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Preface

One of the most significant contributions of the DHS pro-
gram is the creation of an internationally comparable body of data
on the demographic and health characteristics of populations in
developing countries. The DHS Comparative Studies series and
the DHS Analytical Reports series examine these data across
countries in acompatative framework, focusing on specific topics.

The objectives of DHS comparative research are: to de-
scribe similarities and differences between countries and regions,
to highlight subgroups with specific needs, to provide information
for policy formulation at the international level, and to examine
individual country results in an international context. While the
Comparative Studies series Is primarily descriptive, Analytical
Reports utilizes a more analytical approach.

The comparative analysis of DHS data is carried out pri-
marily by staff at the DHS headquarters in Calverton, Maryland,
The topics covered are selected by staff in conjunction with the
DHS Scientific Advisory Committee and USAID,

Reports in the Comparative Studies series are based on a
variable number of data sets reflecting the number of countries for
which data were available at the time the report was prepared.
Each report provides detailed tables and graphs for countries in:
sub-Saharan Africa, Asia, the Near East and North Africa, and
Latin America and the Caribbean. Survey-related issues such as
questionnaire comparability, survey procedures, data quality, and
methodology are included in the reports, Where appropriate, data
from previous DHS surveys are used to evaluate trends over time,

Some Comparative Studies reports published under the
current phase of the DHS program (DHS-III) are updates and ex-
pansions of reports published earlier in the series. Other reports
cover new topics that reflect the expanded scope of the DHS
program.

[t is anticipated that the availability of comparable informa-
tion for a large number of developing countries will have long-
term usefulness for analysts and policymakers in the fields of in-
ternational population and health.

Martin Vaessen
Project Director
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Executive Summary

Levels, Trends, and Differentials in Childhood Mortality

The aitn of this report is to assist in the formulation of child
health policy and the evaluation of programs intended to improve
the well-being and survival prospects of young children, The re-
port is comparative in nature; levels, trends, and differentials in
childhood mortality are presented using DHS data collected in 20
countries over the period 1990-1994, Included are 12 countries in
sub-Saharan Africa, five in Asia, the Near East and North Africa,
angd three in Latin America and the Caribbean.

The results indicate wide disparity in the degree of recent im-
provement in child survival prospects. In sub-Saharan Africa,
most countries have shown declines in under-five mortality. How-
ever, in all but three of these countries the declines have been
modest—Iess than 25 percent decline in the 10-year period pre-
ceding the survey—and in five countries the declines have been
10 percent or less. In Zambia, under-five mortality has risen by 26
percent over the reference period. In Niger, little change has oc-
curred to improve child survival, and under-five mortality still ex-
ceeds 300 deaths per 1,000 live births-—i.e., nearly 1 in 3 children
dies before reaching the fifth birthday.

For the countries outside sub-Saharan Africa, the picture is
more encouraging. With the exception of Pakistan, recent declines
in under-five mortality have been greater that 25 percent and, us-
ing the most recent estimates, less than | in 10 children dies be-
fore the fifth birthday (under-five mortality of less than 100 per
1,000 live births). The examples of Colombia, Turkey, and Mo-
rocco illustrate particularly dramatic declines of 40 percent or
more in the 10-year period before the survey. In Colombia, under-
five mortality now stands at 23 deaths per 1,000. This compares
with 12 per 1,000 in the United States and 318 per 1,000 in Niger.
In Pakistan, the pace of decline is slower (15 percent) and under-
five mortality still exceeds 100 per 1,000,

In many countries of sub-Saharan Africa, especially those in
the western part of the region, under-five mortality remains high
due in large part to high rates of mortality during ages 1-4 years
(i.e., after infancy). These findings, which are consistent with pre-
vious studies, signal the need for more structured investigation
into the underlying causes of poor survival during these ages in
this part of the world. The report discusses potentially fruitful
areas of research. Also, these results argue for the development of
a new set of mortality schedules that will encompass the West Af-
rican experience.

In countries that have experienced rapid mortality decline (to
currently low levels), further improvements in child survival will

require improving neonatal and early infant survival through pro-
grams to ameliorate problems of adverse pregnancy outcome and
poor maternal health and nutrition.

Differentials in Childhood Mortality

This report documents substantial variations in mortality risk
across socioeconomic and demographic segments of national pop-
ulations. While considerable differences exist between countries
in the level of excess risk associated with particular characteristics
of individuals and households, some generalizations can be made
that may be helpful for policy formulation and evaluation. Perhaps
the most important of these concerns the relationship between the
pace and age pattern of childbearing and child survival, Short birth
intervals (less than 24 months) and teenage childbearing {before
age 20) are the demographic factors most likely to heighten mor-
takity risk during childhood. The excess risk associated with short
interval length (compared with intervals of 24 to 47 months) is
substantial, averaging 116 percent (all countries) during the neo-
natal period, 67 percent during the postneonatal peried (1-11
months), and 32 percent during ages 1-4 years. These results un-
derscore the potential for improvement of child health and sur-
vival through programs that enhance the choices available to cou-
ples to limit or space their children more appropriately.

Mortality differentials are also presented according to resi-
dence, migration, parental education and literacy, and father’s oc-
cupation. As in previous studies, this report documents the "urban
advantage" in child survival. Rural children are twice as likely, on
average, as their urban counterparts to die in the first five years of
life. However, there are differences within the urban setting: poor-
er urban households and those that recently migrated from rural
areas are more likely to report childhood deaths and to exhibit
mortality rates approaching those observed in rural areas. Moth-
er’s education is shown to be a key factor related to mortality risk
during childhood. Death before age five is, on average, more than
twice as common among children whose mothers did not complete
primary school as among those whose mothers attended secondary
school. The strength of the association between any particular so-
ciceconomic indicator and survival chances varies widely by age
period. Generally, the "protective” effect of better socioeconomic
standing tends to increase in strength with increasing age of the
child. However, the strength and age pattern of the socioeconom-
ics-mortality association varies among countries, suggesting that
the distribution of health and social services in a particular context
may influence how effectively individual assets (i.¢., education or
employment} can be converted to behaviors that enhance child
survival.
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