
to have remained about
the same, the proportion
of female sterilizations
done in camps increased
by nearly eight percent-
age points over the five-
year period. This appar-
ent increase may reflect
the government’s recent
policy to promote mini-
laparotomy for female
sterilizations, because it
requires less equipment,
less sophisticated facili-
ties and less skilled sur-
geons than laparoscopy.

The remainder of our
analysis is based on the

817 women who were contraceptively ster-
ilized at either a hospital (N=445) or a
camp (N=372). (These two sources of ser-
vices constituted 85% of all female steril-
ization clients.) Among all clients who re-
ceived services in either of these two
settings, 24% received services less than
two years before the survey, another 30%
received services 2–5 years before the sur-
vey and the remaining 45% did so more
than five years prior to the survey.

Sterilization timing varied sharply by
season. Among camp clients, 93% obtained
services between mid-December and mid-
March, which are winter months follow-
ing the observance of important festivals
in Nepal. Between mid-March and mid-
June, fewer than 1% of camp clients were
sterilized, while 6% obtained services be-
tween mid-June and mid-December.

A slightly different pictures emerged
among hospital clients. Nearly 78% ob-
tained sterilization services between mid-
December and mid-March, while 6% were
sterilized between mid-March and mid-
June and 16% between mid-June and mid-
December. Differences in timing between
the two settings were highly significant
(p<.001). These differences may exist be-
cause having services available on a reg-
ular basis tends to minimize the seasonal
concentration of obtaining services. It may
also indicate that hospital services are typ-
ically available in more developed areas,
where there is less of a social and cultur-
al preference for undergoing elective
surgery only during winter months. Nev-
ertheless, it is evident from these data that
winter is the peak season for sterilization
services in Nepal. 

The overwhelming majority of steril-
ization clients lived in the Terai, a plains re-
gion in the south stretching east to west.
There were, however, significant differ-
ences between the two service delivery set-

Given the binary nature of the depen-
dent variable—services obtained from
hospital vs. camp settings—we have used
odds ratios, based on logistic regression,
to test the statistical significance of vari-
ables in both the bivariate and multivari-
ate analyses. The odds ratio represents the
gross effect of a variable in a bivariate
analysis and the net effect in a multivari-
ate analysis.5 In the binary dependent vari-
able, women who received services from
a camp were coded as one and those who
received services from a hospital were
coded as zero. Weighted data were used
for computing means and percentages of
the variables and estimating regression co-
efficients; unweighted data were used for
testing statistical significance in both bi-
variate and multivariate analyses. 

Results
Table 1 shows the percentage share of all
male and female sterilization services re-
ceived by the clients from major service
delivery sources. For comparison, we also
include data from a similar survey carried
out in 1991.6 Three main points emerge
from the data. 

First, camps continue to be a major
source of services in Nepal’s family plan-
ning program. As of 1996, about two out
of five (42%) of all sterilization clients (50%
of males and 39% of females) received ser-
vices from camps.

In addition, the private sector is be-
coming an important source of services.
Between 1991 and 1996, its share increased
by 4.6 times for vasectomy and by 3.8
times for female sterilization clients. This
emerging private-sector role may reflect
the government’s overall economic poli-
cy toward liberalization and privatization,
which was initiated in 1991.

Finally, while the relative share of vasec-
tomies performed in camp settings appears

ting (Table 2): Proportionately more clients
served at camps lived in the Terai than
those sterilized at a hospital (79% vs. 70%).
In addition, the majority of sterilization
clients were from rural areas. There were
significant differences between the two ser-
vice delivery settings, however: Only 6%
of those receiving services from camps
were from urban areas, compared with
14% of those receiving hospital services. 

Bivariate odds ratios for ecological re-
gion of residence and for urban-rural res-
idence were both statistically significant
(Table 2), indicating that sterilization
clients were more likely to be from the
Terai and less likely to be from urban
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Table 1. Percentage distribution of sterilization clients, by type of
service delivery, according to sex, 1991 and 1996

Type of Male Female
service

1991 1996 1991 1996delivery
(N=1,645) (N=433) (N=2,676) (N=963)

Public sector 93.1 81.6 97.5 87.3
Hospital 35.9 29.2 62.3 46.3
Camp 50.1 49.8 31.0 38.7
Other 7.1 2.6 4.2 2.3

Private sector 2.3 10.6 2.4 9.1

Unspecified 4.6 7.8 0.1 3.6

Total 100.0 100.0 100.0 100.0

Note: For 1996, public-sector hospital also includes district-level family planning and health clin-
ics. For 1991, camp includes health posts, since sterilizations are performed at a health post only
when a camp is organized. Unspecified includes “don't know” and missing responses.

Table 2. Percentage distribution of sterilized
women, by social and demographic character-
istics, according to type of service delivery,  1996

Characteristic Total Hospital Camp
(N=817) (N=445) (N=372)

Ecological region*
Mountain/hill 26.0 29.7 21.5
Terai (plain) 74.0 70.3 78.5

Residence†
Urban 10.5 14.0 6.4
Rural 89.5 86.0 93.6

Education‡
None 79.2 79.0 79.4
Primary 13.2 13.7 12.5
Secondary and higher 7.6 7.3 8.1

Age at sterilization§
15–24 24.6 24.9 24.1
25–29 35.9 33.5 38.9
30–34 20.5 24.7 15.5
35–39 14.2 14.2 14.2
40–49 4.8 2.7 7.3

No. of living children at sterilization**
1 0.4 0.6 0.3
2 11.0 10.8 11.1
3 26.0 25.2 26.9
4 23.2 22.8 23.7
≥5 39.4 40.6 38.0

No. and gender composition of living 
children at time of survey††
2 children

2 sons 10.3 9.2 11.5
1 son/1 daughter 4.4 4.5 4.3

3 children
3 sons 6.1 5.6 6.6
2 sons/1 daughter 20.5 18.9 22.4
1 son/2 daughters 5.9 6.5 5.1

4 children
3 sons/1 daughter 9.6 8.1 11.5
2 sons/2 daughters 12.7 14.1 11.1

5 children
3 sons, 2 daughters 5.0 6.1 3.8

All other combinations 25.5 27.0 23.7

Total 100.0 100.0 100.0

*Mountain/hill regions were coded as 0 and Terai as 1. The bivariate
odds ratio was 1.54 (p<.05). †Rural was coded as 0 and urban as
1. The bivariate odds ratio was 0.42 (p<.001). ‡No education was
coded as 0 and primary or higher education as 1. The bivariate
odds ratio was 0.97 (not significant). §Ages 15–29 were coded as
0 and ages 30–49 were coded as 1. The bivariate odds ratio was
0.82 (not significant). **Parity 1 and parity 2 were coded as 0. Par-
ity 3 or higher were coded as 1. The bivariate odds ratio was 1.01
(not significant). ††Two sons, two sons and one daughter, or two
sons and two daughters were coded as 1. All others were coded
as 0. The bivariate odds ratio was 1.12 (not significant).


