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Abstract:

Introduction: Mental health is an integral part of the human health. Mental health disorders
have increased in women, especially in low and middle-income countries. In Nepal 22% and
5% of the women reported anxiety and depression respectively due to lack of education,
cultural beliefs, and patriarchy system. It is important to focus on the mental health and its
association to education to promote mental health and reduce the mental health burden. The
aim of the study was to determine whether the education level is associated with anxiety and

depression among women aged between 15-49 years in Nepal.

Methods: The cross-sectional study used the secondary data from the Nepal Demographic
and Health Survey 2022. The data was collected from the Women’s questionnaire. A total of
7435 women were selected. Descriptive statistics, bivariate analysis and logistic regression

analysis were conducted.

Results: 22.2% and 5.9% of the women had anxiety and depression respectively. Secondary
and higher level of education were significantly associated with anxiety. Women with higher
level of education were less likely to have anxiety. There was no significant association

between education level and depression.

Conclusion: The study showed a significant association of secondary and higher level of
education with anxiety, whereas there was no significant association between education level
and depression among women of Nepal. Further research on mental health of women is
needed to invest in the education of women and to understand the relationship between

education and mental health to be able to improve women’s health behavior.
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1.0 Introduction

1.1 Mental health

Mental health is an integral part of human health and is a basic human right. According to the
World Health Organization (WHO) mental health is a state of mental well-being allowing
people to cope with the stresses of life and to realize their abilities (1). In 2019, mental health
disorders were ranked at number seven as the leading cause of Daily Adjusted Life Years
(DALY), affecting 970 million people globally; approximately 320 million individuals were
diagnosed (2). Mental health is the cause of about 14% of deaths worldwide (3). One in every
eight people will have a mental illness at some point in their lives (4). Mental health accounts
for 7% of the global disease burden (5). The contribution of mental disorders to total DALY
has increased by 58% between 1990 to 2019, globally (2). In 2020, due to Corona virus
(Covid-19) pandemic, anxiety and depression increased among individuals by 26% and 28%
respectively. Approximately 80% of all people with a mental health disorder reside in low-
and middle-income countries (LMIC) (6). This accounts for about 16% of the total burden of
disease in LMICs. Even though the rate of mental illness is high in LMICs, more than 75% of

the people receive no treatment (7).

1.1.1 Women’s mental health

Mental health of women has worsened over the past years where women are more likely to
experience a mental illness compared to men (8). One out of five women (20%) suffer from a
mental illness compared to one out of eight men (12%) (9). Depression is about 50% more
common in women compared to men. (4). Depression accounts for 10.6% of the total burden
of mental health in women living in LMICs (10). In 2019, 13% of women in LMICs had a

mental disorder (11).

There are several factors that play a pivotal role in having good mental health among women
such as economic independence, physical, sexual, and emotional safety, and security (12).
However, many women residing in LMIC settings are denied these rights due to their status
as a woman. This type of gender-discrimination is a violation of human rights and a
contributor to the growing burden of disability caused by poor mental health (12). Women
present biological vulnerability to mental disorder symptoms, which is mostly linked to the
reproductive period. The oestrogen in mood modulation is a cause of high prevalence of

anxiety disorders in women (13). Low education level among women leads to higher



prevalence rate of common mental disorders (14,15). Poor living conditions and low income
had a prevalence of 69.3% for common mental disorders (16). Other factors related to mental
health illness among women are poor self-rated health, unemployment, experience of
violence and marital status. Women tend to be more vulnerable to mental health disorders
compared to men because they experience more stressful life events and are more sensitive to
stress (17).

1.2 Mental health disorders

Mental illness is characterized by clinically significant disturbance in an individual's
cognition, behaviour, or emotional regulation. There are many different types of mental
health disorders such as anxiety disorders, depression, post-traumatic stress disorder, bipolar
disorders, attention deficit hyperactivity disorder, schizophrenia, etc. (4). Anxiety and
depression are the most common mental disorders because they are highly prevalent globally

and have an impact on the mood and feelings of an individual (18).

1.2.1 Anxiety
Anxiety is one of the world’s most common mental disorder. Anxiety is a feeling of fear and
uneasiness which interferes with an individual's daily life for months and years (19). Anxiety

can increase the risk for depression and suicidal thoughts.

There are different types of anxiety: generalized anxiety disorder (GAD), panic disorder,
social anxiety, separation anxiety disorder and selective mutism (20). GAD is when an
individual worries excessively and persistently interfering with their daily life. This can
develop physical symptoms such as restlessness, fatigue, concentration and sleeping

problems (21).

The cause of anxiety remains unknown but is likely to be a combination of genetic,
environmental, and psychological factors. Individuals who have faced severe loss, abuse or
adverse experiences are more likely to develop anxiety. Anxiety and physical health are
closely related, where impact of anxiety such as physical tension and nervous system

hyperactivity are risk factors for cardiovascular diseases (20).



Symptoms of anxiety include feeling restless, difficulty in concentration, being irritable, head
and stomach aches, difficulty in controlling feeling, heart palpitations etc. There are effective
treatments for anxiety disorders. Talk therapy is a psychological intervention, which is
essential to improve anxiety symptoms. Antidepressant medications are also used for
treatment (20). About 300 million people suffered from anxiety in 2019 (19). About 30% of
adults are affected by anxiety at some point in their lives (21). In LMICs, approximately 32%

of the people have anxiety (22).

1.2.2 Depression

Depression is a common mental illness. It has a negative impact on an individual's feeling
and thinking. Depression is different from normal mood fluctuations and emotional responses
to challenges in daily life (4). Depression leads to a variety of physical and emotional
problems which can decrease an individual's ability to function. A depressive episode
includes experiences such as mood change, loss of pleasure or interest varying from almost a

whole day to everyday for at least two weeks (4).

Several factors can cause depression such as genetical and environmental factors. Immediate
family members of depressed individuals are three times more likely to develop depression
compared to the general population (23). However, depression can also occur without a
family history of depression. Different life events causing trauma, burden or interpersonal
problems and hassles can develop depression. The personality of an individual can cause
depression as people with low self-esteem or easily stressed are more likely to suffer from
depression. Environmental factors such as exposure to violence, abuse or poverty can make

people more vulnerable to depression (23).

Symptoms of depression include feeling sad, loss of interest, trouble sleeping, loss of energy,
feeling worthless, thoughts of death or suicide. Depression is a treatable mental disorder.
Around 80-90% of people with depression respond well to treatment. Before a diagnosis, a
health professional conducts a diagnostic evaluation which includes an interview and a
physical examination (24). The physical examination is carried out to rule out organic causes
of depression. A blood test can be taken to confirm that the depression is not due to any
medical condition. This type of evaluation identifies symptoms and factors related to

depression with the goal of confirming the diagnosis and a plan of medication.
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The assessment of depression starts with focusing on the depressive symptoms. The
neurovegetative symptoms which include sleeping pattern, appetite and energy levels are
investigated (24). Individuals with depression should be evaluated for suicidal risk. For a
proper assessment of depression, past medical history or current medications, social history
should be investigated. The diagnosis of depression is purely based on history and physical

findings since there are no diagnostic laboratory tests available (24).

There are different types of medication for depression. Brief psychotherapy and medication
can reduce symptoms of depression, separately. A combination of psychological
interventions and antidepressant drugs is associated with higher rates of improvement. For
individuals not responding positively to medications or are suicidal, electroconvulsive

therapy is useful (24).

Approximately 3.8% of the population experiences depression (4). Depression affects about
6.7% of adults. Around 16% of people experience depression at some point in their life,
where on average it first appears in the late teens (23). In 2019, 280 million people were
suffering from depression (4). In LMICs, depression accounts for 3% of the total burden of
disease caused by non-communicable conditions and is the leading cause of burden of disease
(10). In LMICs, about 63% of the people have depression (22).

1.3 Determinants of mental health

Mental health of an individual is determined by different factors. Some of the key

determinants of mental health are biological, psychological, and social factors.

1.3.1 Biological factors

Some of the biological factors are diet, physical activity, physical health, and sleep. Having a
proper diet makes an individual feel better and improves the overall well-being and mental
health (25). Being physically active releases chemicals in the brain making it easier to
concentrate leading to an individual feeling better (26). It is important to have good physical
health as physical health problems can significantly increase the risk of developing mental
illness. One in three people with long-term physical health condition suffer from a mental

disorder (26). Poor sleeping habits or insomnia can affect mental health (27).
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1.3.2 Psychological factors

Every individual has a different coping mechanism to different levels of stress which affect
their mental health differently. Too much stress can affect mental health since individuals
aren’t able to cope with it (28). Stigma and discrimination are strongly associated with mental
health disorders. People with mental health problems experience discrimination worsening
their mental health in different stages of life. The attitudes of society are a risk factor towards
the worsening of an individual’s mental health. About nine out of ten people with mental

health disorders feel a negative effect on their lives due to stigma and discrimination (29).

1.3.3 Social Factors

Low education level, exposure to conflict, poverty, income inequality, poor housing quality,
poor access to healthy food, poor access to healthcare and discrimination are social
determinants of mental health (30). An individual being affected by any of these determinants
can make poorer decisions, which can cause negative health behaviours. This will increase
the risk of poor mental health and increase the rate of morbidity and early mortality. Being
exposed to negative social conditions can lead to stress and psychological stress which
increases the risk of mental illness (30). The core factor that lies beneath these social
determinants is the unequal distribution of opportunity. It is important to have social justice,
where there is a fair distribution of advantages and an equal share of burden while focusing
on the population with the most disadvantage. An example of unequal distribution of
opportunity is inequality in education where everyone does not have the same right to
education (30). It is the responsibility of the society to make sure that these needs are met for
all the people without any discrimination towards a certain group of people, to be able to

combat poor mental health issues among the society.

Education can create opportunities for better health. An individual having an extra year of
education can reduce the likelihood of anxiety and depression symptoms with 5.6% and 6%,
respectively (5). A woman having one extra year of education can reduce the likelihood of
having anxiety and depression with 13% and 15% respectively (5). Individuals with
education can have more knowledge about mental illness since they are more likely to be
aware of mental health disorders and therefore seek care. Education among women can also
empower women, making them more independent and self-sure to make their life choices

which directly has a positive impact on their mental health compared to women with no or
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low level of education (31). This can be adapted in LMICs, where gender discrimination is
huge and a high rate of women are not educated and have no power, thus are more prone to
mental illness without acknowledging it. Moreover, education leads to stable income in adult
life contributing to good mental health, compared to no education which increases stress, and

can later on develop into anxiety and depression (32).

1.4 Barriers to mental health treatment

It is important to close the mental health treatment gap as more than 70% of individuals in
need of mental health services lack access to them (33). The WHO developed the Mental
Health Gap Action Programme Intervention Guide to decrease the treatment gap in mental
health. The intervention compromises of diagnose specific clinical guidelines which can be
used by healthcare providers. However, despite this effort, the implementation of this action
has been slow due to shortages of mental health workers, lack of research and stigmatization
of mental illness (33). The key barriers to mental health treatment are accessibility, stigma,

ineffective policies, and cost.

1.4.1. Accessibility
Access to mental care services is a huge barrier due to the services not being available and
lack of mental health professionals. LMICs have an average of 0.1% psychiatrists and 0.3%

psychiatric nurses per 100 000 people which is a cause of concern (34).

1.4.2 Stigma

People who are aware of mental health problems tend to avoid seeking help due to the fear of
being stigmatized or discriminated due to the misconceptions the society has over mental
health (34). Education can reduce self-stigma and public stigma in the society. Individuals
with education can introduce educational campaigns about mental health which can educate
the society and can correct the misinformation and negative beliefs people have about mental
iliness (35). Education can create mental health knowledge, which can then be implemented
in schools to be taught to younger children. This will be beneficial as the younger population

will have knowledge in the future to be able to reduce public stigma (35).
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1.4.3 Ineffective policies

The sector of mental health is underfunded, and mental health treatments are not a part of the
primary care. Many countries spend a little percentage of their national health budget on
mental health, which leads to inadequate services being available for people (34). Education
can lead to more awareness and knowledge about mental health, which can lead to more
effective social policies being implemented and offer better mental health services.
Moreover, this can also improve the mental health of individuals as adequate services will be

available with enough health staff to provide treatment in primary care (36).

1.4.4 Cost
The cost of treatment for mental health is expensive in countries that have the availability of
it. Many people who know about the available services won't seek help due to the cost of it as

it becomes financially hard (34).

1.5 Promotion and prevention

Mental health promotion can encourage healthy behaviours which can reduce the risk factors
of mental health disorders and prevent diagnosis. It is important to spread awareness among
the community and to build a community that supports individuals with mental illness (37).
Incorporating mental health campaigns in school can increase mental health literacy which
will have a positive effect in the community when the younger population grows up. It is also
important to target vulnerable groups who can be prone to mental illness. Promotion of
mental health is cost effective in reducing mental iliness morbidity at both individual and
society level . Promotion can increase knowledge about mental illnesses, allowing individuals
to understand their health and undergo treatment. The health sectors should also contribute by
promoting mental health during the health services which can be done by spreading
awareness and advocating for mental health which indirectly promotes prevention of mental
illness (1,38).

Educating the community about mental health has been identified as a key element to change
health policies and practices. Introducing educational campaigns about mental health in
schools can improve resilience and reduce bullying, thus reducing anxiety and depressive
symptoms (39). Educational interventions at community level can develop positive attitudes

about mental illness and decrease the level of discrimination and stigma. The health officials
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can increase their knowledge and recognize the mental health issues and introduce effective

interventions to combat the issues (39).

1.6 Mental health in Nepal

Nepal is affected by the burden of mental disorders. The mental health system in Nepal is
based on allopathic medicine which was established in the mid 20th century. Mental disorders
account for about 18% of all non-communicable diseases in Nepal. One out of four health
facilities offer mental health services which are mostly situated in the major cities of Nepal,
leaving the rural population vulnerable (40). Those health facilities only have 16% of their

staff trained for mental health.

A pilot survey conducted in three districts of Nepal in 2018 found a prevalence of 13.2% of
mental disorders (41). The national representative survey from the Nepal Health Research
Council found out that the burden of anxiety disorder was at 3% and depression was at 2.9%,
and about 77% of the population with mental health disorders did not have access to mental

health services or did not seek care (42).

In 2016, about 30% of the Nepalese population suffered from mental illness, where majority
did not have access to mental health care services (43). Prevalence of poor mental health
among the Nepalese population is a rising concern, which has accelerated due Covid-19. The
pandemic has reduced the use of mental healthcare. In 2019, approximately 3.9 million
people in Nepal suffered from a mental illness, where anxiety and depression were the most

prevalent (44).

1.6.1 Health policy of mental health

The first health policy of Nepal failed to include mental health, however the subsection of the
national health policy in 2019 addressed mental health (42). The policy emphasised on the
accessibility of mental health care and psychological services in primary hospitals. This was
done by promoting knowledge and special training. To also implement this policy, mental

health services were included in the basic health-care package.

There is a big gap in the management of mental health problems in Nepal. Nepal used the

Mental Health Gap Action Program launched by WHO and formulated a Community Mental
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Health Care Package in 2017 and developed the Standard Treatment Protocol for mental
health services in the primary health care system (42). They introduced mental health training
for medical professionals to extend the capacity of mental health care. This initiative led to
the availability of mental disorder medications at all levels of health care facilities in Nepal.
However, the patients were forced to pay out-of-pocket due to inconsistency in supply and
out of stock state (42).

The National Mental Health Strategy and Action Plan 2020 came up with a detailed
description of Nepal’s plan for mental health care. The action plan consisted of five
strategies:

1. Accessibility and availability of mental health services.

2. Resources and management for quality mental health services.

3. Mental health awareness + reduce existing stigma and discrimination.

4. Protect human rights of mentally ill individuals.

5. Integrate mental health service-related information into existing health

information system.

The strategy was guided by four principles:
1. To ensure easy and equal access to high quality mental health services.
2. To integrate mental health services in primary care.
3. To cooperate with the government, non-governmental and private sectors.
4. To provide evidence-based mental health services.
The implementation of this action lead to mental health services being extended to 35
districts out of 77 (42).

Nepal also introduced a five-year plan (2019-2024) which focuses on the expansion of
accessibility to basic mental health care at all levels of the healthcare system and to maintain
the right to mental health for all citizens. Even though Nepal introduced various mental

health policies, it has yet to pass a reformed national mental health act (42).

1.6.2 Mental health budget
The total health budget allocated to the national budget was less than 3%. In 2020, the

national budget allocated was at 6.5% of which 0.2% was for mental health (42). The mental
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health sector remains underfunded. There is a shortage of staff overall in the health system of
Nepal. Nationally there are only 500 beds (1.5 bed / 100 00 people) for patients with mental
illness. The health system consists of only 200 psychiatric and 50 psychiatric nurses which is

about 0.68 psychiatric and 0.17 psychiatric nurses per 100 000 people respectively (43).

1.6.3 Mental health in primary care

The government has initiated to include mental health services among the basic health
services, however there is limited data indicating the delivery of it. Despite the government
initiating training for primary healthcare workers, the lack of workers and availability of
essential psychotropic medicines had led to non-availability of mental health services on a
regular basis (45). There are no counselling and psychotherapeutic services available through
the primary healthcare system. There are no training manuals, screening tools or guidelines
available for health workers to use for detection, diagnosis, and treatment of common mental
disorders. This resulted in individuals with mental disorders not being identified and offered
treatment (45).

1.6.4 Stigma
Mental health is seen as a spiritual dysfunction and is attributed to black magic, spirit
possession and misdeeds committed in previous lives. Due to strong beliefs, the priority is to

contact traditional and religious faith healers if an individual has a mental illness. (46).

Mental health is stigmatised in the Nepalese community. In Nepal, there is a high rate of
stigma and discrimination against individuals with mental health problems due to low level of
mental health literacy. There are no mental health awareness campaigns carried out in the
health systems. Some non-governmental organizations (NGO) have taken the initiative to run
awareness campaigns, however they targeted only specific populations with limited resources
(45). There is also a high rate of stigma among health professionals against individuals with
mental illness (46). This results in individuals not seeking help and avoiding treatment which
is a barrier to mental healthcare. These factors in the society increase the burden of mental
health.
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1.6.5 Mental health of women in Nepal

There is a higher prevalence of anxiety among the women of Nepal compared to men because
women face more life events or have fewer resources to handle the effects of their stress (47).
Age is seen to be a significant predictor of anxiety among women, where women over 40
years have higher risk of anxiety (47). According to a study, 23.1% of women in Nepal have
anxiety symptoms and is the highest for women aged between 40-49 (31). Women with
education had lower rates of anxiety. Similarly, depression among the Nepalese women is
lower with higher education levels (31). Due to gender stereotypes and inequality, there is a
very low rate of women who can pursue their education. It is important to invest in the
education of women to be able to decrease the prevalence of mental disorders, which can be

done through community engagement and legal frameworks working for women’s rights.

1.7 Problem statement

Good mental health is a basic human right, but still about 900 million people live with a
mental disorder and this number is only increasing (2) . There is a low rate of mental health
literacy around the world especially in LMICs which leads to lack of awareness. Due to the
lack of awareness and barriers in the promotion of mental health, today mental health
accounts for about 14% of deaths worldwide (3). Over the years mental health of women has
worsened, where there is a high rate of depression and anxiety among women but still
effective implementations of strategies to combat mental illness has not been applied. This
has become a major cause of concern contributing to the global burden and reducing then
chances of achieving the sustainable development goal (SDG) 3, target 3.4; promoting mental

health well-being.

According to the Demographic and Health Survey Nepal 2022, 22% of women in Nepal have
anxiety and depression symptoms (48). A study has shown how depression decreases with
higher education levels (31). However, there are a very few studies that focus on how
education can be associated with the mental health of women and specifically women in
LMICs including Nepal. This study can contribute to knowledge advancement in mental
health among women in the context of Nepal. Furthermore, research on education and mental
health can reduce the research gap and promote mental health among women in Nepal. This

will create the opportunity for further research and awareness. The increasing rate of mental
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health disorders in women in LMICs is a concerning public health challenge that needs to be

addressed.

2.0 Aim and research questions

2.1 Aim
The aim of the study was to determine whether the education level is associated with anxiety

and depression among women aged between 15-49 years in Nepal.

2.2 Research questions

1. What is the association between education level and anxiety among women aged 15-
49 years in Nepal?
2. What is the association between education level and depression among women aged

15-49 years in Nepal?

3.0 Concept map

The concept map for this study is illustrated in Figure 1. The exposure for this study was
women’s education level and the outcome is anxiety and depression. The potential
confounders selected were age, type of residence and wealth index based on previous studies
(49-53).

Education level was chosen as the exposure. Several studies have presented an association
between education and mental health, where individuals with higher education have lower
rates of anxiety and depression (54-56). Education can change individuals habits such as
nutrition or smoking into healthier habits leading to better health outcomes including better
mental health (57). Education leads to individuals having better choices and security in their
lives, which leads to better mental health (58). Individuals with education tend to be more
aware of mental disorders due to accessibility to information allowing them to seek treatment,
thus reduce the rate of anxiety and depression. Low level of education can lead to lack of

control and exposure to stress causing anxiety or depression (58).

The age of women has an association with depressive symptoms. Studies have shown older

women have an association with depression (49,50). Another study found that older women
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have more increased chances of anxiety (51). Older people who may not be educated or have
access to education creates unawareness making them more prone to anxiety or depression.
Women who live in rural areas are more likely to have depressive symptoms compared to
women in urban areas (51). Women in rural areas may not have access to education or quality
education due to different barriers making them feel unworthy, increasing the risk for anxiety
and depression. Studies have shown that people belonging to poor and middle wealth index
had a significant association to anxiety and depression (52,53). Women belonging to poor
wealth index may not be able to get education due to financial burden which can lead

unemployment and stress and increase the risk for anxiety or depression.

A 4

Women’s Anxiety &
education level Depression

Age
Women’s residence
Wealth index

Figure 1. A concept map illustrating the relationship between women’s education level with anxiety and

depression and the three covariates.
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4.0 Methods
4.1 Study design

A cross-sectional quantitative study based on secondary data from the Nepal Demographic
Health Survey (NDHS) 2022 was conducted. The study was performed on the NDHS as it is
representative of the nation’s population. It provides data on different aspects such as

education, age, wealth index and mental health of the population.

4.2 Study setting

This study took place in Nepal, a country located in South Asia with a total area of 147 516
km?. It is mainly located along the Himalayas. Nepal is a landlocked country between India
to the east, south, and west and the Tibet Autonomous Region of China to the north (59).
Nepal is a low-income country. Nepal has a population of 29 641 000. The life expectancy is
70 years. The education system of Nepal is governed by the Ministry of education and is

structured into primary, secondary, and higher education (60).

The education of Nepal consists of both positive outcomes and ongoing challenges. Nepal has
increased its literacy rate from 65% to 74%, but still universal primary completion has not
been reached due to the socio-economic differences, poor quality of education and lack of
resources (60). Children belonging to rural areas and are poor have a completion rate below
the national average, whereas richer children living in urban areas have a completion rate
above the national average (61). The gap between the education completion rate of children
belonging to the poorest and richest wealth quantile widens through the education system.
Approximately 59% of children belonging to the richest wealth quantile and 10% of children
belonging to the poorest wealth quantile complete their upper secondary education
respectively (61).

Ministry of Health has the responsibility of public health services (62). The health system
consists of public and private health facilities, volunteers, and community workers.
Healthcare services in Nepal are inadequate despite steps for improvement taken by the
government. Gross domestic product (GDP) per capita is 3558 USD and the annual GDP
growth rate in Nepal at an average was 4.36% between 1993-2022, where it was at the
highest in 2016 at 9% (63). A total of 5.7% of the GDP is spent on the health sector (64).
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The NDHS used for the current study is from year 2022. The participants were recruited from
the selected households located in different provinces. Nepal is divided into seven provinces:

Bagmati, Gandaki, Lumbini, Karnali, Koshi, Madhesh, and Sudurpashchim. Nepal consists of
77 districts which includes 753 municipalities out of which 293 are urban and 460 are rural.

About 65% of the population lives in urban areas (65).

4.3 Study population

The survey sample of NDHS 2022 is stratified. Stratification was achieved by dividing the
seven provinces into urban and rural areas. A total of 14 sampling stratum were created. The
sampling frame within each sampling stratum was sorted out to achieve implicit stratification
before the sample selection (65). Firstly 476 primary sampling units (PSU) were selected
with probability proportional to the size of PSU and with independent selection in each
stratum. Secondly, a systematic sampling of the households took place. A household listing
operation was carried out. The resulting household list was used for the selection of sample
households. A total of 30 households were selected from each cluster and a total sample size
of 14 280 households was selected of which13 786 households were interviewed with a
response rate of 99%. From the interviewed households, 15 238 women aged between 15-49
were identified. All the women aged 15-49 who were permanent residents of the selected
households or visitors who stayed overnight before the survey were eligible to be

interviewed. 14 845 women were interviewed successfully with a response rate of 97% (65).

In this study, women aged 15-49 were selected. A total of 7435 women were excluded for not
being interviewed for anxiety and depression. A total of 7442 women aged between 15-49
were interviewed for anxiety and depressive symptoms. For this study, 7435 women were
selected as the study participants (Figure 2). The inclusion criteria were that the participants
should be women aged between 15-49 and had to be interviewed for both anxiety and

depression.
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[ 14 280 households were selected for the NDHS ]
2022

494 households were excluded due to not being
interviewed successfully.

i

[ 13 786 households were interviewed. ]

Y
15 238 women were selected in the NDHS
2022.

. 393 women were excluded because of not
completing the interview

A

[ 14 845 women completed the questionnaire. ]

7403 women were excluded for not being
interviewed for anxiety and depression.

I
[ 7442 women were interviewed for anxiety and ]

depression

7 women were excluded due to “don’t know”
answers for anxiety and depression questionnaire.

A total of 7435 women were selected for the
analysis of this study.

Figure 2. Flowchart representing the sample size selection.

4.4 Data collection

The data for the NDHS 2022 was collected by 19 teams. Each team had a supervisor, three
female interviewers, one male interviewer as well as one biomarker specialist. The data was
collected between January to June 2022. The data collection began in two central locations
which were Itahari and Chitwan. The data was collected with Microsoft Surface Go 2 tablets
and CSPro was used to enter the data. The data was collected electronically through a
computer-assisted personal interview and sent to the main office for analysis. There were four
questionnaires used in NDHS 2022: the Household, the Woman, the Man, and the Biomarker

questionnaire. The questionnaires were adapted to demonstrate the population of Nepal and

23



health issues applicable to Nepal. The questionnaires were finalized in English and then
translated into Nepali, Bhojpuri, and Maithili (65).

4.5 Variables measurement

4.5.1 Independent variable

The independent variable in this study was women’s education level. The NDHS 2022
categorized the level of education into four categories, “no education”, “basic education”,
“secondary education” and “higher education”. Basic education was considered as 1-8 years
of school, secondary was 9-12 years and higher education was more than 13 years of school.

In the study, “no education” was selected as the reference group.

4.5.2 Dependent variable

The dependent variable in this study was self-reported anxiety and depression experienced by
women aged between 15-49. There were two different screening tools used assessing the
outcome — anxiety and depression. In terms of anxiety, the NDHS 2022 used the Generalized
Anxiety Disorder 7 scale (GAD-7) to assess anxiety symptoms. The GAD-7 included seven
different questions about how the respondent has been feeling for the past two weeks. The
questions asked if the respondent felt nervous, anxious, worried, restless, annoyed, or afraid.

29 ¢¢ 29 ¢

The questions had four responses “never”, “rarely”, “often” and “always.” The variables were
coded as 0= never, 1= rarely, 2= often, 3=always, 7=refused to answer, 8= don’t know. In
the study “refused to answer” and “don’t know” were excluded. A total sum of the individual
scores of the for GAD-7 was calculated to get a total score for each participant. A GAD-7
score between 0-5 was considered mild, 6-4=moderate, 15-21=severe. In the NDHS 2022, for
the purpose of international comparison, respondents with a score of 6 or higher were
considered to have anxiety (65). In this study, a GAD-7 score less than 6 was recoded as

0=no and a score of 6 or more was recoded as 1=yes.

To assess the symptoms of depression, the Patient Health Questionnaire (PHQ-9) scale was
used. The questionnaire included nine questions which were based on the Diagnostic and
Statistical Manual of Mental Disorders criteria of depression. The PHQ-9 includes questions
asking the respondents how bothered they have felt over things such as falling asleep,
tiredness, poor appetite, concentration, feeling hopeless or bad about themselves. Each

99 ¢

question had four responses: “never”, “rarely, “often” and “always.” The variables were
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coded as 0=no, 1=rarely, 2=often, 3=always, 7=refused to answer, 8=don’t know. In this
study “refused to answer” and “don’t know.” were excluded. The individual scores for PHQ-
9 were generated into a total score for each participant. A score between 0-4 was considered
as no/minimal symptoms, 5-9=mild, 10-14=moderate, 15-19=moderately severe, 20-
27=severe. For the purpose of international comparison, a PHQ-9 score of 10 or higher was
considered as having depression in the NDHS 2022. In this study, a PHQ-9 score of less than

10 was recoded as 0=no and a score of 10 or higher was recoded as 1=yes.

4.5.3 Potential confounders

Age: The NDHS 2022 Woman’s questionnaire included the variable age which was
categorised into seven groups, “15-197, “20-24”, “25-29”, “30-34”, “35-39”, “40-44”, and
“45-49.” Age group “15-19” was selected as the reference group.

Residence: The NDHS 2022 has categorised residences into two groups, “urban” and “rural.”

“Rural” group was selected as the reference group.

Wealth index: Wealth index of the households was calculated based on a range of things
owned such as television, car, or bicycle, having access to toilet facilities, flooring materials,
and drinkable water. The wealth quintiles are then divided into five categories: “poorest”,

“poorer”, “middle”, “richer” and “richest.” The “poorest” group was selected as the reference

group.

4.6 Statistical analysis

Statistical analysis was performed in IBM SPSS Statistics version 28.0.1.1. The data was
requested from DHS by providing detailed information on the study and downloaded after
approval. The data was extracted from the Women's questionnaire from the NDHS 2022.
Descriptive statistics, bivariate analysis, univariate and multivariate logistic regression

analysis were performed.

Descriptive statistics was used to calculate frequency and percentage to show the background
characteristics of the study population. Bivariate analysis was performed using Pearson’s chi-
square test to compare two groups of the outcome variables — anxiety (yes or no) and

depression (yes or no) with regard to all the selected variables.
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Logistic regression analysis was performed firstly as univariate (unadjusted analysis) and
then multivariate analysis (adjusted analysis). The univariate logistic regression was
performed to determine the association between anxiety and depression with each
independent variable separately. The adjusted logistic regression was performed including all
the independent variables. Odds ratio (OR) was calculated to see the effect of exposure on
outcome with a 95% confidence interval (Cl). The significance level was set at p-value <
0.05.

4.7 Ethical consideration

The NDHS 2022 received ethical approval from the Suaahara 11, US Agency for International
Development (USAID) integrated nutrition program (65). The survey protocol was reviewed
by the Institutional Review Board (ICF) and Nepal Health Research Council (NHRC). The
ICF, makes sure that the survey adhere to the U.S. Department of Health and Human Services
regulations for the protection of human subjects. In order to carry out the interviews, all the
participants above 18 years had given their informed written consent. For participants under
18 years, consent was obtained by their guardians. The informed consent provided details
about the purpose of the interview, duration, potential risks and benefits to the respondents. It
also informs the participants about how the participation is voluntary and that the participants
can withdraw from the interview at any time (66). The data was collected anonymously
where 1D number was used. For this study, the analysis was performed using public available
anonymous data, which was granted from the DHS program by providing a detailed

description of the study.
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5.0 Results

5.1 Descriptive statistics

A total of 38% women had secondary level of education and 27.3% had no level of education

(Table 1). The majority of the study population (18.5%) were aged between 15-19. Out of

7435 women, 4013 lived in urban area and 3422 in rural area. A total of 27.4% of the women

were classified as “poorest” in the wealth index and 13.8% were classified as “richest.” In

this study, 22.2% and 5.9% of the women had anxiety and depression respectively (Table 1).

Table 1. Background characteristics of women (n=7435).

Variable

Education level

No education
Primary
Secondary
Higher
Age

15-19
20-24
25-29
30-34
35-39
40-44
45-49
Residence
Rural
Urban
Wealth index
Poorest
Poorer
Middle
Richer
Richest
Anxiety
Yes

No
Depression
Yes

No

No (n)

2030
2368
2823

214

1379
1295
1190
1032
998
821
720

3422
4013

2035
1463
1460
1453
1024

1651
5784

441
6994

Percentage (%)

27.3
31.8

38.0
2.9

18.5
17.4
16.0
13.9
13.4
11.0

9.7

46.0
54.0

27.4
19.7
19.6
19.5
13.8

22.2
77.8

59
94.1
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5.2 Bivariate analysis

The education level, age and wealth index were significantly associated with anxiety (Table
2). Women with no level of education are more likely to have anxiety as more than 26% of
the women with no education had anxiety compared to 14.5% of women with higher
education levels. Elder women have a higher rate of anxiety, as 27.2% and 26.1% of women
aged between 40-44 and 45-49 respectively had anxiety compared to younger women, where
17.3% of women aged 15-19 had anxiety. More than 23% of women belonging to the
“poorest” wealth index had anxiety and 17.1% of women from the “richest index” had
anxiety. There was no significant association between residence (p=0.95) and anxiety (table
2).

There was a significant association between education level (p=<0.001) and wealth index
(p=<0.001) with depression. Women with no education were more likely to have depression
as 7.1% of women with no education had depression compared to 2.3% of women who had
higher level of education. 7.1% of the women from the “poorest” wealth index had
depression, whereas 3.5% of the women from the richest wealth index had depression. Age

(p=0.081) and residence (p=0.167) had no significant association with depression (Table 2).
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Table 2. Association between the outcome (anxiety and depression) with the exposure (education level) and all

the confounding variables.

Variable

Education
level
No education

Primary
Secondary
Higher

Age

15-19
20-24
25-29
30-34
35-39
40-44
45-49

Residence
Rural
Urban

Wealth
index
Poorest

Poorer
Middle
Richer
Richest

5.3 Logistic regression analysis

Yes
%

26.3
233
18.9
14.5

17.3
22.8
21.5
22.0
22.4
27.2
26.1

22.2
22.2

23.4
23.9
23.8
20.8
17.1

Anxiety

No
%

73.7
76.7
81.8
85.5

82.7
77.2
78.5
78.0
77.6
72.8
73.9

77.8
77.8

76.7
76.1
76.2
79.2
82.9

P-value

<0.001

<0.001

0.95

<0.001

Yes
%

7.1
6.6
4.7
23

4.6
59
6.0
6.1
5.8
8.0
6.1

6.3
5.5

7.1
6.6
6.3
5.0
3.5

Depression

No
%

92.9
934
95.3
91.7

95.4
94.1
94.0
93.9
94.2
92.0
93.9

93.7
94.4

92.9
93.4
93.7
95.0
96.5

value

<0.001

0.081

0.167

<0.001

The results of univariate and multivariate regression analysis are presented in Table 3 for

anxiety. Results from the univariate analysis showed that women with primary education had

a significantly 15% lower odds ratio of anxiety (OR=0.85, C1=0.74-0.97) compared to

women with no education. Women with secondary level of education had significantly a 35%

lower odds ratio of anxiety (OR=0.65, C1=0.57-0.74) compared to women with no education.

In comparison to women with no education, women with a higher level of education had a
significantly 53% lower odds ratio of anxiety (OR=0.47, CI=0.32-0.70) (Table 3).
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In the adjusted model, there was still a significant association between women with
secondary (p=0.004) and higher (p=0.012) education with anxiety. Compared to women with
no education, women with secondary education had a 23% lower odds ratio of anxiety
(OR=0.77, C1=0.65-0.92). Women with higher education had a 42% lower odds ratio of
anxiety compared to women with no education (Table 3). Women aged between 45-49 years
were 1.5 times more likely to have anxiety compared to women aged between 15-19. Women
from urban areas had an increased likelihood (OR=1.10, CI=0.98-1.24) of anxiety compared
to women from rural areas. Women from the richest wealth index had a significantly 29%
lower odds ratio (OR=0.71, C1=0.57-0.88) of anxiety compared to women from the poorest
wealth index (Table 3).

Table 3. Logistic regression showing the crude and adjusted odds ratio with 95% confidence interval for anxiety

among women in Nepal.

Variable Anxiety
Unadjusted Adjusted
OR (95%CI) P-value OR (95%CI) P-

value

Education level

No education 1 1 1 1

Primary 0.85 (0.74-0.97) 0.022 0.95(0.81-1.10)  0.51

Secondary 0.65 (0.57-0.74) <0.001 0.77 (0.65-0.92)  0.004

Higher 0.47 (0.32-0.70) <0.001 0.58 (0.38-0.88)  0.012

Age

15-19 1 1

20-24 1.41 (1.16-1.71) <0.001 1.43 (1.18-1.74)  <0.001

25-29 1.31 (1.08-1.59) 0.006 1.32 (1.08-1.61) 0.006

30-34 1.35 (1.10-1.65) 0.004 1.31 (1.06-1.61) 0.011

35-39 1.38 (1.13-1.70) 0.002 1.28 (1.03-1.60) 0.023

40-44 1.78 (1.45-2.20) <0.001 1.61 (1.28-2.02)  <0.001

45-49 1.69 (1.36-2.10) <0.001 1.51(1.19-1.92)  <0.001

Residence

Rural 1 1

Urban 0.99 (0.89-1.11) 0.95 1.10 (0.98-1.24)  0.085

Wealth index

Poorest 1 1

Poorer 1.02 (0.87-1.19) 0.77 1.00 (0.85-1.18)  0.93

Middle 1.02 (0.87-1.19) 0.78 1.01 (0.86-1.19)  0.86

Richer 0.85 (0.72-1.00) 0.064 0.87 (0.73-1-03)  0.12

Richest 0.67 (0.55-0.81) <0.001 0.71 (0.57-0.88)  0.002

OR=0dd ratio, Cl= Confidence interval, 1=Reference
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5.3.1 Logistic regression analysis for depression

The results of univariate and multivariate regression analysis are presented in Table 4 for
depression. For the univariate analysis, women with primary education had 8 % lower odds
ratio (OR=0.92, CI=0.73-1.16) of depression compared to women with no education. In
comparison to women with no education, women with secondary and higher education had
significantly 36% (OR=0.64, CI1=0.50-0.82) and 69% (OR=0.31, C1=0.12-0.76) lower odds

ratio of anxiety respectively compared to women with no education (Table 4).

In the adjusted analysis, there was no significant association between education level and
depression. Women with primary education (OR=1.03, CI=0.79-1.34) were more likely to

have depression compared to women with no education. Women with secondary education

had 19% lower odds ratio of depression (OR=0.81, CI=0.60-1.09) compared to women with

no education. In comparison to women with no education, women with higher education had

57% lower odds ratio of depression (OR=0.43, CI=0.17-1.10).. Women who were aged

between 45-49 (OR=1.03, C1=0.84-1.26) and from urban area (OR=1.03, CI=0.84-1.26) had

a more likelihood of depression compared to women aged 15-19 years and from rural areas.
Women from the richest wealth index had a significant 47% lower odds ratio of depression
(OR=0.53, C1=0.35-0.81) compared to women from poorest wealth index (Table 4).
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Table 4. Logistic regression analysis for depression.

Variable

Education level
No education
Primary
Secondary
Higher

Age

15-19
20-24
25-29
30-34
35-39
40-44
45-49

Residence
Rural
Urban

Wealth index
Poorest
Poorer
Middle
Richer
Richest

Unadjusted
OR (95%CI)

1
0.92 (0.73-1.16)
0.64 (0.50-0.82)
0.31 (0.12-0.76)

1
1.30 (0.92-1.83)
1.32 (0.93-1.87)
1.35 (0.94-1.94))
1.28 (0.89-1.85)
1.82 (1.27-2.60)
1.36 (0.91-2.02)

1
0.87 (0-72-1.05)

1
0.91 (0.70-1.19)
0.87 (0.66-1.14)
0.68 (0.50-0.90)
0.47 (0.32-0.69)

Depression

P-value

0.50
<0.001
0.011

0.13
0.11
0.09
0.17
<0.001
0.12

0.16

0.51

0.34

0.009
<0.001

OR= Odd ratio, Cl= Confidence interval, 1= Reference

Adjusted
OR (95%CI)

1
1.03 (0.79-1.34)
0.81 (0.60-1.09)
0.43 (0.17-1.10)

1
1.34 (0.95-1.90)
1.37 (0.96-1.94)
1.36 (0.94-1.97)
1.23 (0.83-1.82)
1.71(1.16-2.54)
1.03 (0.84-1.26)

1
1.03 (0.84-1.26)

1
0.91 (0.69-1.20)
0.87 (0.66-1.15)
0.70 (0.52-0.95)
0.53 (0.35-0.81)

value

0.79
0.17
0.08

0.08
0.07
0.10
0.28
0.007
0.26

0.77

0.52
0.35
0.02
0.003
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6.0 Discussion

6.1 Key findings

The aim of the study was to determine whether education level is associated with anxiety and
depression among women aged between 15-49 years in Nepal. The results from this study
found that 22% and 6% of women in Nepal had anxiety and depression respectively. The
level of education (secondary and higher) of women was significantly associated with
anxiety. There was no significant association between education level and depression. The
regression analysis showed that higher the education women had, the less likely they were to
have anxiety, whereas the education level did not significantly impact the likelihood of

having depression among women in Nepal.

6.2 Result discussion

The results from this study have been consistent with previous studies in Nepal, where
women with higher level of education were less likely to have anxiety (31). A study in Nepal
found that women who were uneducated had a higher prevalence of anxiety compared to
educated women (67). However, for the logistic regression analysis, the same study did not
show a significant association between education and anxiety. A possible explanation to this
could be the categorization of education which may have not captured the impact of
education on mental health. Another study found that higher level of education is
significantly associated with anxiety and that women with higher level of education have
lower chances to anxiety (54) In the current study there was an association between the age
(20-24, 40-44, 45-49) of women and anxiety, where women in these age groups had a higher
likelihood of anxiety compared women aged 15-19. A study found results in consistent with
this study, where women between the age group of 40-49 had high rate of anxiety (31).
Women belonging to the richest wealth index had a lower likelihood of anxiety compared to
women with the poorest, which is similar to the findings from this study (31). In comparison
to previous studies, it is evident that education has an association with anxiety among
women. The results signify the importance of education. Higher level of education can offer
the opportunity to develop interventions which can be implied to reduce rate of anxiety.
Further, higher education level can help eradicate the existing barriers of mental health such
as cultural beliefs and stigma. Through education, individuals can create awareness among

the community about mental health which can increase mental health literacy and allow
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individuals to seek care for their mental illness. A change today will have an effect in the

future, which can reduce the rate of anxiety among older women as they will be more aware.

In this study, level of education was not significantly associated with depression. The results
from this study differ from previous studies. A study in Nepal, found a significant association
between education level and depression (31). A study from Slovenia found significant
association between education level and depression, where women with low level of
education had a significant high score in depressive symptoms (68). A study conducted in
India found significant association between education and depression in women belonging to
the rural area of Ludhiana (69) Another study found a significant association between low
education level and depression (55). A possible explanation to why previous studies have
found a significant association between education and depression and not this study could be
that other relevant sociodemographic factors such as marital and employment status were not
selected and controlled for in this study which could have influenced the results. A previous
study found that factors such as race, marital status play an important role in the relationship
between education level and depression and are more likely to be related to depressive
symptoms (70). Another possible explanation to there not being a significant association
between education level and depression could be that the selected confounders did not have a
strong impact on the relationship between education level and depression in this study’s

sample, and therefore, education did not significantly influence the risk of depression.

The education system of Nepal has made improvements with an increase in their health
literacy, however there are still challenges which need to be addressed to achieve universal
completion. The high drop rate among women in Nepal is a cause of concern and a factor
contributing to the rise of anxiety and depression. There is a pattern in Nepal, where an
average attendance rate for girls in basic education was 76% which decreased to 49% in
secondary education. The results differed a bit from this study, where for every increase in
education level, the percentage of women increased, however, there was a decrease in the
number of women who had education between the secondary and higher level. A possible
explanation to this result could be different settings and the age of the participants. The
reason for low girls’ attendance can be cultural beliefs and patriarchy system. Education for
girls is seen to be “meaningless” since they have to get married or as “spoiling” girls before

marriage (71).
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6.4 Methodological discussion

6.4.1 Internal validity

The data used for this study was collected by well-trained trainers who had experience on
working with previous NDHS household surveys and had the ability to speak the three local
languages: Nepali, Maithili, and Bhojpuri. Since the trainers had experience from the past of
collecting data, it can confirm that improvements were made to avoid casualties made
previously. Moreover, the field staff had proper training facilitated by the New ERA research
team which focused on the technical content of the questionnaires. This results in good data
quality which increases the validity of the study. Since the trainers could speak the local
language there was no language barrier during the interviews, which reduces the chances for
miscommunication between the trainers and participants, hence increasing the validity of the
study. However, since mental health survey is included for the first time in the NDHS, there
could have been potential barriers when collecting data for anxiety and depression symptoms

which could have affected the results.

The exposure (level of education) was measured through a question which has been used in
the DHS program for a period, confirming the accuracy of the survey, thus increasing the
validity. In this study, anxiety and depression were self-reported which could affect the
validity of the study as it is not easy to measure self-reported depression. The validity of the
study could have increased if clinician rated tools were also included, however self-report
instruments play an important role in psychiatric research (72). However, the instruments
used to measure anxiety i.e. GAD-7 and PHQ-9 are reliable initial screening tools used in
many studies to assess the severity of anxiety and depression, increasing the validity of the
study (73-75). Half of the participants were excluded from this study during data cleaning
due to not having answered GAD-7 or PHQ-9, or answered, “don’t know” or “refused to
answer”, decreasing the validity. The questionnaires included questions regarding the
participants feeling/behaviour felt in the past last two weeks, which can lead to possibility of
recall bias. The covariates used in this study were selected after being evident in previous

studies to maintain the quality of the data.

6.4.2 External validity
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The study used nationally representative data, so the results from this study could be
generalized in Nepal and similar settings. The study contributes to the knowledge about
association between the level of education with anxiety and depression among women in

Nepal. The results can be used for further research on this topic in Nepal and other LMICs.

6.4.3 Strengths

The data used for this study was collected from the DHS, which is a reliable data resource,
confirming the reliability of the results obtained from this study. The data collected was
nationally representative since the data was collected from different parts of Nepal. Another
strength is that the women’s questionnaire has a high response rate of 97%. There are few
studies that have focused on the mental health of women and specifically on the association
between education and mental disorders. This study gives an insight into the topic of mental
health in Nepal. This study also allows for further research on Nepal's issue to provide mental

health services.

6.4.4 Limitations

This study is a cross-sectional study; therefore, it was not possible to establish a causal
relationship between the outcome and exposure variables. Secondly, GAD-7 and PHQ-9 were
included for the first time in the national survey which could have led to some errors during
the data collection, affecting the accuracy of the results. Thirdly, the participants may not
have understood the importance of the questions due to the low rate of mental health literacy
and due to stigmatization of mental health, which could have led to underreporting and
inaccuracy of the results. Furthermore, the study used secondary data which limits the

influence of the author on the data collection process and the actual data.

6.5 Importance of the results

The rising rate of mental disorders such as anxiety and depression among women in LMICs
including Nepal is a global health challenge that needs to be addressed. Education level
(secondary and higher) is associated with anxiety, where women tend to have anxiety due to
low education. Education had no significant association with depression in this study;
however, several studies have shown significant association. The number of women with
anxiety or depression could be higher in Nepal, as women may not speak about their mental
illness due to the presence of stigma and discrimination in the society. The results from this
study emphasize on the importance of having education as the base and how different

36



sociodemographic factors have an impact on mental disorders and may contribute in reducing
the rate of anxiety and depression in women. However due to different barriers, education for
girls is not prioritised. The results from this are a step towards changes in the society by
making education compulsory for all girls, allowing them to be independent and increase

mental health literacy.

The results from this study signify the importance of further research on mental health of
women in Nepal, which can lead to the implication of effective interventions promoting
education and mental health of women in the society. Moreover, further research will play a
role in increasing the number of mental health professionals. This will lead to the adaptation
of mental health services and increase healthcare centres, specifically in rural areas, where
80% of the Nepalese population resides. Further, it can reduce the gap between knowledge of
mental health and seeking treatment which is necessary to reduce rate of anxiety and
depression among women. The study will also give an insight to the statistics of mental
illness among women, thus can be used as evidence for upcoming interventions and to step

closer to achieving the SDG target 3.4.

7.0 Conclusion

In conclusion, about 22% and 6% of women aged between 15-49 years have anxiety and
depressive symptoms in Nepal, respectively. There is a significant association between
secondary and higher level of education and anxiety. Women with lower education level are
more likely to have anxiety. There was no significant association between education level and

depression among women in Nepal.

The study provided an insight into the topic of education and mental disorders in Nepal

which can be beneficial to develop effective interventions to promote mental health. The
study’s findings will contribute to acknowledging the importance of prioritizing women's
education and how education can be used as a preventive measure against anxiety. Even

though the Nepalese government has tried implying different campaigns to reduce mental
health burden, they have not succeeded. Further research on this topic is needed with the
inclusion of other socio-demographic factors to further understand how education can be

associated to anxiety and depression. This which will allow the implementation of public
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health interventions, such as surveillance, where data is collected to see the mental health
trend and imply different strategies to increase the mental health sector and mental health
professionals. This will further contribute to combating mental illness and reduce the burden

of mental health illness in Nepal among women.
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9.0 Annex

9.1  Statistical software output tables

Age in 5-year groups

Cumulative
Frequency Percent Valid Percent Percent
Valid  15-19 1379 18,5 18,5 18,5
20-24 1295 17,4 17,4 36,0
25-29 1190 16,0 16,0 52,0
30-34 1032 13,9 13,9 65,9
35-39 998 13,4 13,4 79,3
40-44 821 11,0 11,0 90,3
45-49 720 9,7 9,7 100,0
Total 7435 100,0 100,0
Type of place of residence
Cumulative
Frequency  Percent  Valid Percent Percent
Valid  Urban 4013 54,0 54,0 54,0
Rural 3422 46,0 46,0 100,0
Total 7435 100,0 100,0
Wealth index combined
Cumulative
Frequency  Percent  Valid Percent Percent
Valid  Poorest 2035 27,4 27,4 27,4
Poorer 1463 19,7 19,7 47,0
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Middle 1460 19,6 19,6 66,7
Richer 1453 19,5 19,5 86,2
Richest 1024 13,8 13,8 100,0
Total 7435 100,0 100,0
Highest educational level
Cumulative
Frequency  Percent  Valid Percent Percent
Valid  No education 2030 27,3 27,3 27,3
Basic 2368 31,8 31,8 59,2
Secondary 2823 38,0 38,0 97,1
Higher 214 2,9 2,9 100,0
Total 7435 100,0 100,0
Last 2 weeks: feeling nervous, anxious, on edge
Cumulative
Frequency  Percent = Valid Percent Percent
Valid  Never 3786 50,9 50,9 50,9
Rarely 2705 36,4 36,4 87,3
Often 671 9,0 9,0 96,3
Always 273 3,7 3,7 100,0
Total 7435 100,0 100,0

Last 2 weeks: not able to stop/control worrying

Cumulative
Frequency = Percent  Valid Percent Percent
Valid  Never 5732 77,1 77,1 77,1
Rarely 1244 16,7 16,7 93,8
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Often 346 4,7 4,7 98,5
Always 113 1,5 1,5 100,0
Total 7435 100,0 100,0
Last 2 weeks: worrying about things
Cumulative
Frequency = Percent  Valid Percent Percent
Valid  Never 4069 54,7 54,7 54,7
Rarely 2504 33,7 33,7 88,4
Often 658 8,9 8,9 97,3
Always 204 2,7 2,7 100,0
Total 7435 100,0 100,0
Last 2 weeks: trouble relaxing
Cumulative
Frequency = Percent  Valid Percent Percent
Valid  Never 5156 69,3 69,3 69,3
Rarely 1731 23,3 23,3 92,6
Often 407 5,5 5,5 98,1
Always 141 1,9 1,9 100,0
Total 7435 100,0 100,0
Last 2 weeks: restless and hard to sit still
Cumulative
Frequency  Percent  Valid Percent Percent
Valid  Never 5803 78,0 78,0 78,0
Rarely 1223 16,4 16,4 94,5
Often 318 4,3 4,3 98,8
Always 91 1,2 1,2 100,0
Total 7435 100,0 100,0

Last 2 weeks: become easily annoyed/irritable

45



Cumulative

Frequency  Percent  Valid Percent Percent
Valid  Never 3286 44,2 44,2 44,2
Rarely 3145 42,3 42,3 86,5
Often 791 10,6 10,6 97,1
Always 213 2,9 2,9 100,0
Total 7435 100,0 100,0

Last 2 weeks: feeling afraid as something awful might happen

Cumulative
Frequency = Percent  Valid Percent Percent
Valid  Never 4927 66,3 66,3 66,3
Rarely 1941 26,1 26,1 92,4
Often 458 6,2 6,2 98,5
Always 109 1,5 1,5 100,0
Total 7435 100,0 100,0
Last 2 weeks: little interest/pleasure in doing things
Cumulative
Frequency  Percent  Valid Percent Percent
Valid  Never 5322 71,6 71,6 71,6
Rarely 1564 21,0 21,0 92,6
Often 435 59 59 98,5
Always 114 1,5 1,5 100,0
Total 7435 100,0 100,0
Last 2 weeks: feeling down, depressed or hopeless
Cumulative
Frequency = Percent  Valid Percent Percent
Valid  Never 4872 65,5 65,5 65,5
Rarely 1957 26,3 26,3 91,8
Often 484 6,5 6,5 98,4
Always 122 1,6 1,6 100,0
Total 7435 100,0 100,0

Last 2 weeks: trouble falling asleep or sleeping too much
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Cumulative

Frequency  Percent  Valid Percent Percent
Valid  Never 5121 68,9 68,9 68,9
Rarely 1757 23,6 23,6 92,5
Often 428 5,8 5,8 98,3
Always 129 1,7 1,7 100,0
Total 7435 100,0 100,0
Last 2 weeks: feeling tired or having little energy
Cumulative
Frequency = Percent  Valid Percent Percent
Valid  Never 4654 62,6 62,6 62,6
Rarely 2152 28,9 28,9 91,5
Often 508 6,8 6,8 98,4
Always 121 1,6 1,6 100,0
Total 7435 100,0 100,0
Last 2 weeks: poor appetite or overeating
Cumulative
Frequency  Percent  Valid Percent Percent
Valid  Never 5311 71,4 71,4 71,4
Rarely 1714 23,1 23,1 94,5
Often 336 4,5 4,5 99,0
Always 74 1,0 1,0 100,0
Total 7435 100,0 100,0

Last 2 weeks: feeling bad about yourself, you are a failure or let yourself

or family down

Cumulative
Frequency  Percent  Valid Percent Percent
Valid  Never 6495 87,4 87,4 87,4
Rarely 702 9,4 9,4 96,8
Often 187 2,5 2,5 99,3
Always 51 N N 100,0
Total 7435 100,0 100,0
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Last 2 weeks: trouble concentrating in reading or watching TV

Cumulative
Frequency = Percent  Valid Percent Percent
Valid  Never 5915 79,6 79,6 79,6
Rarely 1212 16,3 16,3 95,9
Often 254 3,4 3,4 99,3
Always 54 4 4 100,0
Total 7435 100,0 100,0

Last 2 weeks: moving/speaking slowly or moving around a lot more than

usual
Cumulative
Frequency  Percent  Valid Percent Percent

Valid  Never 6614 89,0 89,0 89,0

Rarely 645 8,7 8,7 97,6

Often 144 1,9 1,9 99,6

Always 32 4 4 100,0

Total 7435 100,0 100,0

Last 2 weeks: thoughts of better off dead or hurting yourself
Cumulative
Frequency  Percent  Valid Percent Percent

Valid  Never 6888 92,6 92,6 92,6

Rarely 423 5,7 5,7 98,3

Often 94 1,3 1,3 99,6

Always 30 4 4 100,0

Total 7435 100,0 100,0

Anxietyrecode
Cumulative
Frequency = Percent  Valid Percent Percent

Valid No 5784 77,8 77,8 77,8

Yes 1653 22,2 22,2 100,0

Total 7437 100,0 100,0
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Depressionrecode

Cumulative
Frequency  Percent  Valid Percent Percent
Valid No 6995 94,1 94,1 94,1
Yes 442 5,9 5,9 100,0
Total 7437 100,0 100,0

Highest educational level * Anxiety recode Crosstabulation

Anxiety recode

No Yes Total
Highest educational level ~ No education  Count 1496 534 2030
% within Highest educational 73,7% 26,3% 100,0%
level
% within Anxiety recode 25,9% 32,3% 27,3%
Basic Count 1816 552 2368
% within Highest educational 76,7% 23,3% 100,0%
level
% within Anxiety recode 31,4% 33,4% 31,8%
Secondary Count 2289 534 2823
% within Highest educational 81,1% 18,9% 100,0%
level
% within Anxiety recode 39,6% 32,3% 38,0%
Higher Count 183 31 214
% within Highest educational 85,5% 14,5% 100,0%
level
% within Anxiety recode 3,2% 1,9% 2,9%
Total Count 5784 1651 7435
% within Highest educational 77,8% 22,2% 100,0%
level
% within Anxiety recode 100,0% 100,0% 100,0%
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Chi-Square Tests

Asymptotic
Significance (2-
Value df sided)
Pearson Chi-Square 46,4928 3 <,001
Likelihood Ratio 47,127 3 <,001
Linear-by-Linear Association 45,956 1 <,001
N of Valid Cases 7435

a. 0 cells (,0%) have expected count less than 5. The minimum expected

count is 47,52.

Age in 5-year groups * Anxiety recode Crosstabulation

Anxiety recode

No Yes Total
Age in 5-year 15-19 Count 1141 238 1379
groups % within Age in 5-year 82,7% 17,3%  100,0%
groups
% within Anxiety recode 19,7% 14,4% 18,5%
20-24 Count 1000 295 1295
% within Age in 5-year 77,2% 22,8%  100,0%
groups
% within Anxiety recode 17,3% 17,9% 17,4%
25-29 Count 934 256 1190
% within Age in 5-year 78,5% 21,5%  100,0%
groups
% within Anxiety recode 16,1% 15,5% 16,0%
30-34 Count 805 227 1032
% within Age in 5-year 78,0% 22,0%  100,0%
groups
% within Anxiety recode 13,9% 13,7% 13,9%
35-39 Count 774 224 998
% within Age in 5-year 77,6% 22,4%  100,0%
groups
% within Anxiety recode 13,4% 13,6% 13,4%
40-44 Count 598 223 821
% within Age in 5-year 72,8% 27,2%  100,0%
groups
% within Anxiety recode 10,3% 13,5% 11,0%
45-49 Count 532 188 720
% within Age in 5-year 73,9% 26,1%  100,0%

groups
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% within Anxiety recode 9,2% 11,4% 9,7%
Total Count 5784 1651 7435
% within Age in 5-year 77,8% 22,2%  100,0%
groups
% within Anxiety recode 100,0%  100,0%  100,0%
Chi-Square Tests
Asymptotic
Significance (2-
Value df sided)
Pearson Chi-Square 38,2042 6 <,001
Likelihood Ratio 38,595 6 <,001
Linear-by-Linear Association 27,482 1 <,001
N of Valid Cases 7435
a. 0 cells (,0%) have expected count less than 5. The minimum expected
count is 159,88.
Type of place of residence * Anxiety recode Crosstabulation
Anxiety recode
No Yes Total
Type of place of Urban Count 3123 890 4013
residence % within Type of place of 77,8% 22,2%  100,0%
residence
% within Anxiety recode 54,0% 53,9% 54,0%
Rural  Count 2661 761 3422
% within Type of place of 77,8% 22,2%  100,0%
residence
% within Anxiety recode 46,0% 46,1% 46,0%
Total Count 5784 1651 7435
% within Type of place of 77,8% 22,2%  100,0%
residence
% within Anxiety recode 100,0%  100,0%  100,0%




Chi-Square Tests

Asymptotic
Significance (2-  Exact Sig. (2- Exact Sig. (1-
Value df sided) sided) sided)

Pearson Chi-Square ,0042 1 ,950

Continuity Correction® ,001 1 972

Likelihood Ratio ,004 1 ,950

Fisher's Exact Test ,955 ,486
Linear-by-Linear Association ,004 1 ,950

N of Valid Cases 7435

a. 0 cells (,0%) have expected count less than 5. The minimum expected count is 759,88.
b. Computed only for a 2x2 table
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Wealth index combined * Anxiety recode Crosstabulation

Anxiety recode

No Yes Total
Wealth index combined Poorest  Count 1558 477 2035
% within Wealth index 76,6% 23,4% 100,0%
combined
% within Anxiety recode 26,9% 28,9% 27,4%
Poorer Count 1114 349 1463
% within Wealth index 76,1% 23,9% 100,0%
combined
% within Anxiety recode 19,3% 21,1% 19,7%
Middle  Count 1112 348 1460
% within Wealth index 76,2% 23,8% 100,0%
combined
% within Anxiety recode 19,2% 21,1% 19,6%
Richer Count 1151 302 1453
% within Wealth index 79,2% 20,8% 100,0%
combined
% within Anxiety recode 19,9% 18,3% 19,5%
Richest  Count 849 175 1024
% within Wealth index 82,9% 17,1% 100,0%
combined
% within Anxiety recode 14,7% 10,6% 13,8%
Total Count 5784 1651 7435
% within Wealth index 77,8% 22,2% 100,0%
combined
% within Anxiety recode 100,0% 100,0% 100,0%
Chi-Square Tests
Asymptotic
Significance (2-
Value df sided)
Pearson Chi-Square 23,5562 <,001
Likelihood Ratio 24,461 <,001
Linear-by-Linear Association 15,826 <,001
N of Valid Cases 7435

a. 0 cells (,0%) have expected count less than 5. The minimum expected
count is 227,39.
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Highest educational level * Depression recode Crosstabulation

Depression recode

No Yes Total
Highest educational level ~ No education  Count 1885 145 2030
% within Highest educational 92,9% 7,1% 100,0%
level
% within Depression recode 27,0% 32,9% 27,3%
Basic Count 2211 157 2368
% within Highest educational 93,4% 6,6% 100,0%
level
% within Depression recode 31,6% 35,6% 31,8%
Secondary Count 2689 134 2823
% within Highest educational 95,3% 4,7% 100,0%
level
% within Depression recode 38,4% 30,4% 38,0%
Higher Count 209 5 214
% within Highest educational 97,7% 2,3% 100,0%
level
% within Depression recode 3,0% 1,1% 2,9%
Total Count 6994 441 7435
% within Highest educational 94,1% 5,9% 100,0%
level
% within Depression recode 100,0% 100,0% 100,0%
Chi-Square Tests
Asymptotic
Significance (2-
Value df sided)
Pearson Chi-Square 19,4692 3 <,001
Likelihood Ratio 20,985 3 <,001
Linear-by-Linear Association 17,537 1 <,001
N of Valid Cases 7435

a. 0 cells (,0%) have expected count less than 5. The minimum expected

count is 12,69.
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Age in 5-year groups * Depression recode Crosstabulation

Depression recode

No Yes Total
Age in 5-year groups  15-19  Count 1316 63 1379
% within Age in 5-year 95,4% 4,6% 100,0%
groups
% within Depression recode 18,8% 14,3% 18,5%
20-24  Count 1219 76 1295
% within Age in 5-year 94,1% 5,9% 100,0%
groups
% within Depression recode 17,4% 17,2% 17,4%
25-29  Count 1119 71 1190
% within Age in 5-year 94,0% 6,0% 100,0%
groups
% within Depression recode 16,0% 16,1% 16,0%
30-34  Count 969 63 1032
% within Age in 5-year 93,9% 6,1% 100,0%
groups
% within Depression recode 13,9% 14,3% 13,9%
35-39  Count 940 58 998
% within Age in 5-year 94,2% 5,8% 100,0%
groups
% within Depression recode 13,4% 13,2% 13,4%
40-44  Count 755 66 821
% within Age in 5-year 92,0% 8,0% 100,0%
groups
% within Depression recode 10,8% 15,0% 11,0%
45-49  Count 676 44 720
% within Age in 5-year 93,9% 6,1% 100,0%
groups
% within Depression recode 9,7% 10,0% 9,7%
Total Count 6994 441 7435
% within Age in 5-year 94,1% 5,9% 100,0%
groups
% within Depression recode 100,0% 100,0% 100,0%
Chi-Square Tests
Asymptotic
Significance (2-
Value df sided)
Pearson Chi-Square 11,2612 6 ,081
Likelihood Ratio 11,016 6 ,088
Linear-by-Linear Association 5,713 1 ,017
N of Valid Cases 7435




a. 0 cells (,0%) have expected count less than 5. The minimum expected

countis 42,71.

Type of place of residence * Depression recode Crosstabulation

Depression recode

No Yes Total
Type of place of Urban Count 3789 224 4013
residence % within Type of place 94,4% 5,6% 100,0%
of residence
% within Depression 54,2%  50,8%  54,0%
recode
Rural Count 3205 217 3422
% within Type of place 93,7% 6,3% 100,0%
of residence
% within Depression 458%  49,2% 46,0%
recode
Total Count 6994 441 7435
% within Type of place 94,1% 5,9% 100,0%
of residence
% within Depression 100,0% 100,0% 100,0%
recode
Chi-Square Tests
Asymptotic
Significance  Exact Sig. (2- Exact Sig. (1-
Value df (2-sided) sided) sided)
Pearson Chi-Square 1,909? 1 ,167
Continuity Correction® 1,776 1 ,183
Likelihood Ratio 1,904 1 ,168
Fisher's Exact Test ,168 ,091
Linear-by-Linear 1,909 1 ,167
Association
N of Valid Cases 7435

a. 0 cells (,0%) have expected count less than 5. The minimum expected count is 202,97.

b. Computed only for a 2x2 table
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Wealth index combined * Depression recode Crosstabulation

Depression recode

No Yes Total
Wealth index combined  Poorest  Count 1890 145 2035
% within Wealth index 92,9% 7,1% 100,0%
combined
% within Depression recode 27,0% 32,9% 27,4%
Poorer  Count 1367 96 1463
% within Wealth index 93,4% 6,6% 100,0%
combined
% within Depression recode 19,5% 21,8% 19,7%
Middle  Count 1368 92 1460
9% within Wealth index 93,7% 6,3% 100,0%
combined
% within Depression recode 19,6% 20,9% 19,6%
Richer  Count 1381 72 1453
% within Wealth index 95,0% 5,0% 100,0%
combined
% within Depression recode 19,7% 16,3% 19,5%
Richest Count 988 36 1024
% within Wealth index 96,5% 3,5% 100,0%
combined
% within Depression recode 14,1% 8,2% 13,8%
Total Count 6994 441 7435
% within Wealth index 94,1% 5,9% 100,0%
combined
% within Depression recode 100,0% 100,0% 100,0%

Chi-Square Tests

Asymptotic
Significance (2-
Value df sided)
Pearson Chi-Square 19,7912 4 <,001
Likelihood Ratio 21,329 <,001
Linear-by-Linear Association 18,116 <,001
N of Valid Cases 7435

a. 0 cells (,0%) have expected count less than 5. The minimum expected

count is 60,74.
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Variables in the Equation

95% C.l.for
EXP(B)
B S.E. Wald df Sig. Exp(B)  Lower Upper
Step 12 Highest educational 46,044 3 <,001
level
Highest educational -,161 ,070 5,266 1 ,022 ,852 742 977
level(1)
Highest educational -,425 ,070 37,293 1 <,001 ,654 ,570 ,749
level(2)
Highest educational -, 745 ,201 13,798 1 <,001 475 ,320 ,703
level(3)
Constant -1,030 ,050 417,620 1 <,001 ,357
a. Variable(s) entered on step 1: Highest educational level.
Variables in the Equation
95% C.I.for
EXP(B)
B S.E. Wald df Sig. Exp(B) Lower  Upper
Step  Age in 5-year 37,858 6 <,001
12 groups
Age in 5-year ,347 ,097 12,689 1 <,001 1,414 1,169 1,711
groups(1)
Age in 5-year 273 ,100 7,417 1 ,006 1,314 1,080 1,599
groups(2)
Age in 5-year ,301 ,104 8,475 1 ,004 1,352 1,104 1,656
groups(3)
Age in 5-year ,327 ,104 9,897 1 ,002 1,387 1,131 1,701
groups(4)
Age in 5-year ,581 ,106 30,043 1 <,001 1,788 1,452 2,201
groups(5)
Age in 5-year ,527 111 22,638 1 <001 1,694 1,363 2,105
groups(6)
Constant -1,567 ,071 483,785 1 <,001 ,209

a. Variable(s) entered on step 1: Age in 5-year groups.
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Variables in the Equation

95% C.l.for
EXP(B)
B S.E. Wald df Sig. Exp(B) Lower  Upper

Step 12 Type of place of -,004 ,056 ,004 1 ,950 ,997 ,893 1,112

residence(1)

Constant -1,252 ,041 927,334 1 <,001 ,286
a. Variable(s) entered on step 1: Type of place of residence.

Variables in the Equation
95% C.l.for
EXP(B)
B S.E. Wald df Sig. Exp(B) Lower Upper

Step 12 Wealth index 23,373 4 <,001

combined

Wealth index ,023 ,081 ,081 1 775 1,023 874 1,198

combined(1)

Wealth index ,022 ,081 ,074 1 ,786 1,022 873 1,197

combined(2)

Wealth index -,154 ,083 3,442 1 ,064 ,857 ,728 1,009

combined(3)

Wealth index -,396 ,098 16,253 1 <,001 ,673 ,555 ,816

combined(4)

Constant -1,184 ,052 511,637 1 <,001 ,306

a. Variable(s) entered on step 1: Wealth index combined.
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Variables in the Equation

95% C.l.for
EXP(B)
B S.E. Wald df Sig. Exp(B) Lower Upper
Step  Age in 5-year groups 22,923 6 <001
s Age in 5-year ,363 ,098 13,829 1 <001 1438 1,188 1,742
groups(1)
Age in 5-year 278 102 7,482 1 ,006 1,320 1,082 1,611
groups(2)
Age in 5-year ,270 ,107 6,387 1 011 1,310 1,062 1,615
groups(3)
Age in 5-year ,252 111 5,169 1 ,023 1,287 1,035 1,600
groups(4)
Age in 5-year 479 116 16,952 1 <,001 1,614 1,285 2,027
groups(5)
Age in 5-year 417 122 11,636 1 <001 1518 1,194 1,929
groups(6)
Type of place of ,103 ,060 2,972 1 ,085 1,109 ,986 1,247
residence(1)
Highest educational 13,772 3 ,003
level
Highest educational -,051 ,077 ,430 1 ,512 ,951 ,817 1,106
level(1)
Highest educational -,250 ,088 8,135 1 ,004 779 ,656 ,925
level(2)
Highest educational -,533 212 6,348 1 ,012 ,587 ,388 ,888
level(3)
Wealth index 13,093 4 ,011
combined
Wealth index ,007 ,082 ,007 1 ,932 1,007 ,858 1,182
combined(1)
Wealth index ,014 ,082 ,029 1 864 1,014 ,863 1,192
combined(2)
Wealth index -,135 ,088 2,371 1 124 874 736 1,037
combined(3)
Wealth index -,339 111 9,300 1 ,002 712 ,573 ,886
combined(4)
Constant -1,406 ,107 173,291 1 <001 ,245

a. Variable(s) entered on step 1: Age in 5-year groups, Type of place of residence, Highest educational level,
Wealth index combined.
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Variables in the Equation

95% C.l.for
EXP(B)
B S.E. Wald df Sig. Exp(B) Lower  Upper
Step  Highest educational 18,831 3 <001
12 level
Highest educational -,080 ,119 ,449 1 ,503 ,923 731 1,16¢
level(1)
Highest educational -,434 124 12,350 1 <001 ,648 ,509 ,82¢
level(2)
Highest educational -1,168 ,461 6,428 1 ,011 311 ,126 767
level(3)
Constant -2,565 ,086 885,811 1 <001 077
a. Variable(s) entered on step 1: Highest educational level.
Variables in the Equation
95% C.l.for
EXP(B)
B S.E. Wald df Sig. Exp(B) Lower  Upper
Step  Age in 5-year 11,118 6 ,085
12 groups
Age in 5-year ,264 175 2,280 1 131 1,302 ,924 1,835
groups(1)
Age in 5-year ,282 178 2,510 1 113 1,325 ,935 1,878
groups(2)
Age in 5-year ,306 ,183 2,794 1 ,095 1,358 ,949 1,945
groups(3)
Age in 5-year ,254 187 1,843 1 175 1,289 ,894 1,859
groups(4)
Age in 5-year ,602 ,182 10,951 1 <001 1,826 1,278 2,609
groups(5)
Age in 5-year ,307 202 2,311 1 ,128 1,360 ,915 2,020
groups(6)
Constant -3,039 ,129 555,336 1 <001 ,048

a. Variable(s) entered on step 1: Age in 5-year groups.
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Variables in the Equation

95% C.l.for
EXP(B)
B S.E. Wald df Sig. Exp(B) Lower  Upper

Step  Type of place of -,136 ,098 1,907 1 ,167 ,873 ,720 1,059
12 residence(1)

Constant -2,693 ,070 1473,47 1 ,000 ,068

2
a. Variable(s) entered on step 1: Type of place of residence.
Variables in the Equation
95% C.l.for
EXP(B)
B S.E. Wald df Sig. Exp(B) Lower  Upper

Step  Wealth index 19,280 4 <001
12 combined

Wealth index -,088 ,136 421 1 ,516 ,915 ,701 1,196

combined(1)

Wealth index -,132 ,138 ,912 1 ,340 877 ,669 1,149

combined(2)

Wealth index -,386 148 6,771 1 ,009 ,680 ,508 ,909

combined(3)

Wealth index -, 745 ,190 15,308 1 <001 AT75 327 ,690

combined(4)

Constant -2,568 ,086 887,809 1 <001 ,077

a. Variable(s) entered on step 1: Wealth index combined.
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Variables in the Equation

95% C.l.for
EXP(B)
B S.E. Wald df Sig. Exp(B) Lower  Upper
Step  Age in 5-year groups 8,428 6 ,208
18 Age in 5-year ,299 176 2,896 1 ,089 1,348 ,956 1,902
groups(1)
Age in 5-year ,315 ,180 3,078 1 ,079 1,370 ,964 1,949
groups(2)
Age in 5-year ,309 ,189 2,678 1 ,102 1,362 ,941 1,971
groups(3)
Age in 5-year ,214 199 1,157 1 282 1,238 ,839 1,828
groups(4)
Age in 5-year ,540 ,200 7,287 1 ,007 1,717 1,160 2,542
groups(5)
Age in 5-year ,245 222 1,226 1 268 1,278 ,828 1,974
groups(6)
Type of place of ,030 ,104 ,083 1 773 1,030 ,840 1,264
residence(1)
Highest educational 6,287 3 ,098
level
Highest educational ,034 ,132 ,067 1 ,796 1,035 ,799 1,340
level(1)
Highest educational -,209 ,154 1,845 1 174 ,811 ,600 1,097
level(2)
Highest educational -,834 476 3,072 1 ,080 434 171 1,104
level(3)
Wealth index 11,037 4 ,026
combined
Wealth index -,088 ,138 ,408 1 ,523 ,916 ,698 1,200
combined(1)
Wealth index -,129 ,140 847 1 ,357 ,879 ,668 1,157
combined(2)
Wealth index -,348 ,156 5,020 1 ,025 ,706 ,520 ,957
combined(3)
Wealth index -,623 211 8,750 1 ,003 ,536 ,355 ,810
combined(4)
Constant -2,796 ,187 224,133 1 <001 ,061

a. Variable(s) entered on step 1: Age in 5-year groups, Type of place of residence, Highest educational level,

Wealth index combined.
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9.2. Questionnaires

GAD (ANXIETY) CODES:

CODE '7' (RF) REFUSED TO ANSWER
CODE '8' (DK) DON'T KNOW

The next questions are about how you have been
feeling during the last 2 weeks. Over the last 2
weeks, how often have you been bothered by the
following problems? Would you say never, rarely,
often, or always?

1) Feeling nervous, anxious or on edge?
Would you say never, rarely, often, or always?

2) Not being able to stop or control worrying?

IF NECESSARY ASK: Would you say never,
rarely, often, or always?

3) Worrying too much about different things?

IF NECESSARY ASK: Would you say never,
rarely, often, or always?

4

=

Trouble relaxing?

IF NECESSARY ASK: Would you say never,
rarely, often, or always?

5) Being so restless that it is hard to sit still?

IF NECESSARY ASK: Would you say never,
rarely, often, or always?

6

—

Becoming easily annoyed or irritable?

IF NECESSARY ASK: Would you say never,
rarely, often, or always?

7

—

IF NECESSARY ASK: Would you say never,
rarely, often, or always?

Feeling afraid as if something awful might happen?

NEVER RARELY OFTEN AL- | RF DK
WAYS
1) 0 1 2 3 7 8
2) 0 1 2 3 7 8
3 0 1 2 3 7 8
4 0 1 2 3 7 8
5 0 1 2 3 7 8
6) 0 1 2 3 7 8
7) 0 1 2 3 7 8
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PHQ (DEPRESSION) CODES:

CODE '7" (RF) REFUSED TO ANSWER
CODE '8' (DK) DON'T KNOW

Over the last 2 weeks, how often have you been
bothered by the following problems? Would you say NEVER RARELY OFTEN AL- RF DK
never, rarely, often, or always? WAYS

1) Little interest or pleasure in doing things? 1) 0 1 2 3 7 8
Would you say never, rarely, often, or always?

2) Feeling down, depressed or hopeless? 2) 0 1 2 3 7 8

IF NECESSARY ASK: Would you say never,
rarely, often, or always?

3

—_—

Trouble falling asleep, staying asleep, or sleeping 3) 0 1 2 3 7 8
too much?

IF NECESSARY ASK: Would you say never,
rarely, often, or always?

4

—_—

Feeling tired or having little energy? 4) 0 1 2 3 7 8

IF NECESSARY ASK: Would you say never,
rarely, often, or always?

5

—

Poor appetite or overeating? 5) 0 1 2 3 7 8

IF NECESSARY ASK: Would you say never,
rarely, often, or always?

6

—

Feeling bad about yourself - or that you are a 6) 0 1 2 3 T 8
failure or have let yourself or your family down?

IF NECESSARY ASK: Would you say never,
rarely, often, or always?

7

—

Trouble concentrating on things, such as reading 7) 0 1 2 3 7 8
the newspaper or watching television?

IF NECESSARY ASK: Would you say never,
rarely, often, or always?

8

—

Moving or speaking so slowly that other people 8) 0 1 2 3 7 8
could have noticed. Or, the opposite - being so
fidgety or restless that you have been moving
around a lot more than usual?

IF NECESSARY ASK: Would you say never,
rarely, often, or always?

9

—

Thoughts that you would be better off dead or of 9) 0 1 2 3 T 8
hurting yourself in some way?

IF NECESSARY ASK: Would you say never,
rarely, often, or always?
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