of seeking help for mental health issues was
slightly higher among women who had experienced IPV in
the past 12 months (23.7%) compared to the entire study
population (19.4%), likely reflecting the higher prevalence
of mental health problems among those who have experi-
enced violence.

For women residing in Sudurpaschim province, the
odds of seeking help to stop the violence were 61% lower
than in Bagmati (aOR 0.39, 95% CI1 0.17-0.89). This prov-
ince faces challenges such as the second-highest unem-
ployment rate in the country, below-average literacy rates,
and per capita incomes, all factors that may influence the
probability of seeking help.*® Despite the decreased odds
of seeking help to address violence among women in
Sudurpaschim, their likelihood of seeking help for mental
health problems was twice that of Bagmati (aOR 2.09,
95% CI 1.11-3.96). This suggests that it may be easier or
more socially acceptable to seek help for mental health
issues than for IPV. It may also indicate that IPV is per-
ceived as a more private matter and/or carries a greater
stigma or has more legal and social implications than seek-
ing help for mental health problems.

The low rates of help-seeking behavior found for both
IPV and mental health problems are consistent with previ-
ous research.*’*® Low help-seeking rates for mental health
issues specifically can be partly attributed to the limited
availability of mental health care facilities and profession-
als across the country.?*?%4 However, societal beliefs, tra-
ditions, and the stigma associated with mental disorders
contribute as a significant factor to the treatment gap.?¢
This prevailing stigma creates a double burden for those
affected by both IPV and mental health issues. Moreover,
the study aligns with previous research, indicating that
women are significantly more inclined to seek help from
informal rather than formal sources.>*’ Among women
reporting IPV, this preference was slightly more pro-
nounced, with 95.8% choosing informal help for mental
health problems compared to 93.4% among the overall
study population. These findings highlight the importance
of improving access to formal support services for women
facing IPV and mental health problems.

This study contributes to the growing body of evidence
that IPV is associated with serious mental health problems
and highlights the extent to which many women manage
IPV and mental health issues without any support from the
health system. These findings underscore the importance of
early detection of IPV both within healthcare facilities and
at the community level, as well as the need to connect IPV
survivors with the available support services. Furthermore,
this study emphasizes the urgent need for strong policy and
health system responses to tackle these interrelated chal-
lenges effectively and increase public awareness of IPV.

Given the substantial mental health consequences
associated with emotional IPV and controlling behavior, it
is concerning that these forms of IPV often receive less

attention and are underexamined and underrecognized.
For instance, the WHOs global, regional, and national
prevalence estimates primarily focus on physical and sex-
ual IPV.* Without acknowledgment and measurement of
emotional IPV and controlling behavior, the health system
cannot adapt to meet the needs of these women. Moreover,
this oversight potentially diminishes their likelihood of
seeking help and mitigates their overall health outcomes.
Therefore, enhancing surveillance systems to monitor
IPV is important, enabling timely interventions.

Despite notable progress in human development, gender
inequality persists in Nepal,>***7 serving as a significant
risk factor for IPV'? and potentially hindering help-seeking
behaviors. The reluctance to report IPV is influenced by
stigma attached to it and cultural norms dictating women’s
roles,” underscoring the need for cultural change. At the
societal level, it is crucial to condemn IPV unequivocally
and hold perpetrators accountable through prosecution,
thereby empowering survivors to seek the help they require.
Furthermore, interventions that involve men in efforts to
prevent IPV have been shown to be more effective than
those targeting women only.>!

One-stop crisis management centers are intended to
provide robust support to IPV survivors? free of charge,?!
but the varying availability and quality of these services in
Nepal?! may explain why women hesitate to seek help
from them. Additionally, evidence from the region high-
lights a lack of support from authorities, including health-
care workers and police, as IPV is often perceived as a
private matter in which outsiders should not intervene.*?
Authorities are also frequently viewed as socially inappro-
priate or unapproachable.’ This lack of institutional sup-
port diminishes trust in both the medical and legal systems,
discouraging victims from seeking help and increasing the
risk of continued violence. While previous studies have
identified various factors and barriers to seeking help for
IPV, further research including qualitative methods, is
needed to assess and understand why, despite the availabil-
ity of some formal services at no cost or minimal cost from
health facilities and other formal sectors, violence survi-
vors rarely utilize such services in the context of Nepal.
Understanding the underlying reasons for the low uptake
of formal support services is crucial for improving the
accessibility and utilization of available formal support
services by violence survivors in Nepal and other low- and
middle-income countries.

Previous work indicates that women normally prefer
healthcare professionals to initiate discussions about I[PV,
highlighting the importance of these being knowledgeable
about IPV, proactively inquire about IPV experiences, as
well as being prepared to identify and assist IPV survivors.
Given that pregnancy is a time when most women seek
healthcare services, antenatal care professionals should
routinely inquire about women’s experiences with IPV.
This is especially important considering that pregnancy
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itself as a risk factor for IPV.® However, only 28% of health
facilities in Nepal have trained their staff to manage vio-
lence against women, indicating the need for comprehen-
sive training of healthcare professionals in violence
management skills across all health system levels.? Such
training would significantly enhance their ability to offer
appropriate support. Furthermore, a lack of knowledge
among healthcare professionals may decrease the trust of
IPV survivors in the healthcare system, diminishing their
likelihood of seeking help. However, further research is
necessary to understand the reasons behind women’s lack
of confidence in the healthcare system and their reluctance
to seek help from formal channels.

In addition to formal support systems, informal net-
works should be equipped with the necessary knowledge
to assist women facing IPV, enabling them to guide these
women toward formal help. The findings of this study
underscore the importance of informal support in the help-
seeking process and underscore the necessity for interven-
tions that involve survivors’ informal networks in I[PV
outreach and response efforts. Without training informal
sources, [PV survivors will not receive the support they
need. Additionally, it is important to educate peers and
community members about mental health problems,
including their signs and symptoms, and to guide how to
offer support, where to seek help, and how to access sup-
port services. According to a systematic review by Ogbe
et al., [PV interventions that incorporate advocacy with a
focus on community networks significantly improve men-
tal health outcomes and access to support services.>* One
effective approach is to train IPV survivors as counselors
and mentors for other survivors, enabling them to assist
abused women in accessing services, guiding them through
safety planning, and enhancing their physical and psycho-
logical health.>* This approach could be effectively imple-
mented in Nepal. Furthermore, community mobilization
interventions like SASA! could be a powerful tool in
reducing the overall prevalence of IPV.>® Such programs
raise awareness within communities and foster support to
prevent violence against women.>

These study findings can provide valuable data for poli-
cymakers to formulate evidence-based policies addressing
IPV and its mental health impacts. Policies that promote an
integrated approach, such as the implementation of not
only institutional services provided by public health facili-
ties or law enforcement agencies but also community-based
interventions for prevention, treatment, care, and support
services for violence survivors, would be effective in elimi-
nating violence against women. Additionally, addressing
the significant gap in policy implementation is crucial, as
current policies are not being effectively enforced. Without
this, services for IPV will remain underutilized, and perpe-
trators may continue to go unpunished. Conducting regular
assessments is essential to evaluate the effectiveness of
implemented policies and programs, ensuring continuous

improvement. Furthermore, the results justify allocating
more resources toward [PV support programs and mental
health services.

Strengths and limitations

The 2022 NDHS represents the first nationwide and pro-
vincial assessment undertaken by the country concerning
IPV and its ramifications on mental health. Supported by
the DHS program, known for its collaboration with gov-
ernments to collect and disseminate data regarding peo-
ple, their health, and health systems, this partnership
ensures quality and standardizations at both regional and
global levels.? Consequently, it enables the comparabil-
ity of results across various countries. However, the 2022
NDHS marks the first time of collecting data on IPV
from never-married women who reported either current
or former intimate partnerships, not solely from ever-
married women. Consequently, only the estimates spe-
cifically outlined for ever-married women and women
cohabiting with a partner should be compared with simi-
lar data from previous surveys.

This population-based study benefits from its robust
sample size of 5178 women. With such a large sample,
the study supports detailed and comprehensive analyses
while maintaining acceptable levels of sampling error.
Furthermore, the sampling frame used in this study com-
prises a comprehensive list of all sampling units cover-
ing the entire target population. Employing scientific
probability sampling techniques, the study minimizes
selection bias. Standardized measures of anxiety and
depressive symptoms enhance the reliability of the find-
ings. Moreover, the study’s findings are applicable
beyond its specific context, offering insights relevant to
other low- and middle-income countries.

Since the analysis is based on cross-sectional data,
causal relationships cannot be established. The assessment
of anxiety and depressive symptoms relied on widely
accepted and validated measures; however, it did not
include standardized diagnostic interviews. Consequently,
some women identified as having clinically significant
symptoms may not meet the criteria for a mental health dis-
order during a psychiatric evaluation, while others scoring
below clinical thresholds may be misclassified. Although
these classification biases are unlikely to substantially
impact the results, they should be taken into account when
comparing findings across studies.

The survey specifically asked ever-married women
about violence perpetrated by current or former husbands
only, excluding incidents involving potential previous inti-
mate partners such as boyfriends. This approach may have
overlooked instances of IPV experienced by other part-
ners, potentially influencing the findings. Lastly, the 2022
NDHS was conducted in the COVID-19 pandemic after-
thought, which previous studies suggest may have not only



Kurvinen et al.

increased the occurrence of IPV but also posed additional
challenges for women seeking help for both I[PV and men-
tal health issues.

Conclusions

This cross-sectional study provides new evidence on a high
prevalence of IPV and associated mental health problems,
including anxiety, depression, and suicidal ideation among
Nepalese women aged 1549 experiencing IPV. It under-
scores the pressing need for robust health system responses
to address these interrelated challenges. Moreover, the study
reveals that Nepalese women rarely seek help to stop the
violence or for mental health problems. When they do seek
help, the majority opt for informal sources. Hence, informal
support networks play a crucial role in providing avenues
for aid to women grappling with I[PV and mental health
problems. Training these informal sources is vital to effec-
tively reach IPV survivors and offer them the support they
require. Despite ongoing efforts through policy and pro-
grammatic measures to combat IPV and address mental
health problems, further action is urgently needed. This
entails conducting comprehensive research to understand
the factors contributing to the underutilization of formal
help services and using this knowledge to develop programs
and initiatives aimed at reaching marginalized and vulnera-
ble groups and increasing their access to health services.
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