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PREFACE

The Namibia Demographic and Health Survey (NDHS) was a nationwide sample survey of women
of reproductive age designed to provide information on fertility, family planning, child mortality, and
maternal and child health. The survey was conducted by the Ministry of Health and Social Services
(MCHSS) in collaboration with the Central Statistical Office (CSO) as part of the worldwide Demographic
and Health Surveys programme which is being administered by Macro International Inc., Columbia,
Maryland, USA. Funding for the NDHS was provided by the World Bank through a grant from the
Govemment of Japan.

The NDHS is the first national survey in Namibia, since independence was achieved in March 1990,
The survey provides essential data for the planning, implementation, and monitoring and evaluation of health
and family planning programmes in Namibia. Until recently, such data had been fragmented and lacking for
many regions of the country and not available at the national level.

The NDHS results are a very valuable source of data for Namibia’s efforts to achieve health for all
and to redress inequities in health status and health care existing within the country. Programme efforts need
to be targeted towards more disadvantaged populations and further studies of special high-risk groups may
be required.

The substantial achievement of completing the NDHS and publishing this volume is due to the
tireless efforts and contributions of many individuals and organisations.

Within the Ministry of Health and Social Services the Epidemiology Unit constituted the heart of the
survey. Under the survey directorship of Dr. Nestor Shivute (Director Primary Health Care Services) all staff
members of the Epidemiology Unit worked very hard for more than a year to complete the survey. Without
the contributions of Puumue Katjiuanjo, Stephen Titus, Maazuu Zauana, and Elisabeth Matroos the survey
would still have been in its planning stages. Regarding the financial management of the survey we owe a
special thanks 10 Mr, Abraham George, Senior Accountant in the MOHSS.

At the Ceniral Statistical Office we thank Philemon Kanime, Joseph Minnaar and Rebecca Appiah
for their continuing support during the survey, and particularly regarding the sample selection.

In the regions we wish to acknowledge the regional medical directors and their teams for the moral,
technical and logistical support during the survey.

Technical assistance during the survey was provided by Macro Intemational Inc. We thank the
support of Ties Boerma, Jeanne Cushing, Thanh Le, and Kate Stewart in their various fields of expertise.
Their assistance contributed to the further development of the technical skills of our staff and enhanced our
capability to conduct surveys in Namibia. Thanks are also due (o the reviewers of the NDHS report. These
include George Bicego, Ann Blanc, Anne Cross, Melissa McNiff, Kaye Mitchell, Sidney Moore, and
Jerry Sullivan,

We also wish to record our gratitude to Joy Debeyer of the World Bank who has been instrumental
in ensuring funding for the survey and has been supportive throughout the exercise.

Dr. S.N. Amadhila
Permanent Secretary
Ministry of Health and Social Services
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SUMMARY OF FINDINGS

The 1992 Namibia Demographic and Health Survey (NDHS) is a nationally representative survey
conducted by the Ministry of Health and Social Services, assisted by the Central Statistical Office, with the
aim of gathering reliable information on fertility, family planning, infant and child monality, matemal
mortality, maternal and child health and nutrition. Interviewers collected information on the reproductive
histories of 5,421 women 15-49 years and on the health of 3,562 children under the age of five years,

According to the NDHS, fertility is high in Namibia; at current fertility levels, Namibian women will
have an average of 5.4 children by the end of their reproductive years. This is lower than most countries in
sub-Saharan Africa, but similar to results from DHS surveys in Botswana (4.9 children per woman) and
Zimbabwe (5.4 children per woman). Fertility in the South and Central regions is considerably lower (4.1
children per woman) than in the Northeast (6.0) and Northwest regions (6.7).

About one in four women uses a contraceptive method: 29 percent of married women currently use
a method (26 percent use a modem method), and 23 percent of all women are current users. The pill,
injection and female sterilisation are the most popular methods among married couples: eachis used by about
7 10 8 percent of currently married women. Knowledge of contraception is high, with almost 90 percent of
all women age 15-49 knowing of any modem method.

Certain groups of women are much more likely to use contraception than others. Forexample, urban
women are almost four times more likely to be using a modern coniraceptive method (47 percent) than rural
women (13 percent). Women in the South and Central regions, those with more education, and those living
closer to family planning services are also more likely to be using contraception.

Levels of fertility and contraceptive use are not likely to change until there is adrop in desired family
size and until the idea of reproductive choice is more widely accepied. At present, the average ideal family
size (5.0 children) is only slightly lower than the total fertility rate (5.4 children)., Thus, the vast majority of
births are wanted.

On average, Namibian women have their first child when they are about 21 years of age. The median
age at first marriage is, however, 25 years. This indicaies that many women give birth before marriage. In
fact, married women are a minority in Namibia: 51 percent of women 15-49 were not married, 27 percent
were currently married, 15 percent were currently living with a man (informal union), and 7 percent were
widowed, divorced or separated. Therefore, a large proportion of children in Namibia are bom out of
wedlock.

The NDHS also provides information about maternal and child health. The data indicate that 1 in
12 children dies before the fifth birthday. However, infant and child mortality have been declining over the
past decade. Infani mortality has fallen [rom 67 deaths per 1,000 live births for the period 1983-87 to 57 per
1,000 live births for the period 1988-92, a decline of about 15 percent. Mortality is higher in the Northeast
region than elsewhere in Namibia.

The leading causes of death are diarrhoea, undermnutrition, acute respiratory infection (pneumonia)
and malaria: each of these conditions was associated with about one-fifth of under-five deaths, Among
neonatal deaths low birth weight and birth problems were the leading causes of death. Neonatal tetanus and
measles were not found to be major causes of death.
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Maternal mortality was estimated from reports on the survival status of sisters of the respondent.
Maternal mortality was 225 per 100,000 live births for the decade prior to the survey. NDHS data also show
considerable excess male mortality at ages 15-49, which may in part be related to the war of independence
during the 1980s.

Utilisation of matemnal and child health services is high. Almost 90 percent of mothers received
antenatal care, and two-thirds of children were born in health facilities. Traditional birth attendants assisted
only 6 percent of births in the five years preceding the survey. Child vaccination coverage has increased
rapidly since independence. Ninety-five percent of children age 12-23 months have received at least one
vaccination, while 76 percent have received a measles vaccination, and 70 percent three doses of DPT and
polio vaccines.

Children with symptoms of possible acute respiratory infection (cough and rapid breathing) may have
pneumonia and need to be seen by a health worker. Among children with such symptoms in the two weeks
preceding the survey two-thirds were taken to a health facility. Only children of mothers who lived more than
30 km from a health facility were less likely to be taken 1o a facility.

About one in five children had diarrhoea in the two weeks prior to the survey. Diarrhoea prevalence
was very highin the Northeast region, where almost half of children reportedly had diarthoea, The dysentery
epidemic contributed to this high figure: diarrhoea with blood was reported for 17 percent of children under
five in the Northeast region. Among children with diarrhoea in the last two weeks 68 percent were taken to
a health facility, and 64 percent received a solution prepared from ORS packets. NDHS data indicate that
more emphasis needs to put on increasing fluids during diarrhoea, since only 11 percent mothers of children
with diarrhoea said they increased the amount of fluids given during the episode.

Nearly all babies are breastfed (95 percent), but only 52 percent are put on the breast immediately.
Exclusive breastfeeding is practiced for a short period, but not for the recommended 4-6 months, Most babies
are given water, formula, or other supplements within the first four months of life, which both jeopardises
their nutritional status and increases the risk of infection. On average, children are breastfed for about 17
months, but large differences exist by region. In the South region children are breastfed for less than a year,
in the Northwest region for about one and a half years and in the Northeast region for almost two years.

Most babies are weighed at birth, but the actual birth weight could be recalled for only 44 percent
of births. Using these data and data on reported size of the newbom, for all births in the last five years, it was
estimated that the mean birth weight in Namibia is 3048 grams, and that 16 percent of babies were low birth
weight (less than 2500 grams),

Stunting, an indication of chronic undernutrition, was observed for 28 percent of children under five.
Stunting was more commeon in the Northeast region (42 percent) than elsewhere in Namibia. Almost 9
percent of children were wasted, which is an indication of acute undemutrition. Wasting is higher than
expected for Namibia and may have been caused by the drought conditions during 1992,

Maternal height is an indicator of nutriticnal status over gencrations. Women in Namibia have an
average height of 160 cm and there is little variation by region. The Body Mass Index (BMI), defined as
weight divided by squared height, is a measure of current nutritional status and was lower among women in
the Northwest and the Northeast regions than among women in the South and Central regions.
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On average, women had a health facility available within 40 minutes travel time. Women in the
Northwest region, however, had to travel more than one hour to reach the nearest health facility. At a
distance of less than 10 km, 56 percent of women had access to antenatal services, 48 percent to matemnity
services, 72 percent to immunisation services, and 49 percent to family planning services. Within one hour
of travel time, fifty-two percent of women had antenatal services, 48 percent delivery services, 64 percent

immunisation services and 49 percent family planning services. Distance and travel time were greatest in the
Northwest region.
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CHAPTER 1

INTRODUCTION

1.1  Geography, History, and Economy
Geography

Namibia has a surface area of 824,295 km? and ranks as Africa’s fifteenth largest country. If is
located in the southwestern part of the continent and shares borders with Angola and Zambia on the north,
Zimbabwe at the eastern end of the Caprivi Strip, Botswana to the east, and South Africa in the south and
southeast.

Geographically, Namibia is divided into three major regions, the Namib Desert, the Central Plateau
and the Kalahari Desert. The Namib Desert is in the westem part of the country, stretching approximaiely
1,400 km along the Atlantic coast. Its width varies between 97 and 160 km. Despite the barrenness of the
Namib, it is endowed with rich mineral deposits. The Central Plateau, which forms part of the Central
African Plateau, lies between the two deserts. The plateau, comprising over 50 percent of the total land area
of Namibia, stretches from the northerm (o the southern border, It is the most fertile area in the country and
most suitable for human settlemeni. To some extent this area is suitable for cattle-raising and crop
cultivation. The mountain ranges of the plateau are endowed with rich mineral deposits. The Kalahari is a
semi-desert covering the southeastern part of the country; it consists mainly of terrestrial sands and
limestones. Unlike the Namib Desert, vegetation grows in the Kalahari. The northern parts of the Kalahari
are most suited to cultivation, while the southern part is suitable for sheep-raising and the eastern part is
suitable for cattle, goats and to lesser extent, sheep.

Rainfall is the main factor influencing the climate of Namibia. The average annual rainfall for the
country is only 270 mm and 92 percent of the land is categorised as extremely arid (22 percent), arid (33
percent) or semi-arid (37 percent), while the remainder is sub-humid.

History

On 21 March 1990, following the successful implementatlon of United Nations General Assembly
Resolution 435, Namibia became the last colony in Africa to attain its independence after more than 100 years
of colonialism.

Designated South West Africa, it was a German colony from 1884 until World War 1. The ierritory
was invaded and occupied by the Union of South Africa during the war, and then became the responsibility
of the League of Nations. In 1920, the mandate of Namibia was handed over to South Africa under category
"C" status, in which South Africa was expected to promote (o the utmost the material and moral well-being
and social progress of the inhabitants of the territory. To the contrary, the government of South Africa
pursued a policy of exploitation and annexation of the territory. Following the refusal by the United Nations
Assembly in 1946 to allow South Africa to incorporate the territory into its union, the South African
government declared it would administer the territory without United Nations jurisdiction and shortly
afterwards began 1o introduce its apartheid system. [n 1971 the Intemational Coun of Justice declared South
Africa’s occupaiion of Namibia illegal.



Following the recommendations of the apartheid-oriented Odendaal Commission in 1964, Namibia
was divided into a number of ethnic “"homelands," which made up forty percent of the land in Namibia.
Foriy-four percent was reserved for whites, and the remaining 16 percent consisted of game reserves,
diamond mining areas, etc.

In the early 20th century, Namibians fought bloody wars against the German occupation (e.g., Nama
and Herero wars). In 1960, the South West Africa People’s Organisation (SWAPO), under the leadership
of Sam Nujoma, was established and led the liberation struggle against the South African oppressors,
Guerilla warfare took place from 1966 until independence, principally in northem Namibia. Thousands of
Namibians fled to camps in Angola, Botswana, and Zambia. In the seventies and eighties, the warfare
increased, resulting in an estimated 10,000 civilian deaths.

After independence in March 1990, Namibia set about redesigning the national infrastructure,
administrative bodies, and basic services. The Government of the Republic of Namibia operates under a
multi-party system. There is an executive branch comprised of the President and Cabinet, and a legislative
branch made up of the National Assembly.

The country is divided into 13 regions and the election of Regional Councils took place in 1992. The
Ministry of Health and Social Services administers four health regions, which were used in the Namibia
Demographic and Health Survey. The Northwest health region includes Oshana, Omusati, OChanguena, and
Qshikoto regions, the Northeast health region includes Okavango and Caprivi; the Central health region
comprises Kunene, Otjozondjupa, Erongo and Omaheke; and the South region includes Khomas, Hardap and
Karas regions.

Economy

Namibia is one of the wealthier, more resource-rich countries on the continent. It is the fifth Iargest
mineral producer in Alrica and its fishing grounds are among the richest in the world, However, the national
economy inherited by the Namibian govemnment is fragile, dependent, and has an over-extended public sector.
Inits own interest, Namibia has decided to stay in the South African Customs Union and it still operates in
the Rand Monetary Arca and Bank of Namibia System. Namibia’s economy is heavily dependent on a few
primary commodily expons—diamonds, uranium, copper, other base metals, lead and mercury and livestock,
followed by the Karakul (Persian lamb) pelt industry. The balance is made up by fish, manufactured
products, and the tourist industry. Mining accounts for about two-thirds of all export earnings. Namibia
depends on South Africa for about 75 percent of all imports.

The majority of the population are dependent for their livelihood on livestock, i.e. cattle, sheep, goats
and pigs. Percapita income varies greatly. The gross domestic product (GDP) was estimated at US$100 per
year in rural arcas, US$305 in the semi-urban areas, and US$580 in Katutura (a former black residential area
in Windhoek, the capital city), while the annual GDP for whites was estimated at US$14,650 (UNICEEF,
1990),

1.2 Population

The last comprehensive population census, which was conducted in October 1991, reported a total
population of 1,401,711 with an annual growth rate of 3 percent (Central Statistical Office, 1992). Despite
the small size of its population, Namibia has a rich diversity of ethnic groups including Ovambo, Herero,
Nama, Damara, Kavango, Caprivians, San, Twana, and Whites, Coloureds and Basters.



The population of Namibia is concentrated in the northern part of the country (60 percent); the south
is least populated (7 percent); and the remainder are in the central part of the country. As a consequence of
the apartheid policy, which reserved nearly 60 percent of the land for whites (who constituted less than 10
percent of the total population), ethnic distinctions were reinforced and different subgroups were encouraged
to live in separate regions and, in urban areas, in separate localities. The majority of the black population is
now congcentrated in restricted rural areas, previously called "homelands.™

Overall, about one-third of the population lives in urban areas (in 57 "towns"), while 67 percent live
in rural areas, including communal areas and commercial farms. At less than two persons per square
kilometre, population density for the country as a whole is low. However, there are substantial regional
differences in population density. Forinstance, Oshakati and Ondangwa districts in Northwest region exceed
11 persons per square kilometre,

1.3 Population and Family Planning Policies and Programmes

Although population growth has been considerable during the last decade, the Govemment of the
Republic of Namibia has yet to formulate an explicit population policy. However, population issues have
received some attention, and different sectors of the government have come to realise the intersectoral impact
of population issues, and of the imporance of integrating population issues into a holistic planning
perspective. Several surveys and needs assessment missions have indicated the need for information and
understanding on the relationship between population and development, and a need for organised and
coordinated population/health infermation, education and communication activities.

Although family planning services in Namibia are underdeveloped and far from meeting the needs
of the population, 191 (79 percent) of the 242 health facilities are providing family planning services.
However, there are substantial differences in the availability and accessibility of family ptanning services.
In the Northwest region, where nearly 50 percent of the population resides, only 43 percent of the health
facilities are providing such services.

Cne of the major components of primary health care (PHC) in the Ministry’s Development
Programme is the Matemnal and Child Health/Family Planning (MCH/FP) programme. Its tasks, as stipulated
in the draft policy, include:

» The promotion and improvement of MCH/FP services at all levels where such services arc
provided;

« To increase knowledge and access to family planning services, especially for distant
communities;

« Ideniification of high-risk groups among pregnant women, mothers, and children, and to provide
appropriate intervention; and

» To decrease morbidity and mortality associated with pregnancy.,

1.4 Health Priorities and Programmes

Namibia inherited a health structure that was segregated along racial lines and based entirely on
curative health services. The administrative structure for delivery of health services was based on the
Representative Authorities proclamation of 1980 (Proclamation AG8 of 1980), which created a two-tier
system, resulting in an unequal allocation of resources and services. The ethnic-based second-tier was poorly
funded and administrators could not raise the necessary income 10 provide basic health care services. Asa
result, there were large inequalities in the delivery of health care services in the country,



Shonly after indcpendence, major changes occurred in all sectors, many of which have been
restructured to meet the challenges facing the new nation in the post-apartheid era. The Government of
Namibia declared its commitment to the equitable distribution of resources and to equity of access to basic
services for those who are socially or economically disadvantaged (i.e., the impoverished and
underprivileged).

The Ministry of Health and Social Services has adopted a "Primary Health Care” (PHC) strategy for
achieving health for all Namibians. Its objective is to attain this goal for women and children in the 1990s,
The PHC approach is used to guide the restructuring of the health sector in an independent Namibia. The
Ministry of Health and Social Services has, in particular, made progress in streamlining and restructuring
what was a curative-based health sysiem to be a more community oriented system. The Minister of Health
and Social Services has described this policy in the document "Towards Achieving Health for All Namibians"
(Ministry of Health and Social Services, 1992). The National PHC/Community-based Health Care Guidelines
were announced on February 22, 1992 by the President of the Republic. This gave the Ministry of Health
and Social Services a nandate to desigh, develop and implement programmes which focus on promotion of
health at the community level. The PHC guidelines also provide a solid base for decentralised planning and
intersectoral collaboration with joint identification and prioritisation of needs at the community level by all
sectors. Health regions were now able to plan and prioritise programmes according to their immediate needs.
The Ministry of Health and Social Services also emphasised other PHC components:

+ Immunisation against the major infectious diseases, i.e., poliomyelitis, diphtheria, tuberculosis,
measles, tetanus and whooping cough;

» Maternal and child health care, which encompasses family planning;

» The promotion of proper nutrition, a safe water supply, and basic sanitation to secure an
environment conducive to the well-being of all Namibians; and

« Education and training regarding prevailing health problems in communities, as well as
prevention and conirol measures.

During restructuring of the Minisiry of Health and Social Services many national health programmes
came into being, namely, Mother and Child Health and Family Planning Programme (MCH/FP), Expanded
Programme on Immunisation (EP1), Control of Diarrhoeal Diseases (CDD), Acule Respiratory Infections
(ARI), Information, Education and Communication (IEC), National AIDS Control Programme (NACP),
National Nutrition Improvement Programme (N1P), School/Adolescent Health Programme, National Malaria
Control Programme, Tuberculosis Control Programme, Rehabilitation Programme, National Vector-bome
Diseases Control Programme, National Tuberculosis Control Programme, and Health Training Programme.

1.5  Objectives and Organisation of the Survey
Objectives

The Namibia Demographic and Health Survey (NDHS) is a national sample survey of women of
reproductive age designed 1o collect data on mortality and fertility, socioeconomic characteristics, marriage
pattemns, breastfeeding, use of contraception, immunisation of children, accessibility to health and family
planning services, treamment of children during episodes of illness, and the nutritional status of women and
children.

More specifically, the objectives of NDHS are:

» To collect data at the national level which will allow the calculation of demographic rates,
particularly femility rates and child mortality rates, and maternal mortality rates;



« To analyse the direct and indirect factors which determine levels and trends in fenility and
childhood mortality. Indicators of fertility and mortality are important in planning for social and
economic development;

« Tomeasure the level of contraceptive knowledge and practice by method, region, and urban/rural
residence;

» To collect reliable data on family health: immunisations, prevalence and treatment of diarthoea
and other diseases among children under five, antenatal visits, assistance at delivery and
breastfeeding;

+ To measure the nutritional status of children under five and of their mothers using
anthropometric measurements (principally height and weight).

Organisation

The Namibia Demographic and Health Survey was conducted by the Ministry of Health and Social
Services, with the assistance of the Central Statistical Office of the National Planning Commission. The
survey was funded by the World Bank through a grant from the Govemment of Japan and the Namibian

Govermnment. Technical support was provided by Macro International Inc., located in Columbia, Maryland,
USA.

Questionnaires

Two questionnaires were used in the main fieldwork forthe NDHS: the household questionnaire and
the individual questionnaire. The two questionnaires were adapted from the DHS model B questionnaire,
which was designed for use in countries with low contraceptive prevalence. The questionnaires were
developed in English, and then translated into five of the major Namibian languages: Oshiwambo, Herero,
Lozi, Kwangali, and Afrikaans. English versions of the questionnaires are reproduced in Appendix E.

Allysual members and visitors in the selected households were listed on the household questionnaire,
For each person listed, information was collected on age, sex, education, and relationship to the head of
household. The household questionnaire was used to identify women eligible for the individual
(uestionnaire.

The individual questionnaire was administered to women age 15-49 who spent the night preceding
the household interview in the selecied household. Information in the following areas was obtained during
the individual interview:

Background charactenstics of the respondent

Health services utilisation and availability
Reproductive behaviour and intentions

Knowledge and use of contraception

Breastfeeding, health, and vaccination status of children
Marriage

Fenility preferences

Husband’s background and woman’s work

Height and weight of children under five and their mothers
Causes of death in childhood

Matemnal mortality
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Sample

The sample for the NDHS was designed to be nationally representative, The design involved a two-
stage stratified sample which is self-weighting within each of the three health regions for which estimates of
fertility and mortality were required—Northwest, Northeast, and the combined Central/South region. In order
to have a sufficient number of cases for analysis, oversampling was necessary for the Northeast region, which
has only 14.8 percent of the population, Therefore, the sample was not allocated proportionally across
regions and is not completely self-weighting.

In the first stage of sampling, a total of 175 sampling points were selected from the 1991 census
frame with probability proportional to size. The sample points corresponded to enumeration areas, and the
measure of size used in the selection process was the number of households in the census enumeration areas.
Lists of household heads for the selecied enumeration areas were then obtained from the census office and
the sample households were selected from these lists. A more detailed description of the sample design is
presented in Appendix B.

Fieldwork

The NDHS field staff consisted of

N ¢ ol

seven teams, each composed of four female Table 1.1 Result of the household and individual intarviews
interviewers, one female editor, and One | Nymper of households, number of interviews, and response rates,
male or female supervisor. The interviewers | Numibia 1992
and cditors were newly recruited for the
survey, while supervisors were from the
Ministry of Health and Social Services. | Resol Uban  Rural — Total
Fieldwork was conducted from July to
November 1992. The persons involved in | Households sampled 1642 3364 5006
the survey are listed in Appendix A. A | Households found 1501 3011 4512
more complete description of the fieldwork | Households interviewed 1350 2751 4101
i sented in Appendix B,
S presente b Household response rate 89.9 91.4 90.9

Table 1.1 is a summary of results | Ejigible women 2057 3190 5847
from the household and the individual | Eligible women interviewed 1891 3530 5421
interviews. A total of 5,006 househelds | Eligible women response rate 919 93.1 92.7
were selected: of these, 4,101 were success-

fully interviewed. The shortfall is largely due to households being absent. This includes nine clusters not
interviewed in Northeast region. One team in this region had experienced multiple problems and lagged
considerably behind the other teams. In the interviewed households 5,847 eligible women were identified
and 5.421 were successfully interviewed, for a response rate of 93 percent, More detailed information on the
recasons for nonresponse are given in Appendix Table B.2,



CHAPTER 2

CHARACTERISTICS OF HOUSEHOLDS
AND RESPONDENTS

Information on the background characteristics of the households interviewed in the survey and the
individual survey respondents is essential for the interpretation of survey findings and provides a rough
measure of the representativeness of the survey. This chapter presents this information in three sections:

characteristics of the household population, housing characteristics, and background characteristics of survey
respondents.

2.1  Characteristics of the Household Population

The NDHS collected information on all usual residents and visitors who spent the previous night in
the household. A household was defined as a person or group of persons living together and sharing a

common source of food.

Age

The age distribution of the household population in the NDHS is shown in Table 2.1 and Figure 2.1
by five-year age groups. The distribution conforms to the pattern characteristic of high fertility populations,

Table 2.1 Houschold population by age, residence and sex
Percent distribution of the de facto household population by five-year age groups, according to urban-rural
residence and sex, Namibia 1992

Urban Rural Total
Age group Male Female Total Male Female Total Male Female Total
0-4 14.1 12.6 134 18.7 16.5 17.6 173 15.3 16.3
5-9 10.6 11.1 109 17.0 14.9 15.9 15.0 13.7 14.3
10-14 9.6 10.4 10.1 13,6 13.1 13.4 124 12.3 12.3
15-19 9.8 10.6 10.2 12.5 10.5 11.4 11.7 10.5 11.1
20-24 9.6 i2.1 10.9 8.0 8.0 3.0 85 93 89
25-29 9.8 10.4 10.1 51 6.0 5.6 6.6 7.3 1.0
30-34 79 8.2 8.0 3.6 4.7 4.2 4.9 58 54
35-39 7.0 6.7 6.8 2.8 38 33 4.1 4.7 4.4
40-44 5.2 4.6 4.9 2.7 39 33 3.5 4.1 38
45-49 3.8 3.6 3.7 2.2 2.6 24 2.7 2.9 28
50-54 33 2.5 29 23 35 29 2.6 a2 29
55-59 1.8 2.0 1.9 1.7 21 19 1.8 2.1 1.9
60-64 2.0 18 19 2.4 3.0 2.7 2.3 2.6 2.5
65-69 0.8 1.2 1.0 1.7 2.5 2.1 1.4 2.1 1.8
70-74 0.7 0.9 0.8 22 20 2.1 1.7 1.7 1.7
75-19 03 0.5 0.4 1.3 1.1 1.2 1.0 0.9 09
80 + 0.3 0.3 0.3 1.0 1.4 1.2 0.8 1.1 0.9
Missing/Don’t know 33 05 1.8 1.1 0.5 0.8 1.8 0.5 1.1
Total 100.0 1000 100.0 100.0 1000 1000 100.0 100.0 100.0
Number 3564 3906 7484 7915 §823 16749 11478 12729 24233




Figure 2.1
Population Pyramid of Namibia
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i.e., a much higher proportion of the population in younger than in older age groups. There is some evidence
of heaping in the female age group 50-54 years; more women are reported at 50-54 years than at 4549 yeats.
This heaping does not occur among males in the same age group, which suggests that some interviewers may
have pushed women out of the age range eligible for the individual interview. The magnitude of the
displacement, however, is small. Moreover, an assessment of this phenomenon by Rutstein and Bicego
(1990), indicates that the effects of misreporting at the upper and lower boundaries (age 15 and 49) are
minimal,

Household Composition

While the majority of households in Namibia are headed by males (69 percent), almost a third are
headed by women (see Table 2.2). The average household size in Namibia is 6 persons. Most households
have three or more related adults (42 percent), or two adults of the opposite sex (23 percent). One in eight
households has only one adult.

There are two characteristics worth noting when comparing urban and rural households. First,
female-headed households are just as common in urban areas as in rural areas; and second, large households
are more common in rural areas than in urban areas. As a result, average household size is larger in rural
{6.6) than in urban (4.9) areas.



Table 2.2 Household composition
Percent distribution of households by sex of head of household, household size, household structure, and presence
of foster children, according to urban-rural residence and region, Namibia 1992
Residence Region
Characteristic Urban Rural  Northwest Northeast Central South Total
Houschold headship
Male 68.8 9.3 62.5 78.9 72.0 722 6.1
Female 31.2 30.6 37.4 21.1 28.0 27.8 0.8
Number of usual members
1 11.1 1.2 35 2.8 19.5 11.1 8.6
2 17.0 8.8 6.8 3.0 21.2 16.0 11.8
3 109 103 1.5 6.7 14.5 13.5 10.5
4 15.0 10.5 10.4 9.7 12.5 14.9 12.1
5 125 10.1 10.9 10.4 10.2 11.6 10.9
6 93 10.4 10.7 10.5 8.5 9.7 10.0
7 7.1 8.8 9.9 9.1 4.5 7.8 8.2
8 43 8.5 10.9 7.0 7 3.9 7.0
9+ 12.8 254 29.3 40.7 55 11.5 20.9
Mean size 49 6.6 7.1 8.8 38 4.8 6.0
Household structure
One adult 14.8 12.6 9.8 6.1 25.7 13.8 13.4
Two related adulis:
Of opposite sex 258 218 16.8 16.5 293 303 3.2
Of same sex 57 54 6.2 4.7 63 4,5 5.5
Three or more related adults  35.1 45.1 50.6 57.2 235 342 41.5
Other 18.7 15.1 16.5 15.5 15.2 17.3 16.4
Foster children! 203 46.4 53.7 4.8 22.7 213 370
Note: Table is based on de jure members, i.e., usual residents.
IFoster children are those under age 15 living in households with neither their mother nor their father present.

The composition of households differs by region. Female-headed households are more common in
the Northwest region and least common in the Northeast. Households are largest, on average, in the
Northeast (8.8 persons per household) and Northwest (7.1 persons per household) regions, and much smaller
inthe Central (3.8 per household), and South (4.8 persons per household) regions., Households with one adult
are most common in the Central region (26 percent).

Thirty-seven percent of households include one or more children under age 15 who have neither their
nawral mother nor natural father living with them. Itis more common in rural arcas (46 percent) than in the
urban areas (20 percent). The highest proportion of households with fostered children is found in the
Northwest (54 percent) region, followed by the Northeast (45 percent), and Central/South (23 percent)
regions.



Education

The current education system in Namibia entails seven years of primary education (Sub A, Sub B and
Standard 1 1o 5), followed by four years of secondary education. The education system was changed in the
carly eighties, when the number of years of primary education was reduced from 8 to 7, i.e., Standard 6 was
abolished. To classify the levels of education for the NDHS analysis, primary education was divided into
incomplete and completed primary education. Primary education was considered incomplete if the person
did not go beyond 6 years of primary education. A person was considered to have completed primary
education, if he or she had at least 7 years of primary education, but did not go on to secondary education.

In the NDHS, information on educational attainment was collected for every member of the
household (see Tables 2.3.1 and 2.3.2). One-fifth of the population (aged S and over) has received no formal
education; 20 percent of males and 21 percent of females have never been to school; 51 percent of males and
49 percent of females have attended but not completed primary school, whereas 5 percent of males and 6
percent of females completed primary. Nineteen percent of males and 21 percent of females have attended
secondary school but did not go on to higher education. Only 1 percent of males and 1 percent of females

have obtained higher education. Among men 30-39 years about 5 percent have reccived higher education,
as opposed to 3 percent of women.

Teble 2,3.1 Educaticnal level of the female household population

Percent distribution of the de facto female household population age five and over by highest level of education

attended, according to selected background characteristics, Namibia 1992

Background Some Completed Not

characteristic None primary  primary Secondary Higher stated Total Number  Median

Age
5-9 19.7 76.1 0.1 0.1 0.0 4,1 100.0 1328 0.9
10-14 4.9 90.1 23 1.9 0.0 Q.9 100.0 1424 2.9
15-19 6.6 62.4 9.2 213 0.0 03 100.0 1338 5.5
20-24 11.5 37.9 7.8 40.2 0.7 1.8 100.0 975 7.0
25-29 15.8 29.9 7.0 40.4 4,1 29 1000 755 7.4
30-34 21.2 263 9.0 345 4.1 4.9 100.0 563 1.0
35-39 211 26.7 1.6 32.4 6.3 6.0 1000 474 69
40-44 284 31.5 5.7 28.4 3.5 2.5 100,0 396 4.9
45-49 31.0 37.0 5.8 19.6 2.4 4.1 100.0 311 42
50-54 39.8 29.7 4.0 21.1 3.0 2.4 100.0 297 3.5
55-59 457 28.9 36 15.3 0.6 6.0 100.0 202 1.1
60-64 49.9 26.4 2.5 13.0 0.9 13 100.0 263 0.8
65+ 63.9 24.3 1.5 6.7 0.0 3.6 100.0 567 0.0

Missing/Den't know 264 12.0 27 15.1 0.0 438 100.0 208 21

Resldence
Urban 12.0 37.1 6.6 35.3 35 5.5 100.0 2985 6,7
Rural 242 57.4 42 11.0 04 29 100.0 6116 2.5

Reglon
Northwest 18.8 65.2 3.0 9.7 0.4 2.9 100.0 3845 24
Nornheast 16.8 55.3 6.2 i8.2 0.3 31 100.0 1513 4.0
Central 36.9 321 5.4 203 1.1 4.1 100.0 1144 34
South 17.0 34.9 7.0 32.6 3.5 5.1 100.0 2598 6.3

Total 20.2 50.7 5.0 19.0 1.4 379 100.0 9101 3.9
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Table 2.3.2 Educational level of the male household population

Percent distribution of the de facto male household population age five and over by highest level of education

attended, according to selected background characteristics, Namibia 1992

Background Some Completed Not

characieristic None  primary primery Secondary Higher stated Total  Number Median

Age
59 16.8 79.7 0.0 0.0 0.0 15 100.0 1370 1.0
10-14 1.7 90.6 2.9 21 0.0 0.7 100.0 1563 35
15-19 43 52.4 113 316 0.0 0.4 100.0 1342 6.6
2024 73 322 103 485 1.1 0.6 100.0 1184 7.8
25-29 12.7 28.6 9.5 44.6 31 1.6 100.0 935 7.8
30-34 17.9 36.8 7.8 334 34 0.8 100.0 737 6.5
35-39 211 37.2 10.8 26.7 28 14 100.0 594 6.0
40-44 33.7 40.3 6.0 16.2 2.7 1.1 100.0 523 42
45-49 36.2 36.0 4.9 193 2.5 1.1 100.0 369 3.7
50-54 50.1 29.4 4.6 114 L5 3.0 100.0 404 0.0
55-59 524 293 3.1 12.6 09 1.7 100.0 261 0.0
60-64 56.7 29.1 2.9 8.1 0.0 12 100.0 330 0.0
65+ 69.2 18.7 1.4 T2 0.0 3.5 100.0 722 0.0

Missing/Don’t know 35.0 6.4 0.0 5.6 0.0 53.0 100.0 63 0.6

Residence
Urban 11.3 37.2 8.6 38.0 2.8 2.2 100.0 3320 7.0
Rural 25.3 55.0 4.8 12.9 0.3 1.7 100.0 T079 2.9

Region
Northwest 19.3 57.9 5.2 15.7 0.4 1.6 100.0 4805 34
Northeast 254 55.3 5.1 i2.1 0.0 Z.1 130.0 1744 3.1
Cenlral 34.0 369 38 2.0 1.2 21 1600 1108 3.9
South 153 35.4 9.0 35.1 3.0 2.1 100.0 2741 6.7

Total 20.8 49.3 6.0 209 1.1 1.9 100.0 10399 42

Figure 2.2 shows the median number of years of education males and females by age group. Both
sexes show a rapidly increasing level of education for the more recent age cohorts to a median of about 7
years of education at 25-29 years., The levels of education of younger age groups (20-24 and 15-19 years)
indicate a further increase will be achieved when these cohorts have completed their education, While males
have more education in the older age groups, reflecting the situation a few decades ago, women have more
education in the younger age groups (25-29 years and below). This suggests that the level of education
among females has increased more rapidly than among males.

The propertion of persons with no education is much higher in the rural areas than in yrban areas,
and this difference is seen for both males and females. Rural residents are twice as likely to have never
attended school (25 percent) as urban residents (11 percent).

Overall, regional differences in education are small. The overall level of education is somewhat
higher in the South region and the propottion with no schooling is higher in the Central region. However,
children who started school in the Central and South regions were much more likely to finish primary
education and continue at the secondary level.
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Figure 2.2
Median Number of Years of Education
by Sex and Age
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Table 2.4 presents enrolment rates by age, sex and residence. Eighty-two percent of children age 6-
15 years are enrolled in school. The enrolment is equally high in urban and rural areas at age 6-15 years.
Enrolment after age 15 drops, but 61 percent are still enrolled at 16-20 years and 23 percent at 21-24 years.
The drop is greater in urban areas than in rural areas. Male/female differences are small; there is slightly

higher female enrolment at 6-15 years. After age 15, however, male enrolment is clearly higher than female
enrolment.

NDHS 1992

Table 2.4 School enrolment
Percentage of the de facto household population age 6-24 years enrolled in school, by age group, sex, and urban-
rural residence, Namibia 1992

Male Female Tolal
Age proup Urban  Rural Total Urban Rural Total Urban Rural  Tousl
6-10 34 744 74.2 76.8 793 8.7 75.0 76.9 76.5
11-15 88.0 87.6 877 90.8 89.4 89.8 894 88.5 88.7
6-15 804 80.5 80.5 83.5 84.0 839 819 823 822
16-20 61.8 69.0 67.1 46.5 59.2 55.1 532 64.2 60.9
21-24 14.8 320 25.6 15.7 23.6 203 15.3 274 22.7
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2.2  Housing Characteristics

In order to assess the socioeconomic conditions under which respondents live, women were asked
to give specific information about their household environment. Table 2.5 presents this information for all
households in which women were interviewed, and Figure 2.3 displays selected results by region. (Although
the questions on household characteristics were asked in the individual questionnaire, Table 2.5 has been
tabulated to represent households; i.e., households with more than one eligible woman were still counted only
once).

Overall, 26 percent of households in Namibia have electricity. While electricity is available in the
majority of urban households (66 percent), it is found in only a small number of rural households (4 percent).
Electricity is rarely in households in the northem regions.

Sources used by households to obtain drinking water differ greatly by area of residence. In urban
areas, piped water is the primary source of drinking water: 82 percent have water piped into their residence
oryard and 15 percent obtain water from a public tap. In rural areas, piped water is used by about 35 percent
of the households mostly from public taps. Water from a public well or well in the residence is the leading
source of drinking water in rural areas (37 percent). Rivers and streams are used by 10 percent of rural
households. While piped water is the most common source in the Central and South regions (76 and 87
percent, respectively), wells are the most common source in the Northwest (46 percent) region and
rivers/streams are the leading source of drinking water in the Northeast (39 percent) region.

Regarding sanitation facilities, four of five urban households have their own flush toilet; 11 percent
have no facility and use the bush (i.e., natural landscape). In rural areas, use of the bush is most common:
84 percent of households have no sanitation facilities; 8 percent have a pit latrine; 6 percent have a flush
toilet; and 1 percent use a bucket. Regionally, 85 percent of households in the Northwest have no sanitation
facilities, 90 percent in the Northeast, 43 percent in the Central region, and 21 percent in the South.

The flooring material of dwelling units is usually earth/sand (49 percent) or cement (25 percent). Dirt
floors (earth/sand, palm/bamboo, or dung) were found in 10 percent of urban households, while 80 percent
of rural households had earth/sand, dung or palm or bamboo floors. Dirt floors are less common in the
Central and South regions (28 and 10 percent, respectively), but predominate in the other regions (93 percent
in the Northwest and 86 percent in the Northeast).

Information was collected on the number of rooms households use for sleeping (as a measure of
crowding). On average, 2.3 persons sleep in one room in Namibia. There was little diversity according to
residence and region. In approximately one-fifth of houscholds three or four persons share a room for
sleeping; however, in more than 70 percent of households the average is one or two persons, Sleeping density
ishighest in the Northeast region (2.9 persons per room) and lowest in the Northwest and Central regions (2.1
persons per room).
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Table 2.5 Housing characteristics

Percent distribution of houscholds with eligible women by housing characteristics, according to urban-rural residence
and region, Namibia 1992

Residence Region
Characteristic Urban Rural Northwest Northeast  Central South Total
Electricity
Yes 66.0 42 16 6.6 41.8 53.6 264
No 33.7 95.5 96.1 93.1 575 46.2 73.2
Source of drinking water
Piped into residence 81.8 13.0 6.0 9.1 50.0 80.8 377
Public tap 14.6 21.7 240 219 25.8 6.4 19.2
Well in rsidence 0.8 9.4 13.9 0.3 1.7 14 6.3
Public well 1.7 27.8 1.9 15.8 18.0 3.0 18.4
Spring 0.1 5.8 88 0.0 1.3 0.2 3.8
River, stream 04 104 53 38.8 0.2 0.7 6.8
Pond, lake 0.0 2.4 3.3 2.1 0.0 0.0 1.5
Dam 0.0 5.3 34 1.2 1.5 5.2 34
Rainwater 0.0 0.1 0.1 0.0 0.0 0.0 0.0
Tanker truck 0.0 0.9 0.6 0.4 1.2 0.4 0.6
Borehole 0.0 1.2 0.2 39 0.0 0.8 0.8
Other 0.4 1.7 22 0.0 0.2 1.0 12
Missing/Don’t know 0.3 02 0.3 0.5 0.2 0.2 0.3
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Sanitation facility
Own flush toilet 82.8 56 3.5 8.0 50.2 70.5 334
Trad. pit toilet 27 7.8 10.6 14 52 2.2 59
Vent.imp.pit latrine 0.6 0.4 0.1 0.4 1.2 0.6 0.5
Bucket 2.5 1.8 02 0.3 0.7 5.8 2.1
No facility, bush 11.1 84.2 853 89.8 425 20.6 51.9
Other 0.0 0.0 0.1 0.0 0.0 0.0 0.0
Missing/Don’t know 0.3 0.2 0.2 02 03 0.2 0.2
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Flooring
Earth, sand 8.5 72.3 933 60.1 18.5 7.6 49.3
Dung 1.1 5.9 0.0 23.0 6.7 1.1 4.1
Wood planks 1.8 0.4 0.2 1.6 03 1.9 0.9
Palm, bamboo 0.1 1.6 0.1 29 22 1.1 1.1
Parquet, polished wd 0.3 0.1 0.0 0.0 0.2 0.4 0.2
Vinyl, asphalt strips 6.0 06 0.0 0.2 0.7 7.6 2.5
Ceramic tiles 1.7 04 0.5 15 9.2 7.6 4.5
Cement 38.7 16.9 43 8.7 45.7 44.5 24.7
Carpet 309 1.4 0.8 1.1 16.0 217 12.0
Other 0.1 0.0 0.1 0.0 0.0 0.1 0.1
Missing/Don’t know 0.8 0.3 03 1.0 0.7 0.4 0.5
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Persons per sleeping room
12 70.3 74.7 81.6 359 71.8 69.6 73.1
34 19.7 19.3 153 327 18.8 20.1 19.4
5-6 6.5 4.0 2.2 1.9 55 6.3 49
T+ 2.4 13 04 3.0 2.5 23 1.7
Missing/Don't know 1.1 0.7 0.5 0.5 13 1.2 0.9
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Mean 2.3 2.2 21 29 2.1 23 23
Number of households 1476 2625 1615 475 T05 1307 4101
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Figure 2.3
Housing Characteristics by Region
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Household Durable Goods

Respondents were asked about ownership of paricular household goods (radio, television and
refrigerator) and modes of transportation (donkey cart, bicycle, motorcycle and car). The results presented
in Table 2.6 indicaie that 66 percent of households own a radio (78 percent inurban areas, 59 percent in rural
areas) and 19 percent own a television (47 percent in urban areas, 3 percent in rural areas). Televisions and
refrigerators are largely restricted (0 urban areas and the Central and South regions, due 1o the lack of
electricity in rural areas and in the northern regions. Donkey carts are owned by 11 percent of households,
mainly in the rural areas. One-filth of households own a bicycle, and 2 percent own a motorcycle. Twenty-
three percent of households own a car, including 40 percent of urban households and 13 percent of rural
households., Slightly more male-headed households possess the durable goods listed in Table 2.6 than
female-headed households, and twice as many male- as female-headed households have cars.

Table 2.6 Household durable goods
Percentage of houscholds with eligible women possessing various durable consumer
goods, by urban-rural residence and sex of head of household, Namibia 1992
Residence Head of household
Possession Urban Rurul Female Male Tolal
Radio 78.4 58.7 60.5 68.2 65.8
Television 46.5 2.7 15.3 19.9 18.5
Refrigerator 56.8 5.0 204 25.1 23.6
Donkey cart 2.4 15.6 6.1 13.0 10.9
Bicycle 17.3 21.1 14.2 222 19.7
Motorcycle 2.9 0.8 0.7 1.9 1.5
Private cur 39.6 13.4 13.2 21.1 22.8
Number of households 1476 2625 1265 2836 4101
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2.3  Background Characteristics of
Survey Respondents

General Characteristics

Women were asked lwo questions in
the individual interview to assess their age:
“In what month and year were you born?" and
“"How old were you at your last birthday?"
Interviewers were trained in probing tech-
niques for situations in which respondents did
not know their age or date of birth; and as a
last resort, interviewers were instructed to
record their best estimate of the respondent’s
age. The five-year age distribution is shown
in Table 2.7.

The datain Table 2.7 indicate that 42
percent of NDHS respondents are currently in
a union (27 married and 15 percent living to-
gether), 51 percent have never been married,
5 percent are divorced or separaied, and 1
percent are widowed. The percentage of
women who are currentty married or in union
is low. In Namibia, various forms of relation-
ships are found in which the partners do not
live together. Marriage patterns are discussed
in detail in Chapter 5.

About one in seven respondents has
never attended school (15 percent), 9 percent
have completed only primary school, and 37
percent have some secondary schooling (in-
cluding 2 percent who have gone for school-
ing beyond the secondary level).

Although urbanisation appears to be
increasing, the population is still predomi-
nantly rural; two-thirds of respondents live in
rural areas. The data indicate that almost hall
of the respondents live in the Northwest
region, 30 percent live in the South, 12 per-
cent in the Central region, and 16 percent in
the Northeast. Most women report themselves
to be Christians; 72 percent are Protesiants
and 26 percent Roman Catholics.

The most commonly spoken language
is Oshiwambo; 48 percent of women said
Oshiwambo was spoken in their household.

Table 2.7 Background characteristics of respondents

Percent distribution of women by selected background characteristics,

Namibia 1992

Number of women
Background Weighted Un-
characleristc percent  Weighted weighted
Age
15-19 23.2 1259 1291
20-24 20,6 1119 1131
25-29 16.4 890 878
30-34 13.3 722 719
35-39 10.5 567 547
40-44 9.3 507 506
45-49 6.6 as8 349
Marital status
Never married 513 2783 2708
Married 27.1 1471 1570
Living together 14.5 788 727
Widowed 14 77 84
Divorced 13 181 216
Separated 2.2 119 114
Education
No education 14.5 785 799
Some primary 39.0 2113 2163
Completed primary 9.4 510 511
Secondary/Higher 37. 2013 1948
Resldence
Urban 38.3 2077 1891
Rural 61.7 3344 3530
Region
Northwest 41.4 2246 2149
Northeast 16.2 879 1360
Central 12.4 674 561
South 29.9 1622 1351
Religlon
Catholicism 25.9 1404 1451
Protestantism 723 3920 3874
No religion 1.3 69 69
Other religion 0.1 5 4
Not stated c4 24 23
Language spoken
English 0.7 38 33
Alrikaans 114 615 516
Oshiwambo 48.2 2612 2451
Damara/nama 14.6 789 657
Herero 6.2 336 280
Kwangali 34 184 228
Loz 29 158 ap7
Tswana 0.5 25 21
San 1.0 54 46
German 0.5 28 23
Other 10.6 575 852
Not stated 0.1 7 7
Head of household
Female 30.0 1625 1589
Male 62.5 3389 3444
Visilor 7.5 407 388
Total 100.0 5421 $421
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The second most common language is Damara/Nama (15 percent), followed by Afrikaans (11 percent),
Herero (6 percent), Kwangali (3 percent) and Lozi (3 percent). Eleven percent of respondents spoke
languages other than the ten precoded languages in Table 2.7.

Differentials in Education

Table 2.8 shows the distribution of the surveyed women by education, according to selected
background characteristics. Education is inversely related to age; that is, older women are generally less
educated than younger women. Forexample, 36 percent of women aged 45-4% have had no formal education,
whereas only 4 percent of women aged 15-19 have never been (o school.

Twice as many rural women as urban women have not received any education (18 percent versus 9
percent). Only one-fourth of rural women go on for secondary schooling compared to over half of urban
women., The Central region has the highest proportion of women with no education, although a higher
proportion of women continue on to the secondary level than in the Northeast and Northwest regions. Over
half of all respondents in the South have some secondary education,

Table 2.8 Level of education
Percent distribution of women by highest level of education attended, according to selected
background characteristics, Namibia 1992
Level of education
Number
Background Some Completed of
characteristic None primary  primary Secondary Total women
Age
15-19 317 523 11.3 327 100.0 1259
20-24 7.0 33.6 9.9 49.5 100.0 1119
25-29 12.5 29.5 9.6 48.4 100.0 890
30-34 174 36.4 8.2 379 100.0 722
35-39 21.8 36.9 10.8 30.5 100.0 567
40-44 135 40.5 6.7 19.3 100.0 507
45-49 36.3 387 4.6 20.4 100.0 358
Residence
Urban 88 234 10.9 56.9 100.0 2017
Rural 18.0 48.7 8.4 24.8 100.0 3344
Reglon
Northwest 11.2 49.0 8.8 31.0 100.0 2246
Northeast 18.6 49.5 9.2 228 100.0 879
Central 28.3 31.7 52 34.8 100.0 674
South 11.1 224 12.1 54.4 100.0 1622
Total 14.5 39.0 9.4 37.1 100.0 5421
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Access to Mass Media

Women were asked if they usually listen to the radio or watch television at least once a week. This
information is important to programme planners secking to reach women with family planning and health
messages through the media. Overall, four-fifths of women listen to the radio weekly and one-fifth watch
television; about half of the women read the newspaper at least once a week (sec Table 2.9). Media access
differs little by age. Urban women have the greatest access, although 76 percent of rural women listen to the
radio. A much higher proportion of educated women, women in urban areas, and women in the South watch
television, listen to the radio and read the newspaper.

Table 2.9 Access to mass media
Percentage of women who usually read a newspaper ance a week, waich
television once a week, or listen to radio once a week, by selected background
characteristics, Namibia 1992
Read Watch  Listento  Number
Background newspaper television  radio of
characteristic weekly  weekly  weekly  women
Age
15-19 56.7 220 8.5 1259
20-24 59.3 25.2 85.1 1119
25-29 57.1 263 83.8 890
30-34 523 311 79.7 722
35-39 438.8 27.5 80.7 567
40-44 42.6 193 75.0 507
45-49 43.5 22.9 71.9 358
Education
No education 5.6 7.1 64.2 785
Some primary 430 11.6 74.6 2113
Completed primary 62.7 253 853 510
Secondary/Higher 81.5 459 92.5 2013
Residence
Urban 7.9 54.4 88.9 2077
Rural 41.8 6.7 5.7 3344
Region
Northwest 482 63 74.2 2246
Northeast 39.7 9.6 83.7 879
Central 4.2 0.1 78.8 674
South 73.0 51.0 89.1 1622
Total 537 250 80.8 5421
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CHAPTER 3

FERTILITY

The fertility measures presented in this chapter are based on the reported reproductive histories of
women age 15-49 interviewed in the NDHS. Each woman was asked the number of sons and daughters
living with her, the number living elsewhere, and the number who had died. She was then asked for a history
of all her births, including the month and year each was bom, the name, the sex, and if deceased, the age at
death, and if alive, the current age and whether he/she was living with the mother. Based on this information,
measures of completed fertility (number of children ever bom) and current fertility (age-specific rates) are
examined. These measures are also analysed in connection with various background characteristics.

31 Current Fertility

The current level of fertility is the most
important topic in this chapter because of its
direct relevance to population policies and Age-specific and cumulative fertility rates and the crude birth

programmes. Three-year age-specific fertility | rate for the three years preceding the survey, by urban-nural
rates arc presented in Table 3.1, Three-year | residence, Namibia 1992

rates are calculated as a compromise between

Table 3.1 Current fertility

three criteria: to provide the most current Residence
information, to reduce sampling error, and to Age group Urban Rural Total
avoid problems noted in earlier DHS surveys of
the displacement of births from five to six years ;{5]-21,2 }}}(2) ég% ég?’
preceding the survey. 25.29 192 279 1
30-34 154 249 208
Numerators for the age-specific fertility | 35.39 114 204 166
rates in Table 3.1 are calculated by isolating live | 40-44 46 135 105
births which occurred during the period 1-36 43-49 10 33 37
months preceding the survey (determined from TER 15-49 4.0 6.3 5.4
the date of interview and date of birth of the | TFR15-44 4.0 6.0 3.2
child), and classifying them by the age (in five- ggﬁ 1:; 13; 113

year age groups) of the mother at the time of
binh (determined from the date of birth of the

: TFR: Total fertility rate expressed per woman
mother). The denommators: for tl_lc rates are the GFR: General fertility rate (births divided by mumber of
numpcr of woman-years lived in each of the women 15-44), expressed per 1,000 women
specified five-year age groups during the period CBR: Crude birth rate, expressed per 1,000 population
1-36 m i . Note: Rates are for the period 1-36 months preceding the
36 months preceding the survey survey. Rates for age group 45-49 may be slightly biased due to
truncation.

The sum of the age-specific fertility
rates, i.e., the total fertility rate (TFR), is used to
summarise the current level of fertility. It can be interpreted as the number of children 2 woman would have
by the end of her childbearing years if she passed through those years bearing children at the currently
observed rates. 1f fertility remained constant at current levels, a Namibian woman would give birth to an
average of 5.4 children. Figure 3.1 compares the total fertility rate in Namibia (among women 15-44 years)
with 13 other countries in sub-Saharan Africa with DHS surveys. Total fertility rates range from about 5 (o
7 children per woman, with the three surveys in southern Africa having the lowest fertility levels.
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Figure 3.1
Total Fertility Rate among Women 15-44

DHS Surveys in Sub-Saharan Africa, 1986-1992

Bolswan

0 2 L] [
Total Fertility Rate
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preceding the surveys.

NDHS 1992

There are marked differences between urban
and rural areas. Urban age-specific fertility rates are

Table 3.2 Fertility by background characteristics

considerably lower for all age groups, except the young-
est. The TFR for urban women is 3,9 (children per

woman) compared with 6.3 children for rural women. characteristics, Namibia 1992

Total fertility rate for the three years preceding the
survey and mean number of children ever bom to
women age 40-49, by seiected background

The crude birth rate (CBR) presented in Table Mean nomber
. . . . of children
3.1 is the annual number of births in a population per Total ever bom
1,000 persons. The CBR can be estimated from the birth Background ferti}ilty to women
history data and the age-sex distribution of the house~ | Characteristic raie age 40-49
hold population. Overall, there were about42 births per | gooae
thousand population over the last three years, according Urban 4.0 47
to the NDHS. The 1991 census results indicated a popu- Rurai 6.3 6.2
lation growth rate of 3.0 percent from 1981 to 1991. | Region
This would imply that the crude death raie in Namibia | Nerthwest e &
is approximately 12 per 1,000 population. Central/South 41 46
Education
Table 3.2 presents three-year total fertility rates No education 6.6 6.3
by residence, region and the respondent’s level of edu- g"m“' pomary g; g;
cation. Large regional differences in the total fertility s:cn;?;d ﬂ[_;m;ary a1 '
] = . : ary/Higher 3 4.1
rate exist with the Central/South regions having aTFR | m, 1 54 59
"Women age 1549 years
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of 4.1, the Northwest 6.7 and the Northeast region 6.0." The pattem of fertility by age varies by region (see
Figure 3.2). Women in Northwest region have a high fertility plateau between age 25 and 39, women in
Northeast region commence childbearing earlier than those in other regions, and women in Central and South
regions have a much lower lertility rate from age 25 onward. Increasing level of education is associated with
reduced fertility, The TFR is 6.6 among women with no education, 6.1 among women with Iess than 7 years
of primary education (primary incomplete, up to standard 4), 5.2 among women with 7-8 years of primary
education (completed Standard 5 or 6), and 4.1 among women with at least some secondary education.

Figure 3.2
Age-Specific Fertility Rates by Region
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Fentility trends can be analyzed in different ways. One way is to compare NDHS data with previous
surveys; however, no national data are available for the period before independence. At thattime, the country
was divided into administrative units by the South African colonial administration, and no national survey
was conducted.

NDHS 1992

Fertility trends can also be estimated based on NDHS data alone. Table 3.2 shows the mean number
of children ever born to women 40-49 years. These women have completed their childbearing years, or are
near to doing so. The total number of children born to these women is a reflection of fertility levels in the
past 20-25 years. In general, current fertility levels (indicated by the TFR) are slightly lower than the mean
number of children born to women 40-49 years, suggesting asmall fertility decline, The difference is greatest
in urban areas, and in the Northeast and Central/South regions, but none of the differences between TFR and
children ever born is larger than one child.

! The NDHS sample was designed to provide estimates of fertility and mortality for three regions in Namibia:
Northwest, Northeast, and Central/South.
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Table 3.3 shows the age-specific fer- . o
tility rates for five-year periods preceding the Toble 3.3 Age-specific ferdlity rates

survey. The fertility rates are declining inall | Age.specific fertility rates for five-year periods preceding the
age groups except the youngest. The trend in | survey, by mother’s age, Namibia 1992
fertility during the past two decades can be

estimated by considering ferility among | pmother's Number of years preceding the survey

women 15-34 years (since there are no older age 04 59 10-14 15-19
women in the more distant periods). Over the

last 20 years there is a gradual decline in | ;5 g 101 96 107 114
cumulative fenility among women 15-34 20-24 197 210 226 271
years from 4.6 to 3.7. 25-29 236 243 262 274
30-34 197 226 245 [253]

. 35-39 171 188 (224] -

Table 3.4 presents fertility rates for 4044 99 [132)] . _
ever-married women by duration since first | 4549 (38] - - -

marriage for five-year periods preceding the - — :

survey. Childbearing early in marriage often Note: Age-specific fertility rates are per 1,000 wormen. Estimates
_y' o enclosed in brackets are truncated.

remains resilient to change, even when fer-

tility is declining, because fenility decline

usually begins at older ages (when women start to limit the number of births), not among young couples

postponing births. However, Table 3.4 shows a recent decline in fertility, even for marriages of short duration.

3.2  Children Ever Born and Living Table 3.4 Fertility by marital duration

In the NDHS questionnaire, the total Fertility rates for ever-married women by duration (in years) since
number of children ever born was ascentained first marriage, for five-year periods preceding the survey, Namibia
by a sequence of questions designed to maxi- | 1992
mise recall. The distribution of women by

number of children ever bomn is presented in ?ﬁ;ﬁﬁe Numbet of yesrs preceding the survey
Table 3.5 for all women and for currently at birth 04 5-9 10-14 15-19
married women. The mean number of chil-

dren ever born for all women increases rapid- | g4 278 100 322 362
ly with age, so that by the cnd of her child- 5.9 225 272 286 299
bearing years, a woman has given birth to six 10-14 202 227 261 252
children. The distribution of women by num- | 13-19 161 192 243 [346]
ber of births indicates that almost one-fifthof | 2024 106 17 [201] .

teens have already bome a child, and more BB 49 os! ) )

than one-third of wpmen ?ge 45 and over Note: Fertility rates are per 1,000 women. Estimates enclosed in
have bome at least eight children. brackets are truncated.

In Namibia, childbearing is not
confined to marriage; more than half of the women 15-49 have never been married (see Table 2.7). The
NDHS data indicate that women had on average one living child at age 20-24, three living children at 30-34
and five living children at 40-44 years,

The parity distribution for older, currently married women also provides a measure of primary
infertility. Voluntary childlessness is rare in most of Africa, and married women with no live births are most
likely unable to bear children. The NDHS results suggest that about 2 to 3 percent of Namibian women are
unable to bear children.

22



Table 3.5 Children ever born and living
Percent distribution of all women and of currently married women by mumber of children ever born (CEB) and mean
number ever bom and living, according to five-year age groups, Namibia 1992
Number of children ever bormn (CEB) Number Measnno.  Mean no.
Age of of of living
group 0 1 2 3 4 5 6 7 8 9 10+ Towel women CEB children
ALL WOMEN
15-19 823 164 1.1 03 00 00 00 00 00 00 00 100.0 1259 0.19 0.18
20-24 36,7 367 1713 6.4 24 05 01 0.0 00 0.0 0.0 100.0 1119 1.03 0.94
15-29 186 207 220 224 103 40 15 05 00 00 00 100.0 890 2.06 1.88
30-34 72 123 161 196 163 125 84 49 16 07 05 100.0 722 3.39 347
35-39 44 64 109 128 161 131 143 95 59 48 1.8 100.0 567 4.58 4,12
40-44 37 46 B1 118 112 102 100 127 87 B4 107 100.0 507 5.62 4.97
45-49 34 55 89 81 113 948 94 104 11.8 8.1 134 100.0 358 5.83 513
Total 3.7 17.¢ 121 106 7.8 54 44 3.6 2.4 i.9 2.1 100.0 5421 2.4 2.19
CURRENTLY MARRIED WOMEN
15-19 373 555 57 15 00 00 00 00 00 00 00 1000 86 071 0.68
20-24 130 368 279 153 57 09 03 00 00 00 00 1000 307 1.68 1.52
25-29 10.9 182 228 289 111 56 21 03 0.0 0.0 0.0 100.0 414 2.38 2.18
30-34 47 88 13.7 204 167 157 105 6.2 1.7 1.0 05 1000 459 378 3.43
3539 31 72 109 118 148 141 147 99 67 4.8 1.9 100.0 397 4.69 422
40-44 19 26 84 112 101 104 96 138 89 9.8 133 1000 345 6.05 5.41
45-49 26 3.8 8.6 3.0 11D 86 79 124 132 93 147 1000 251 6.16 5.44
Total 73 143 151 162 116 94 75 65 44 36 41 1000 2259 3.89 3.50

3.3 Birth Intervals

There has been a large amount of research to indicate that short birth intervals are deleterious to the
health of babies. This is particularly true for babies bomn at intervals of less than 24 months. Table 3.6 shows
the percent distribution of births in the five years preceding the survey by the number of months since the
previous birth. More than one-fifth of births were bom after an interval of less than 24 months, The median
birth interval length is 33.5 months,

Short birth intervals are more common if the previous child died early in life. The death of the child
Icads w truncation of breastfeeding, which leads to earlier resumption of fecundity. In addition, the parents
often want another child quickly to replace the dead child. The proportion of births in the last five years with
preceding births intervals of less than 24 months drops from 22 to 20 percent if children whose preceding
sibling has died are excluded.

Although the table indicates that a high proportion of births to teens were preceded by short intervals,
this does not reflect the actual situation of most teen births because the table excludes first births (which are
the majoritly of teen births). Birth intervals are somewhat longer in urban areas and in the Central/South
region where the means are 38 and 37 months, respectively. This is due to a larger proportion of very long
intervals (4 years or more) in these areas.
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Table 3.6 Birth intervals

Percent disriburion of births in the five years preceding the survey by number of months since previous birth, according
to demographic and socioeconomic characteristics, Namibia 1992

Median
Number of months since previons birth number of Number
months since of

Characteristic 7-17 18-23 24-35 3647 48+ Total previous birth births
Age of mother

]5_19 L] £ L] L] L] [ ] L] ]9

20-29 116 14.7 8.9 15.7 19.1 100.0 31.2 1143

30-39 83 10.7 35.7 16.8 28.5 100.0 35.0 1206

40 + 98 7.3 321 148 3156 100.0 .2 460
Birth order

23 8.6 12.3 339 17.0 28.2 100.0 35.0 1233

4-6 10.7 11.8 378 14.7 24.9 100.0 33.0 996

T+ 11.6 11.3 40.2 15.8 21.2 100.0 322 550
Sex of prior birth

Male 10.0 12.1 36.3 15.9 256 100.0 33.5 1396

Femnale 9.8 11.8 36.6 159 258 100.0 336 1432
Survival of prior birth

Living 8.0 11.8 373 16.4 26.5 100.0 4.1 2581

Dead 298 14.0 282 10.9 17.1 100.0 269 247
Residence

Urban 10.8 10.4 25.8 15.5 37.4 100.0 38.2 877

Rural 9.5 12.7 41.3 16.1 204 100.0 322 1951
Reglon

Northwest 8.8 13.2 43.6 14.8 16.7 100.0 1.6 1275

Northeast B.0 10.7 39.4 199 22.0 16C.0 34.6 534

Central 13.0 10.6 257 14.8 359 100.0 373 341

South 12.0 11.3 26.2 15.6 34.9 100.0 37.2 678
Educatlon

No education 9.8 11.9 353 15.7 213 100.0 353 592

Some primary 10.0 10.5 39.8 16.8 23.0 100.0 328 1221

Completed primary 9.9 13.0 38.6 15.7 22.8 100.0 32.1 276

Secondary/Higher 10.0 14.1 311 14.8 30.0 100.0 34.2 739
Tonal 9.9 12.0 36.5 15.9 25.7 100.0 335 2828

Note: First-order births are excluded. The interval for multiple births is the number of months since the preceding pregnancy
that ended in a live birth.

* Based on too few cases to show
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34 Age at First Birth

The age at which childbearing begins has important demographic consequences as well as important
consequences for the mother and child. In many countries, postponement of first births, reflecting an increase
in the age at marriage, has contributed greatly to overall fertility decline. Table 3.7 presents the distribution
of Namibian women by age at first birth, according to their current age. Among women currently of age 20,
about 40 percent became mothers before the age of 20, of which 2-3 percent gave birth before age 15, and
14-18 percent gave birth between age 15 and 17, There has been little change in the median age at first birth,

which is about 21 years.

Table 3.7 Age at first birth

Percent distribution of women 15-49 by age at first birth, according to current age, Namibia 1992

Women Median
with Apge at first birth Number  age at
no of first
Current age births 15-17 18-19 20-21 22-24 Total women birth
15-19 823 1.0 10.1 6.6 NA NA 100.0 1259 a
20-24 36.7 1.6 16.2 238 15.6 6.1 100.0 1119 a
25-29 18.6 1.7 15.0 222 16.7 18.2 100.0 850 21.2
30-34 7.2 38 18.5 222 17.0 17.0 100.0 122 20.5
3539 4.4 2.6 15.7 213 23.6 16.2 100.0 567 20.7
40-44 3.7 31 16.9 17.9 21.4 18.2 100.0 507 21.1
45-449 3.4 3.0 12.1 12.9 21.8 224 100.0 358 22,0

NA = Not applicable

4 ess than 50 percent of the women in the age group x to x+4 have had a birth by age x




Table 3.8 summarises the median age at first birth for different cohorts and compares the entry age
into parenthood for different subgroups of the population. (Medians for cohorts 15-19 and 20-24 could not
be determined because most women have not yet had a birth.) Findings for older women should be
interpreted with caution; for example, the higher medians for older women in Northwest may reflect omission
or misdating of early births, rather than a genuine trend. There are only small differences between the various
subgroups with two exceptions; women in the Northeast and Central/South regions have their first birth
slightly earlier (means of 19.7 and 19.8 years, respectively), and women with at least some secondary
education give birth for the first time somewhat later (mean 22.7 years). There is no evidence of a change
in the age at first birth in Namibia during the past two decades.

Table 3.8 Median age st first binth by background characteristics
Median age at first birth among women age 20-49 years, by cumrent age and selected background
characteristics, Namibia 1992
Current age Women

Background age
characteristic 25-29 30-34 35-39 40-44 45-49 25-49
Residence

Urban 21.2 20.5 20.6 20.5 21.3 20.8

Rural 21.2 20.6 20.9 21.6 22.6 21.3
Region

Northwest 23.1 22.1 21.6 22.4 23.5 22.6

Northeast 19.7 19.4 19.5 20.4 20.1 19.7

Ceniral 19.5 19.5 20.5 20.0 20.8 19.8

South 21.2 20.6 20.5 204 215 20.8
Education

No education 19.5 19.3 20.6 20.8 213 203

Some primary 19.9 19.8 20.5 209 21.8 204

Completed primary 20.5 19.6 20.6 (20.6) (21.7 20.5

Secondary/Higher 235 22.4 21.1 219 241 227
Total 21.2 20.5 207 21.1 22.0 21.0
Note: The median for cohort 15-19 could not be determined because soire women may still have a
birth before reaching age 20. Figures in parentheses are based on a small number of cases.
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3.5  Teenage Pregnancy and Motherhood

Table 3.9 and Figure 3.3 show the percentage of women age 15-19 who are mothers or pregnant with
their first child. About 36 percent of teenagers 18 years of age and 19 percent of teens 17 years of age have
begun childbearing (have already given birth, or are pregnant with their first child). Early childbearing is
common in the Northeast (35 percent), Central (27 percent), and South (29 percent) regions, but not in the
Northwest, where only 12 percent of the teenagers are mothers or pregnant. It is also much more common
among teens with no education; almost half of these teenagers have a child or are pregnant, compared to 20
percent of (eens with some education.

Table 3.9 Teenage pregnancy and motherhood
Percentage of women age 15-19 who are mothers or pregnant with their first
child, by selected beckground characteristics, Namibia 1992
Percentage who are: Percentage
who have
Pregnant  begun  Number

Background with first  child- of
characteristic Mothers child bearing  teenagers
Age

15 0.9 0.4 1.3 267

16 54 09 6.3 229

17 14.7 4.1 18.7 262

18 29.5 6.5 36.0 250

19 38.5 6.9 454 251
Residence

Urban 19.2 50 24.1 381

Rural 17.1 3.3 20.4 878
Reglon

Northwest 2.6 24 12.0 620

Northeast 30.8 4.4 353 227

Central 21.0 6.0 27.0 120

South 23.5 53 28.8 292
Education

No education (39.3) (10.3) (49.6) 46

Some primary 16.8 37 20.5 659

Completed primary 19.4 1.0 204 142

Secondary/Higher 16.2 4.1 203 411
Total 17.7 38 21.5 1259
Note: Figures in parenthese are based on a small number of cases.
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Figure 3.3
Percentage of Teenagers
Who Have Begun Childbearing by Age

Parcent

15 16 17 18 19

Age in Years

Bl Mothers [1Pregnant (1st child)

NDHS 1982
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CHAPTER 4

FERTILITY REGULATION

One of the key areas of the Minisiry’s Development Programme after independence was the
improvement of maternal and child health and family planning services. This was in recognition of the fact
that women of child bearing age and children under five years of age constitute about 40-45 percent of the
population. These two groups are considered (o be vulnerable because of their special health problems. In
particular, the 1iming of births is known to have important effects on the health of women and their children.
Pregnancies that are "too early, too late, too many or too close together” are associated with a higher-than-
average health risk for both mother and child.

The Ministry’s implementation of the integrated Maternal and Child Health and Family Planning
Programme (MCH/FP) aims to reduce both infant mortality and maternal mortality. The programme will also
assist the government to reduce population growth, which was reponted by the Central Statistics Office to be
increasing rapidly at the rate of 3 percent annually. The rapid population growth compared 10 the economic
growth rate of 2 percent has serious implications for the country’s resources in terms of providing adequate
education, health facilities, job opportunities, housing and other social amenities.

Generally, family planning services in Namibia are underdeveloped and/or underutilised. This is
indicated by the low level of family planning practice and the high dropout rate found by some studies. The
provision of family planning services in health facilities varies by region. Statistics presented during the
National Safe Motherhood Conference showed that 79 percent of the 243 health facilities in the country are
providing family planning services. However, in the Northwest region, which accounts for nearly 50 percent
of the population, only 43 percent of the health facilities were reported to be providing family planning
services;

Some activities that have been undertaken to improve MCH/FP include assessment of needs,
provision of training and equipment, and preparation of management tools. Drafts of the Family Planning
Policy and the MCH/FP service protocols have been prepared and will be published in 1993,

41  Knowledge of Contraception

Determining the level of knowledge of contraceptive methods and of services was a major objective
of the NDHS, since knowledge of specific methods and of the places where they can be obtained is a
precondition for use. Information about knowledge of contraceptive methods was obtained by asking the
respondent to name all the different ways or methods that a couple could use to delay or avoid a pregnancy.
If the respondent failed to mention a particular method spontaneously, the method was described by the
interviewer and the respondent was asked if she recognised the method described. Eight modern
methods—the pill, IUD, injection, vaginal methods (diaphragm, foaming tablets and jelly), condoms, female
sterilisation and male sterilisation—were described, as well as two traditional methods—periodic abstinence
(rthythm method) and withdrawal. Any other methods mentioned by the respondent, such as herbs or
breastfeeding, were also recorded as spontaneous answers. For each method recognised, the respondent was
asked if she knew where a person could go to get the method. If she reported knowing about the thythm
method, she was asked if she knew where a person could obtain advice on how to use the method.
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Table 4.1 gives the percent distribution of all women and currently married women by knowledge
of contraceptive method and source. Nine of ten currently married women know at least one method of
family planning, and the proportion is only slightly lower if all women are considered. Virtually all Namibian
women age 1549 who know a method, know at least one modern method of family planning.

Among currently married women, only 41 percent knew a traditional method, while more than twice
as many (90 percent) reported knowing amodern method. The most familiar methods were steroid injection,
pill, and condom in that order, each of which was mentioned by more than half of all women interviewed.
Following these, were female sterilisation, the IUD and male sterilisation, which were mentioned by 50, 36
and 21 percent, respectively. Other modern methods (foaming tablets and diaphragm) wereless well-known.
As for traditional methods, about 25 percent of all women knew about periodic abstingnce, while 22 percent
knew about withdrawal.

The vast majority of women who knew a method of family planning also reported knowing where
to obtain that method. Knowledge of a source where specific methods can be obtained is slightly higher
among married women than among all women.

Table 4.1 Knowledge of contraceptive methods and source for methods
Percentage of all women and currently married women who know specific
coniraceptive methods and who know a source {for information or services),
by specific methods, Namibia 1992
Know method Know a source
Currently Currently
Contraceptive All married All married
method women women women wormen
Any method 88.6 904 71.5 B2.1
Any modern method 88.5 90.4 71.3 81.8
Modern method
Fill 79.3 824 68.1 72.7
IUD 35.6 40.5 29.7 349
Injection 80.1 84.8 70.2 762
Diaphragm/foam/jelly 10.8 153 8.1 12.1
Condom 7.6 70.6 51.5 52.2
Female sterilisation 50.1 60.1 43,3 52.3
Male sterilisation 20.8 213 17.3 239
Any traditional method 33.0 40.7 NA NA
Periodic abstinence 25.1 323 16.6 29
Withdrawal 22.8 295 NA NA
Herbs 38 6.5 NA NA
Other raditional methods 1.7 1.9 NA NA
Number of women 5421 2259 5421 2259
NA = Not applicable
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Table 4.2 shows the percent distribution of currently married women knowing at least one modemn
method and a source by selecied background characteristics. Knowledge of at least one contraceptive method
among currently married women is somewhat higher among women in their late twenties than among
younger or older women. However, the level of knowledge among women age 40-49 is somewhat lower than
for other age groups. This may be attributed to the late introduction of formal education in Namibia, The
majority of women in this age group are known (o have received no formal education. This phenomenon is
also reflected in the positive relationship between level of knowledge/source and level of education. Women
with no education have the least knowledge of both method (79 percent) and source (67 percent). Levels of
contraceptive knowledge rise steadily to 89 percent for women with some primary education, 96 percent for
women with completed primary, and 98 percent for women with secondary/higher education. Knowledge
of a source is 77 percent for women with some primary education, 89 percent for completed primary
education, and 96 percent for those with secondary and higher education.

Table 4.2 Knowledge of modern contraceptive metheds and source for
methods
Percentage of currently married women who know at least one modem
contraceptive method and whe know a source (for information or services),
by selected background characteristics, Namibia 1992
Know a
Know Know  source for Number

Background any amodem modem of
characteristic method  method! method women
Age

15-19 88.0 38.0 83.5 86

20-24 9340 927 84.8 307

25-29 94.4 94.3 87.5 414

30-34 922 92.2 838 459

35-39 89.7 89.7 80.7 397

40-44 85.1 B85.1 75.0 345

45-49 86.8 86.8 75.8 251
Residence

Urban 95.5 95.5 94.0 877

Rural 87.2 87.1 4.1 1382
Reglon

Northwest g2.1 82.1 66.9 713

Northeast 95.5 95.2 B2.2 476

Central 88.3 88.3 86.2 340

South 96.2 96.2 94.1 730
Education

No educalion 79.0 79.0 67.3 509

Some primary 89.3 89.2 76.6 827

Completed primary 95.6 95.6 B8.5 192

Secondary/Higher 98.3 98.3 96.1 730
Total 90.4 90.4 318 2259
*Includes pill, 1UD, injection, vaginal methods (foaming tablets/diaphragm/
foamn/jelly), condom, female sierilisation, and male sterilisation.
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The variation in knowledge of a modem contraceptive method and a source for the method between
urban and rural areas is moderate. For urban women, knowledge of a method is 96 percent while, for rural
women, it is 87 percent. However, knowledge of a source for a modem method shows a slightly wider
differential, with almost 94 percent of urban women knowing a source compared to 74 percent of rural
women.

Differences in contraceptive knowledge are also observed with respect to place of residence. The
level of knowledge of married women who have heard of at least one family planning method is highest in
the South and Northeast regions (96 percent), lower in the Central region (88 percent) and lowest in
Northwest region (82 percent). This pattemn is similar for knowledge of a source; the level of knowledge of
a source is highest in the South (94 percent), followed by the Central region (86 percent), and the Northeast
region (82 percent). As with knowledge of method, the Northwest region has the lowest level of knowledge
of a source (67 percent), compared (o the other regions. This could be explained by the fact that, although
this region accounts for about SO percent of the population, women in this region have less access to mass
media family planning messages and to family planning services,

4.2  Ever Use of Contraception
All women interviewed in the NDHS who said that they had heard of a method of family planning

were asked if they had ever used it. Over half (52 percent) of currently married women have used a method
of family planning at some stage in their life and 41 percent of all women have used a method (see Table 4.3).

Table 4.3 Ever use of contraception

Percentage of all women and of cumently married women who have ever used any contraceptive method, by specific
method and age, Namibia 1992

Medem methods Traditicnal methods
Any Dia- Female Male
modem In phragm steri- steri- Any Number
Any meth- jec-  foam/ lisa-  lisa-  trad. Absii- With- of
Age group method  od Pil IUD tien jelly Condom tion tion method nence drawal Herbs Other women
ALL WOMEN

15-19 172 158 54 01 116 02 24 01 00 39 27 22 11 00 125
20-24 432 411 21.6 12 272 0.2 74 0.5 0.2 99 7.1 4.7 38 07 1119
25-29 54.6 524 327 5.0 1329 0.9 8.2 1.5 0.1 111 76 53 36 04 890
30-34 54.0 525 354 89 319 03 7.5 3.9 0.9 137 94 57 3.8 1.0 722
35-39 503 488 284 93 319 1.2 5.0 0.4 0.6 102 66 5.7 24 0.4 567
40-44 409 393 189 4,7 260 0.9 47 106 0.0 8.4 5.8 3.8 2.8 0.7 507
45-49 393 370 162 53 161 17 17 152 10 113 65 50 28 21 358
Total 408 390 21.6 4.1 248 06 5.5 39 03 9.2 6.2 4.4 24 0.6 5421

CURRENTLY MARRIED WOMEN

15-19 433 386 186 00 243 00 58 00 00 180 133 63 §5 00 86
20-24 61.8 592 319 2.1 385 04 74 1.5 02 160 130 6.1 109 07 307
25-29 569 568 351 62 350 10 74 22 03 132 86 69 53 03 414
30-34 553 53% 363 9.1 308 05 6l 5.1 1.0 134 101 51 46 08 459
35-39 497 479 282 103 304 1.L§ 48 104 09 107 74 359 26 03 397
40-44 413 394 183 47 249 07 45 131 00 72 56 28 27 03 345
45-49 427 400 195 66 155 1.9 1.4 1.7 14 131 87 49 33 21 251
Total 519 497 28.8 65 297 10 55 74 06 124 90 54 49 06 2259
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Among currently married women, ever use of modemn methods is almost four times higher (50
percent) than ever use of traditional methods (12 percent). Hormonal methods are the most common
methods: 30 percent of currently married women have used injection to prevent pregnancy, and 29 percent
have used the pill. The corresponding figures among all women are 25 and 22 percent, respectively. Periedic
abstinence has been used by 9 percent of currently married women; 7 percent have used the 1UD, 7 percent
were sterilised; 6 percent used the condom; and 5 percent of currently married women have used withdrawal.

Ever use of modern methods is lowest among all women aged 15-19 years, but increases with age
to the highest level among women aged 25-34 years. It then decreases for women age 35-49 years. Among
currently married women, the highest level of ever-use is observed for age group 20-24 years.

4.3  Current Use of Contraception

Ovenall, only 23 percent of women in Namibia (or 29 percent of currently married women) are
currently using a contraceptive method (see Table 4.4). Since it is customary to analyse contraceptive use
among currently married women, this chapter focuses primarily on married women and women who are
living with a partner. It needs to be kept in mind, however, that the majority of women in Namibia (58
percent) are not currently married.

Table 4.4 Current use of contraception by age

Percent distribution of all women and of currently married women by contraceptive method currently used, according to age,
age, Namibia 1992

Modern methods Traditional methods
Any Dia- Female Male Peri- Not
modern phragm, steri- sleri- Any  odic With- cur-

Any meth- Injec- foam, Con- lisa- lisa- wad. absti- draw- rently

Age method od Pl IUD ton jelly dom ton tion method nerwe al Herbs Other using Total Number
ALL WOMEN

15-19 107 98 25 01 69 00 03 00 00 09 03 01 OS5 01 893 1000 1259
20-24 248 223 86 07 116 00 09 05 00 26 07 01 14 04 752 1000 1119
25-29 313 287 112 22 133 0.1 0.5 14 0.0 2.6 0.9 0.2 1.5 0.0 68.7 100.0 890
30-34 287 266 118 26 75 00 06 39 02 22 10 00 1.0 01 713 1000 T2
35-39 320 300 76 27 %9 02 02 94 00 20 08 03 07 01 680 1000 567
40-44 208 200 41 12 383 00 02 106 00 08 02 04 02 00 792 1000 507
45-49 209 198 20 06 10 00 00 152 10 10 00 03 07 00 791 1000 358
Total 233 214 71 13 86 00 05 3B 0l 183 06 02 09 01 767 1000 5421

CURBENTLY MARRIED WOMEN

15-1% 205 165 72 00 %3 00 Q0 00 00 39 60 00 2% L0 795 1000 86
20-24 306 257 105 14 124 00 00 15 00 495 02 00 435 03 894 1000 307
25-29 323 283 1.0 32 117 00 Q3 22 00 40 12 02 27 00 677 1000 414
30-34 293 270 116 28 65 00 08 51 03 23 09 00 12 02 707 1000 459
35-3% 326 298 76 24 50 03 @O0 104 06 28 L1 05 10 02 674 1000 397
40-44 237 225 40 13 36 00 03 131 o0 12 03 07 02 00 763 1000 345
45-49 246 231 24 09 07 00 00 177 14 15 00 03 10 00 754 1000 251
Total 289 280 83 24 77 G1 03 74 G2 28 Q7 O3 18 O 711 1000 2259
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One in four married women in Namibia is currently using a method of contraception: 26 percent are
using a modern method while 3 percent ar¢ using a traditional method. The most commonly used method
is the pill (8 percent), followed by injection (8 percent) and female sterilisation (7 percent) (see Figure 4.1).
The TUD is used by less than 2 percent of married women. The least used contraceptive methods are periodic
abstinence, withdrawal, and condoms.

Figure 4.1
Distribution of Currently Married Women
by Method Currently Used

Sterllisation 1% Plll 29%

Injection 27%

Female

Condom 1% Sterilisation 26%

Traditional
Methods 10%

NDHS 1992

Most contraceptive users are women 25-39 years; younger and older women are least likely to use
a contraceptive method (see Table 4.4). The choice of method also varies by age; younger women are more
likely to use the pill, injection or a traditional method, while women 35 years and over tend to use female
sterilisation.

About one in five women is currently using a modern method. The distribution of methods among
all women is similar to that among currently marricd women with one exception; female sterilisation is almost
twice as common among currently married women. The order of preference differs slightly; the preferred
method for all women is injection (9 percent). Traditional methods account for about 3 percent of the total
use.

While overall use of family planning is not widespread in Namibia, the NDHS data show that some
women are much more likely 10 be using contraception than others (see Table 4.5 and Figure 4.2). Women
in urban areas and women with secondary or higher education are much more likely to be using a modern
method of contraception than rural women or women with no primary education. The association between
place of residence and contraceptive use is very strong. The level of contraceptive use is almost three times
higher in urban arcas (46 percent) than in rural (16 percent) areas. However, use of traditional methods is
higher in rural (4 percent) than in urban (2 percent) areas. This may be due to lack of accessibility and
availability rather than preference. The most popular methods among both urban and rural women are the
pill, injection and female sterilisation,
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Table 4.5 Current use of contraception by background characteristics

Percent distribution of currently married women by contraceptive method currently used, according to selected background
characteristics, Namibia 1992

Modem methods Traditional methods
Any Dia- Female Meale Peri- Not

Background modem phragm, steri-  steri-  Any  odic  With- cur-
character- Any meth- injec- foam, Con- lisa- lisa- trad. absti- draw- rently Num-
istic method od Pil JUD tion jelly dom tion tion method nence al Herbs Other using Tolal  ber
Residence

Urban 47.8 466 147 40 138 0.1 05 129 0.5 12 0.6 0.4 0.2 0.0 522 1000 877

Rural 169 13.0 42 0.8 3.9 0.0 0.1 4,0 0.0 35 0.7 02 28 02 831 1000 1382
Region

Northwest 8.7 73 26 07 06 00 03 31 00 13 1.0 03 00 00 913 1000 713

Northeast 215 109 48 0.1 42 00 00 1.7 00 106 1.1 04 84 0.7 785 1000 47

Central 322 318 99 1.1 138 00 00 71 00 04 04 00 OO0 00 678 1000 340

South 520 515 153 5 141 02 05 156 0.7 05 02 03 00 00 480 1000 730
Level of education

No education 168 142 25 062 59 00 00 56 00 26 06 02 1.7 02 832 1000 509

Primery incomplete 192 150 43 03 53 00 00 51 00 43 07 02 3.0 03 803 1000 827
Primary completed 29.5 276 7.7 2 %5 00 05 80 06 19 03 00 16 00 705 1000 192
Secondery/Higher 481 464 16% 56 113 02 06 112 05 LT 07 05 05 00 519 1000 730

No. of living children
0 112 109 66 06 13 00 00 18 00 03 03 00 00 00 888 1000 197
1 293 260 1.7 22 103 04 03 12 00 33 06 04 211 02 707 1000 342
2 384 341 135 37 81 00 03 79 06 43 i3 03 25 02 616 1000 354
3 362 330 64 23 130 00 O6 104 03 32 04 03 23 02 638 1000 3N
4+ 256 231 60 16 58 00 01 95 01 25 06 03 1.5 01 744 1000 955
Time to source {min.)
<15 502 4%3 163 44 116 0.0 05 162 0.3 0.9 0.4 0.5 0.0 0.0 498 1000 469
15-29 384 357 109 34 130 00 12 68 04 27 09 04 14 00 616 1000 279
30-59 263 247 97 15 89 00 00 45 00 16 04 00 10 02 TLT 1000 370
60-119 245 190 43 23 77 00 0D 47 00 54 10 03 41 00 755 1000 362
2120 144 96 27 00 40 00 00O 29 00 4& 07 05 34 02 856 1000 370

MissingDon"tknow 00 00 00 00 00 00 OO0 00 00 00 00 00 00 00 1000 100.0 1
Don'tknow source 174 150 46 06 19 03 00 7.0 06 24 07 00 12 04 826 1000 407

Distance ta source (km)

0-4 405 370 121 28 120 00 03 97 00 35 06 04 24 01 3595 1000 1013
5-9 350 36 104 36 388 00 09 61 1.9 34 15 00 20 00 650 1000 129
10-19 228 150 84 283 22 00 07 50 00 38 05 05 27 00 712 1000 158
20-29 1.9 1ws 17 10 30 o0 00 43 00 14 07 00 07 00 83) 100.0 120
30-59 156 123 3.0 0.5 4.3 0.0 0.0 39 0.0 33 11 0.5 1.3 04 844 1000 198
60+ 203 203 41 21 77 00 00 63 OO0 00 OO0 00 OO0 00 7.7 1000 171

MissingMon'tknow 168 154 383 1% 81 00 00 16 OO0 13 00 00 1.3 00 832 1000 63
Don'tknow scurce 174 150 46 06 1% 03 00 70 06 24 07 00 12 04 826 1000 407

Total 289 20 83 21 77 o1 03 74 02 29 07 03 18 0! 711 100.0 2259

Regional differences in contraceptive prevalence are also observed. By far the highest contraceptive
prevalence is found in the South region where 52 percent of married women are currently using a modem
method of contraception. The overall level of use is lowest in the Northwest region (7 percent). Current use
of modem methods in the Central region is 32 percent, while in the Northeast region it is 11 percent. In the
South, 16 percent of women are using female sterilisation, 15 percent are using the pill, and 14 percent have
chosen injection. Use of traditional methods is common in the Northeast region; 11 percent of currently
married women are currently using traditional methods, principally hetbs (8 percent).
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Figure 4.2
Current Use of Family Planning Methods
Among Currently Married Women
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Greater use of family planning among women with formal educatdon—an association documented
in many countries around the world-—also occurs in Namibia. Prevalence increases from 17 percent among
women with no education to 48 percent among women who have some secondary or higher education. At
all educational levels, injection is the most popular method with the exception of women with
secondary/higher education where the pill is the preferred method. Use of condoms is very low among
women with no education.

Current use of modem contracepiives is lowest for women with no children {11 percent). Itis highest
among women with 2-3 children (36-38 percent). About 10 percent of women with at least three children
are sterilised.

Women in the NDHS were also asked about the nearest health facility and outreach services they
were using. If the nearest health facility was not a hospital, questions were asked about the nearest hospital
as well. For each service it was asked whether family planning services were available. A detailed analysis
of the services availability data is presented in Chapter 11. Use of modern contraceptives declines with travel
time to the source. Use is highest among women within 15 minutes of a source, and declines gradually to
the lowest level among women 2 hours or more from a source of family planning. The association between
current use and distance is somewhat less pronounced. Although this provides only a crude indication of the
relationship between service availability and use, it generally suggests that increased availability is associated
with increased contraceptive use for supply methods such as pills and injection. This relationship is explored
further in Section 4.6 and Table 4.11,
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4.4  Number of Children at First Use of Contraception

It is assumed that in many cultures, family planning is used only when couples have already had as
many children as they want. As the concept of planning families gains acceptance, however, couples may
begin to use contraception for spacing births as well as for limiting family size. Moreover, unmarried young
wemen may be particularly motivated to use family planning to avoid an unwanted pregnancy.

Table 4.6 shows the number of children a woman had when she first used contraception. Most ¢ver-
users of contraception reported that they began using some form of contraception after they had their first
child (19 percent of all ever married women), but 13 percent started using before they had their first child.
From the age pattems, it is apparent that while older age cohorts waited until they had at least four children
or more, younger age cohorts started to use a method of contraception before they had any children. For
example, 24 percent of women age 15-19 used contraception before they had any children, compared to 4
percent of women age 40-44.

Table 4.6 Number of children at first use of contraception
Percent distribution of ever-married women by number of living children at the time of first use of contraception, according
to current age, Namibia 1992
Number of living children at time

Never of first use of contraception Number
Current used of
age contraception 0 1 2 3 4+ Missing Telal women
15-19 57.0 23.6 17.7 04 0.0 0.0 1.2 100.0 93
20-24 37.8 231 32.1 5.1 1.6 0.0 0.3 100.0 348
25-29 39.2 20.3 26.2 8.2 3.0 2.6 0.4 100.0 473
30-34 43.5 13.4 20.0 8.7 6.6 1.5 0.3 100.0 536
35-39 49.5 8.7 14.9 10.4 6.6 9.8 0.0 100.0 458
40-44 58.2 4.0 9.4 73 1.4 12.9 0.9 100.0 411
45-49 59.2 6.2 6.9 57 5.4 15.8 0.9 100.0 315
Total 477 13.1 18.5 7.6 5.0 7.6 0.5 100.0 2638
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4.5 Knowledge of the Fertile Period

Table 4.7 presents knowledge of the fertile period among all women and among those who have ever
used periodic abstinence. Forty-five percent of all women did not know when conception was most likely
to occur, while 21 percent said they thought it occurred after their period ended. Only 8 percent of women
correctly identified the fertile period as being in the middle of the ovulatory cycle. Ever-users of periodic
abstinence were more knowledgeable—16 percent correctly identified the fertile period—but 37 percent
thought a woman had the greatest risk of becoming pregnant after her period.

It appears, therefore, that women in Namibia generally have limited knowledge about their ovulatory
cycle. Since basic knowledge on reproduction is important for the successful practice of coitus-related
methods such as withdrawal, condoms, etc., more aitention needs to be given to the physiological aspects of
reproduction in formal education and family planning programmes.

Table 4.7 Knowledge of fertile period
Percent distribution of all women and of women who
have ever used periodic abstinence by knowledge of
the fertile period during the ovulatery cycle, Namibia
1992

Ever users
Perceived All  of periodic
fertile period women  abstinence
During mensirual period 1.2 1.2
Right after period has ended  20.6 373
in the middle of the cycle 7.8 15.9
Just before period begins 2.5 19
Other 03 1.2
No particular time 22.5 20.9
Don't know 45.0 18.9
Missing 0.2 0.8
Totl 100.0 100.0
Nuniber 5421 338
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4.6  Sources of Family Planning Methods

Current users of modern methods of family planning were asked where they most recently obtained
their method. Most women (86 percent) said that they obtained their method from a govemment health
facility (govemnment hospital, government health centre, or primary health care mobile clinic). The private
sector, which provides 11 percent of modem contraceptives, plays a much smaller role in supplying
contraceptive methods in Namibia (see Table 4.8).

Table 4.8 Source of supply for modern contraceptive methods
Percent distribution of current users of modem contraceptive methods by most recent source
of supply, according to specific methods, Namibia 1992
Female
Injec- sterili-
Source of supply Pitl IUD tion  Condom  sation Total
Public 84.7 54.8 97.1 (82.4) 78.6 86.4
Government hospital 225 40,1 26.7 (35.0) 78.6 35.5
Government health centre 61.5 14.7 68.0 (47.5) 0.0 49.7
PHC mobile clinic 0.6 0.0 24 (0.0) 0.0 1.2
Private (medical) 12.8 414 23 (9.4) 15.8 11.1
Private doctor 1.3 269 0.0 {4.7) 1.2 2.6
Private hospilal/clinic 2.9 14.5 23 {0.0) 14.6 55
Pharmacy 8.6 0.0 0.0 (4.7 0.0 3.0
Other private 1.3 0.0 0.0 (8.2) 0.0 0.6
Shop 0.1 0.0 0.0 (0.0) 0.0 0.0
Friends/relatives 11 0.0 0.0 (8.2) 0.0 0.6
Other 0.3 0.0 0.0 (0.0) 1.2 0.3
Don’t know 0.0 0.0 0.0 {0.0) 0.5 0.1
Missing 09 3.8 0.6 (0.0) 4.0 1.5
Total 160.0 100.0 100.0 100.0 160.0 160.0
Number 383 71 468 26 207 1162
Note: Figures in parentheses are based on a small number of cases,

The sources for family planning methods depend on the type of method used. Injection and pills are
primarily supplied by government health centres (97 and 85 percent, respectively), while most sterilisations
are done in government hospitals. The private sector’s largest share in the supply of contraceptives is [UDs,
for which it accounts for 41 percent of the total supply. Eighty-two percent of all condoms used for family
planning are provided by the govemment, while private pharmacies supply only 5 percent. About one in 12
condoms is obtained from friends or relatives, No women reporied the primary health care mobile clinics
as a source of condoms.

Among women who have been sterilised more than half (56 percent) had the operation when they

were in their thirties. Twenty-nine percent were sterilised before age 30, and 15 percent at age 40 and over,
The median age at sterilisation is 32,5 years.
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Current users of modem methods were asked how long it takes to travel from home to their source
of supply. Nonusers of contraceptive methods were asked if they knew a place where they could obtain a
modern method and if so how long it would take to get to the source of supply. The results are presented
according to urban-rural residence in Table 4.9.

Half of women who are currently using a modern method of contraception are 30 minutes from their
source of supply, compared to 21 percent of nonusers, and 31 percent of women who know at least one
modern method. There are marked differences by urban-rural residence. More than 60 percent of the current
users of modem methods of family planning in urban areas are less than 30 minutes away from their source
of supply, compared to 27 percent in the rural areas. Time to source does not appear to play an important
role, since both users and nonusers are equally close to a source. However, 15 percent of nonusers in urban
areas did not know a source.

Rural users generally live further from a source of supply for modem methods: 45 percent of the rural
users had to travel more than one hour to reach a source. Among rural nonusers the proportion having to
travel more than one hour to a source is about 60 percent (31 percent of all rural nonusers, but 48 percent
could not provide a source or time), indicating that distance may play a role in contraceptive use. More
important, however, is the fact that 45 percent of rural nonusers did not know a source at all,

These data suggest that increasing the availability of family planning services in rural Namibia may
have an impact on the use of modermn methods. Increasing information, education, and communication (IEC)
efforts may also have an impact in both rural and urban areas.

Table 4.9 Time to source of supply for modern contraceptive methods
Percent distribution of women who are currently using a modern contraceptive method, of women who are not
using a modern method, and of women who know a method, by time to reach a scurce of supply, according to
urban-rural residence, Namibia 1992

Women who are currently Women who are not using Women who know a

using a modemn method a modemn method contraceplive method

Minutes
10 source Urban  Rural Total  Urban  Rural Towal Urban  Rural Toual
0-14 36.7 16.0 30.7 298 3.6 11.3 336 5.6 17.3
15-29 22.1 1.1 17.9 17.7 4.6 8.5 199 5.8 11.7
30-59 19.8 16.4 18.8 19.2 10.6 13.2 19.6 12.9 15.7
60+ 11.3 454 21.2 10.4 31.0 24.9 10.8 373 26.2
Does not know time 0.0 0.0 0.0 5.2 3.0 37 3.1 29 3.0
Does not know source 0.0 0.0 0.0 14.6 44.5 357 6.9 30.9 20,9
Not stated 7.8 10.8 8.6 2.5 0.8 1.3 4.7 2.1 32
Not asked 24 a7 2.7 0.6 1.9 1.5 13 2.4 2.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 825 337 1162 1252 3007 4259 2000 2801 4801




4.7  Intention to Use Family Planning Among Nonusers

Women who were hot using any contraceptive method at the time of the survey were asked whether
they would do something in future to avoid getting pregnant. Sixty percent of currenitly married women said
they did not intend to use a contraceptive method in future, while 26 percent intend to use a method within
12 months (se¢ Table 4.10). The intention to use within 12 months is highest among married women with
2-3 living children (31 percent). Twenty-four percent of mothers with 4 or more children intend to use a
contraceptive method within 12 months. The proportion of currently married nonusers of a contraceptive

method who do not intend to use a contraceptive method is more than 50 percent, regardless of the number
of living children.

Table 4.10 Future use of contraception

Percent distribution of currently married women who are not using a contraceptive method by past

experience with contraception and intention to use in the future, according to number of living
children, Namibia 1992

Past experience Number of living children'
with contraception
and future intentions 0 1 2 3 4+ Total

Never used contraception

Intend to use in next 12 months 7.1 12.6 9.9 179 11.3 104
Intend to use later 1.2 2.5 3.0 0.9 1.1 1.5
Unsure as to timing 0.0 0.0 0.0 0.0 0.4 0.2
Unsure as to intention 6.8 8.4 5.2 72 8.1 7.5
Do not intend to use 55.7 40.9 39.4 413 53.3 479
Missing 0.0 1.0 0.0 0.0 0.2 0.2
Previously used contraception
Intend to use in next 12 months 6.9 15.0 214 23.0 12.9 15.5
Intend to use later 4.3 3.7 3.6 2.1 1.6 2.5
Unsure as to timing 0.0 0.0 0.9 0.5 03 03
Unsure as to intention 3.9 0.4 1.9 0.5 1.2 1.3
Do not intend to use 13.2 15.4 14.2 16.2 9.6 12.4
Missing 0.9 0.0 0.5 0.5 0.0 0.2
Total 100.0 1000 1000 100.0 100.0 100.0
All currently married nonusers
Intend 10 use in next 12 months 14.0 217 313 309 24.2 25.9
Intend to use later 5.5 6.2 6.6 29 2.7 4.0
Unsure as to timing 0.0 0.0 0.9 0.5 0.7 0.5
Unsure as to intention 10.7 8.7 7.1 7.7 9.3 8.8
Do not intend to use 68.9 56.4 53.6 57.5 62.9 60.3
Missing 0.9 1.0 0.5 0.5 0.2 0.4
Total 100.0 1000 1000 1000 100.0 100.0
Number of women 139.0 233.0 233.0 2450 7560 1606.0

Yncludes current pregnancy
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Nearly 50 percent of women who never used any contraceptive method do not intend to use a method
in future, while 10 percent intend using a contraceptive method within 12 months, and only 2 percent intend
to use at a later time. Among women who previously used a contraceptive method, 16 percent intend using
a method within 12 months while 12 percent do not intend to use a contraceptive method in future.

Women who were not using a contraceptive method and said they did not intend to use one in future
were asked to give the main reason for not intending to use a contraceptive method, The results are presented
in Table 4.11 by respondent’s age. The main reason women gave for not using a contraceptive method was
that they wanted more children: 66 percent of women under 30 years want more children while 47 percent
of women 30 years and over want more children. Other reasons include: lack of knowledge (12 percent),
“difficult to get pregnant" (8 percent), and that the woman was menopausal or had had a hysterectomy (6
percent). The latter was only cited by women more than 30 years of age. Only 3 percent of women are
opposed to family planning. Health concemns and side effects were mentioned by 4 and 2 percent of women,
respectively.

Table 4.11 Reasons for not using conlraception
Percent distribution of women who are not using a contra-
ceptive method and who do not intend te use in the future by
main reason for not using, according to age, Namibia 1992
Age
Reason for not using
contraception 1529 30-49  Total
Want children 66.1 47.1 522
Lack of knowledge 9.5 13.2 12.2
Partner opposed 1.8 1.2 14
Cost (00 much 0.0 0.1 0.1
Side effects 9 13 2.0
Health concerns 1.8 4.2 3.6
Hard 1w get methods 1.4 1.5 1.5
Religion 0.5 1.8 1.4
Opposed to family planning 4.9 2.9 14
Fatalistic 0.0 0.5 0.4
Infrequent sex 0.0 0.2 0.2
Difficult to be pregnant 4.7 9.4 8.2
Menopausal, had hysterectomy 0.0 8.4 6.1
Not married 0.0 0.3 0.2
Other 1.3 2.4 2.1
Don’t know 4.1 54 5.0
Missing 0.0 0.2 0.1
Total 1000 1000 1000
Number 260 709 969
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Currently married nonusers who intend using a method in the future were asked which method they
preferred to use (see Table 4.12). Among those who intent to use in the next 12 months, thirty-nine percent
said they preferred injection, 31 percent the pill, and 10 percent the IUD, Women who intend to use a method
at a later time preferred the pill (36 percent) followed by injection (31 percent). Seven percent of nonusers
who intend to use a method sometime preferred sterilisation; only 2 percent preferred the condom.

Table 4.12 Preferred methed of contraception for future use

Percent distribution of currently married women who are not
using a contraceptive method but who intend to use in the fure
by preferred method, according to whether they intend to use in
the next 12 months or later, Namibia 1992

Intend to use

Innext  Afler

Preferred method 12 12

of contraception months months  Total!
Pill 30.6 35.6 3.0
IUD 10.1 6.7 9.6
Injection 394 31.0 38.1
Diaphragm/Foam/Jelly 0.7 1.8 0.8
Condom 23 1.8 2.2
Female sterilisation 6.7 1.7 6.7
Periodic abslinence 1.3 5.1 1.8
Withdrawai 0.0 13 0.2
Herbs 33 0.0 3.0
Other 0.7 0.0 0.6
Missing 49 9.0 6.0
Total 100.0 100.0 100.0
Number of women 416 65 492

Includes 9 women unsure ss to timing and two missing.
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4.8  Approval of Family Planning

All women were asked if it was acceptable to them to have messages about family planning on radio
and television (see Table 4.13). Three-quarters of respondents approved of the family planning messages,
however, women over 40 years of age were less likely 10 approve than younger women.

In the Northwest region mass-media family planning messages were not acceptable to 31 percent of
women, while in the Central and South regions only 9 percent found them unacceptable, Women with
secondary or higher education (85 percent) expressed more approval for family planning messages than
women with noeducation (53 percent) and approval in urban areas was considerably higher than in rural areas
(84 vs. 64 percent).

Table 4.13 Acceptability of the use of mass media for disseminating family planning
messagcs
Percentage of women who believe that it is acceptable to have messages about family
planning on radio or television, by selected background characteristics, Namibia 1992
Not
Background Accept- accept-
characteristic able able Missing Total Number
Age
15-19 68.2 204 11.4 100.0 1259
20-24 76.0 18.3 5.7 100.0 1119
25-29 77.2 17.1 5.6 100.0 890
30.34 753 18.6 6.1 100.0 722
35-39 70.5 22.1 7.4 100.0 567
40-44 63.9 25.4 10.8 100.0 507
45-49 66.4 24.7 3.9 100.0 358
Residence
Urban 84.4 10.3 53 100.0 2077
Rural 642 26.2 9.6 100.0 3344
Region
Northwest 59.0 31.5 9.4 100.0 2246
Northeast 79.5 18.2 23 100.0 879
Central 76.5 9.4 14,1 100.0 674
South 83.9 9.8 6.3 100.0 1622
Educatlen
No education 53.4 28.7 17.9 100.0 785
Some primary 65.3 248 9.8 100.0 2113
Completed primary 76.9 18.2 49 100.0 510
Secendary/Higher 84.9 12.3 238 100.0 2013
Total 72.0 20.1 79 100.0 5421
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4.9  Attitudes of Couples Toward Family Planning

Among currently married women who knew a contraceptive method and had not been sterilised
almost half reported that they had not discussed family planning with their husbands in the past year; 31
percent had discussed it once or twice; and about one-fifth had discussed family planning with their husbands
more ofien.

Respondents were asked whether they approved or disapproved of couples using a method to avoid
pregnancy. Table 4.14 presents the responses of currently married women, who knew a contraceptive method
and had not been sterilised. In 47 percent of couples, the wife reported that both she and her husband
approved of family planning. Another 16 percent who approved of family planning said their husbands
disapproved, and 10 percent did not know if their husbands approved or disapproved. Only 4 percent of the
women did not approve of family planning while their husbands approved.

Coupies in urban areas are more likely to approve of family planning than rural couples (57 and 41
percent, respectively). Approval is higher among couples in the South and Northeast regions than among
couples in the Northwest and Central regions. Also, couples with secondary or higher education (68 percent)
are twice as likely to approve of family planning as couples with no education (33 percent).

Table 4.14 Attitudes of couples toward family planning
Among currently married non-sterilised women who know a contraceptive method, the percentage who approve of family
planning, by their perception of their husband’s ettitude and selected background characteristics, Namibia 1992
Respondent approves Respondent disapproves
Unsure Husband
Background Both Husband of Husband disapproves/ Both
characteristic approve disapproves husband approves  unsure disapprove Missing  Percent Total
Age
15-19 42.8 22.7 12.1 2.3 2.7 12.7 4.7 100.0 16
20-24 50.1 19.0 10.3 41 3.9 11.0 1.7 100.0 281
25-29 56.3 13.8 8.8 3.0 2.7 12.9 2.6 100.0 382
30-34 51.2 13.2 8.8 57 6.1 11.9 3.2 100.0 398
3539 45.4 18.9 6.2 2.8 6.4 16.7 3.6 100.0 315
40-44 347 16.8 13.2 43 8.7 21.0 1.4 100.0 248
45-49 37.3 13.4 11.8 34 9.9 21.9 23 100.0 170
Residence
Urban 57.5 14.5 6.4 4.0 3.6 10.7 34 100.0 720
Rural 40.9 17.0 11.6 3.8 1.0 17.6 2.2 100.0 1150
Region
Northwest 32.8 16.5 7.4 3.7 7.1 20.5 3.0 100.0 563
Northeast 54.2 17.8 13.2 43 4.1 5.6 0.9 100.0 447
Central 41.3 17.8 12.6 2.2 9.1 12.6 4.3 100.9 276
South 58.8 13.4 74 45 39 9.1 2.9 100.0 584
Education
No education KN 14.4 13.9 32 12.4 21.2 2.3 100.0 4
Some primary 36.6 18.7 11.8 4.6 6.1 18.5 3.6 100.0 696
Completed primary46.8 17.7 113 4.8 2.0 16.7 0.7 100.0 167
Secondary/Higher 67.8 13.6 4.1 32 2.1 6.8 2.3 100.0 632
Total 41.3 16.0 9.6 39 57 149 2.6 100.0 1870
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CHAPTER 5

PROXIMATE DETERMINANTS OF FERTILITY

This chapter addresses the principal factors, other than contraception, which affect a woman's risk
of becoming pregnant: nuptiality and sexual intercourse, postpartum amenorrhoea and abstinence from sexual
relations, and secondary infertility (menopause, terminal infertility, and long-term abstinence).

Several indicators of a woman's exposure to the risk of pregnancy can be used to help explain trends
in fertility levels. Age at first marriage and age at first sexual intercourse are indicators used to assess the age
at which women are first exposed to the risk of pregnancy. Populations in which age at first marriage is low
arc generally characterised by early childbearing and high fertlity, Other measures of proximate

determinants of ferility are also examined, including the duration of postpartum amenorrhoea and of
postpartum abstinence, and secondary infenility.

5.1 Marital Status

The term "married” refers to legal or formal marriage, while "living together” refers to informal
unions. In subscquent tablcs, these two categories are combined and referred to collectively as "currently
married" or "currently in union." Also, the categories "widowed", "divorced”, "not living together" or
"separated”, and "currently married/in union" are collapsed into an "ever-married" or "ever in union"
category. Although pregnancy is most apt to occur among women in union, women may be involved inlong-
term sexual relationships regardless of marriage or cohabitation, and be at risk of pregnancy. This confounds
the relationship between marriage/funion and exposure to pregnancy, therefore more direct measures of
exposure o pregnancy must also be considered in conjunction with marital status.

Current marital status at the time of the survey is shown in Table 5.1. In Namibia, 42 percent of
women 15-49 were currently married, including 27 percent that were formally married and 15 percent that
simply lived with their partner. More than half of the women intetviewed had never been married. Nine of

Table 5.1 Curmrent marital status by age
Percent distribution of women by current marital status, according to age, Namibia 1992
Marital status

Number
Age Never Living Not living of
group married  Married  together Widowed Divorced together Missing Total women
15-19 923 2.9 4.0 0.0 0.3 0.5 0.0 190.0 1259
20-24 68.9 15.0 12.4 0.1 1.1 2.3 0.1 100.0 1119
15-29 46.9 28.6 17.9 1.0 3.2 23 0.1 100.0 890
30-34 25.8 44.0 19.6 20 5.5 3.1 0.0 100.0 122
35-39 19.2 48.5 21.5 2.5 5.4 29 0.0 100.0 567
40-44 18.9 4.1 24.0 4.0 6.7 23 0.0 100.0 507
45-49 11.9 54.6 15.5 49 3.9 42 0.0 100.0 358
Total 51.3 211 14.5 1.4 33 22 0.0 100.0 5421
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ten women 15-19 were unmarried, but the proportion decreases in older age cohonts. By age 25-29, 47
percent of women had never been married and 26 percent of women 30-34 were unmarried. Even at older
ages it is not uncommon for women to be unmarried; one in six women 35 years and older had never been
married. These data suggest that, although not marrying has been fairly common in Namibia, the practice
appears to have increased. However, an increase in age at first marriage may have contributed to the higher
proportion of women who were not married at the time of the survey. Overall, five percent of all women
were divorced or were separated from their partner. As expected, the proportion of women who were
widowed increases with age, reaching five percent among those 45-49 years.

Table 5.2 presents women'’s marital status by various background characteristics. Women in the
Northwest (64 percent) were more likely to have never been in union than women in the Central and South
regions (47 percent) and women in the Northeast region (30 percent). Women's marital status varied by level
of educational. Approximately half of women with some secondary/higher education have never been in
union, compared to 24 percent of women with no education,

Table 5.2 Current marital status by background characteristics
Percent distribution of women by current marital status, according to background characteristics,
Namibia 1992
Marital status
Number
Background Never  Currently Previously of
characteristic married  married marrfed  Missing Total women
Residence
Urban 50.2 42.2 7.6 0.0 100.0 2077
Rural 52.1 41.3 6.6 0.1 100.0 3344
Region
Northwest 63.9 31.7 4.2 0.1 100.0 2246
Northeast 30.3 54.2 15.5 0.0 100.0 879
Ceniral 472 50.4 2.3 0.0 100.0 674
South 47.0 45.0 8.0 0.0 100.0 1622
Education
No education 4.1 64.8 11.1 0.0 100.0 785
Some primary 53.8 39.2 7.0 0.0 100.0 2113
Primary completed 54.6 31.7 1.7 0.0 100.0 510
Secondary/Higher 58.6 36.3 5.1 0.1 100.0 2013
Total 51.3 41.7 7.0 0.0 100.0 5421

5.2  Polygyny

Polygamy is common in sub-Saharan Africa and may have an impact on fertility. Married women
were asked whether their husbands had other wives, and if so, how many. One in eight currently married
women was in a polygynous union (sec Table 5.3). Older women were more likely to be in polygynous
unions than younger women, as evidenced by the lower prevalence of polygyny among women 20-34 years,
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Table 5.3 Polypyny
Percentage of currently married women in a polygynous union, by age and selected background characteristics, Namibia
1992
Age of woman
Background All
characteristic 15-19 20-24 25-29 30-34 35-39 40-44 45-49 ages
Resldence
Urban 7.7 7.4 6.1 1.6 8.6 5.8 7.2 7.2
Rural 6.6 14.0 16.6 134 18,5 20.0 163 16.1
Region
Northwest * (9.8) 2.9 9.4 19.5 19.7 14.6 14.5
Northeast 12.6 20.2 24.5 26.5 294 36.6 21.7 25.1
Cenitral * (2.4) 16.7 10.5 (5.6) (5.0) (12.1) 9.2
South * 6.0 2.8 4.5 58 1.4 5.7 43
Education
No education * {4.4) 18.2 143 1.8 21.5 22.1 17.5
Some primary 9.2 15.5 12.9 13.1 18.9 18.9 10.3 14.8
Completed primary * (10.2) 8.5 (6.6) (16.6) * * 10.6
Secondary/Higher * 10,0 10.1 B.1 4.6 1.5 5.6 73
Total 6.9 113 122 11.0 14.4 15.7 13.0 12,6
Note: Figures in parentheses are bused on a small number of cases.
*Based on too few cases 10 show

compared with women 3549 years. The prevalence of polygyny in rural areas was more than twice as high
asinurbanareas. Regional differences were also pronounced; women in the Northeast region were more than
six times as likely to be in a polygynous union as women in the South region, Prevalence among women with
different educational levels varies somewhat. Eighieen percent of women with no education were in a
polygynous union, compared to 7 percent of women with at least some secondary education. In polygynous
unions, the woman may have one or more co-wives. Approximately half of women in polygynous unions
have one other co-wife, and the other half have two or more co-wives.

5.3  Age at First Marriage

Table 5.4 presents the percentage of women ever married by selected exact ages and median age at
first marriage, according to current age. The table reveals a higher age at first marriage among younger
women. The median age at first marriage among women 30-34 was 25, compared to 23 among women 45-
49. Table 5.5 presents age at first marriage for women by their current age and selected background
characteristics. The median age at first marriage for women in the Northeast region (18.9 years) was
substantially lower than for women in the three other regions. Educational level was not a differentiating
factorin age at first marriage among women 45-49, however there was greater disparity between educational
levels among younger women. Analysis by age cohort shows that age at marriage had increased markedly
among women with at least some secondary education. The other educational categories did not show such

an increase. Overall, women with no education married about two years earier than women with some
educalion.
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Table 5.4 Age at first marriage

Percentage of women who were first married by exact age 15, 18, 20, 22, and 25, and median age at first
marriage, according to current age, Namibia 1992

Percentage of women who were Percentage Median
first married by exact age: who had  Number age at
never of first
Current age 15 18 20 22 25 married  women marriage
15-19 1.1 NA NA NA NA 62.3 1259 a
20-24 1.6 11.5 20.1 NA NA 68.9 111% a
25-29 2.0 11.2 204 30.2 448 46.9 890 a
30-34 3.8 14.7 24.7 34.8 50.4 25.8 722 249
35-39 4.2 144 263 40.1 54.9 19.2 567 24.0
40-44 44 14.1 282 39.0 533 18.9 507 243
45-49 22 10.4 23.1 38.1 56.8 11.9 358 233
20-49 28 12.6 23.0 33.5 455 39.0 4162 a
25-49 32 13.0 24.1 35.5 50.8 28.0 3044 248

NA = Not applicable

®0miued because less than 50 percent of the women in the age group x to x+4 were first married by age x

Table 5.5 Median age at first marriage
Mecdian age at first marriage among women age 25-49 years, by current age and selected background
characteristics, Namibia 1992
Current age Women

Background age
characteristic 25-29 30-34 35.39 40-44 45.49 25.49
Residence

Urban a 26.4 26.3 278 243 a

Rural a 23.7 22.3 233 22.8 24.0
Region

Northwest a 26.8 23.6 24.4 23.2 a

Northeast 19.3 18.6 18.2 19.6 18.6 18.9

Central a 219 b 26,3 27.0 a

South a 26.2 26.1 c 25.5 a
Education

No education 219 23.0 21.5 229 229 226

Some primary 24.1 24.0 24.9 249 24.6

Completed primary a 3.7 24.5 29.0 228 24.8

Secondary/Higher a 26,2 248 250 23.0 a
Total a 24.9 24.0 24.3 233 24.8
2Omitted because less than 50 percent of the women in this age group were first married at age 25.

Omitted because less than 50 percent of the women in this age group were first married at age 35,
“Omiued because less than 50 percent of the women in this age group were first married at age 40.
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5.4  Age at First Sexual Intercourse

Age at first marriage is commonly used as a proxy for exposure to pregnancy, but in the Namibian
sitvation, where many young women never marry or marry in their mid-twenties, the value of this indicator
is limited in fertility analysis. Women may engage in sexual relations prior to marriage, especially if they
are postponing the age at which they marry, All women in the NDHS were asked to state the age at which
they first had sexual intercourse (see Tables 5.6 and 5.7). The median age at first intercourse was 18.9 years
among women 20-49, and appears to be fairly similar in all age groups. The proportion of women 20-49 who
had been sexually active by age 15 was seven percent, increasing to 37 percent by age 18, and 61 percent by
age 20. Women in the Northeast region reportedly had sexual intercourse at about 17 years. This was
approximately two years earlier than women in the South region, and four years earlier than women in the
Northwest region. Women with no education engaged in sexual relations about two years earlier than women
with secondary/igher education. In recent decades, educational level has had an impact on the age at first
marriage (see Table 5.5), but the same effect has not been seen regarding age at first sexual intercourse,

Table 5.6 Age at first sexual intercourse

Percentage of women who had first sexual intercourse by exact age 15, 18, 20, 22, and 25, and median age at
first intercourse, according to current age, Namibia 1992

Percentage of women who had Percentage Median
first intercourse by exact age: who Number  age at
never had of first

Current age 15 1B 20 22 25 intercourse women intercourse
15-19 1.7 NA NA NA NA 576 1259 a
20-24 6.1 40.3 66.1 NA NA 184 1119 18.7
25-29 6.0 35.1 59.8 74.6 B6.4 7.1 §90 19.0
30-34 78 39.8 62.4 71.5 87.2 1.9 722 18.7
35-3% 8.3 374 62.1 78.9 87.7 0.5 567 19.0
40-44 8.7 35.8 553 70.8 84.3 0.6 507 19.4
45-49 7.0 29.6 48.2 69.0 85.0 0.6 358 20.1
20-49 7.1 373 60.7 75.2 84.8 7.1 4162 18.9
25-49 7.4 36.1 58.7 74.8 86.3 3.0 3044 19.1

NA = Not applicable
80mitted because less than 50 percent of the women in the age group x to x+4 had had intercourse by age x
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Table 5.7 Median age at first marriage
Median age at first marriage among women age 20-49 years, by current age and selected background characteristics, Namibia
1992
Current age Women  Women
Beckground age age
characteristic 20-24 25-29 30-34 35-39 40-44 45-49 20-49 25-49
Residence
Urban 185 19.1 18.9 18.9 18.8 19.9 18.9 19.0
Rural 18.7 18.9 18.6 19.1 19.8 20.3 19.0 19.2
Reglon
Northwest ) 21.1 20.5 20.4 21.2 21.6 a 20.9
Northeast 16.8 16.8 16.6 16.6 17.8 17.6 16.8 16.8
Central 17.0 17.7 17.6 17.4 16.9 17.4 17.4 17.5
South 18.4 19.2 19.1 19.0 18.9 19.9 19.0 19.1
Education
No education 16.8 16.8 17.3 17.7 189 18.7 18.0 18.1
Some primary 18.1 18.1 18.2 18.6 18.9 19.8 18.4 18.5
Primary completed 18.0 8.7 18.2 19.8 19.5 21.6 18.8 19.3
Secondary/Higher 19.4 204 20.2 19.6 20.6 21.7 20.0 20.3
Total 18.7 19.0 18.7 19.0 19.4 20.1 18.9 19.1
Note: Medians are not shown lor women 15-19 because less than 50 percent have married by age 15 in all subgroups shown
in the table.
80mitied because less than 50 percent of the women in the age group were first married by age 20.

5.5  Recent Sexual Activity

Previous sections have shown that a substantial amount of sexual activity occurs before and outside
of marriage. Therefore, in many instances, marriage is neither a valid indicator of recent and/or regular
sexual activity nor exposure to pregnancy. Information in chapier 3 shows that fertility levels among all
women and among currently married women are similar (see Table 3.5). Since the probability of pregnancy
is related to the frequency of intercourse, barring effective contraception, amore direct and effective measure
of exposure to pregnancy is recent sexual activity. According to Table 5.6, seven percent of women 2049
have never had sexual intercourse. At the same time, not all women who have had intercourse are currently
sexually active, Table 5.8 presents data on women'’s recent sexual activity by various background
characteristics; the distributions are shown only for women who have had intercourse.

Women were considered to be sexually active if they had intercourse at least once in the four weeks
prior to the survey. Women who are not sexually active may be abstaining in the period following a birth,
or may be abstaining for other reasons. Among women who have had sexual intercourse, 58 percent were
sexually active in the month prior to the survey. Approximaltely one-fourth of women who have had sexual
intercourse were currently abstaining for reasons other than being postpartum, whereas approximately 16
percent were postpartum abstaining. More women in the Central, South, and Northeast regions reported
being sexually active (72, 62, and 61 percent respectively) than women in the Nornthwest region (48 percent),
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Moreover, women in the Northwest were much more likely lo be postpartum abstaining than women in the
Central, South and Northeast regions. As expected, women who were using a2 method of family planning
were more likely to be sexually active than those who were not. However, more than half of women who
were sexually active in the four weeks prior to the survey did not use any contraception.

Table 5.8 Recent sexual activity
Percent distribution of women who have ever had sexual intercourse by sexual activity in the four weeks preceding the
survey and the duration of abstinence by whether or not postparrum, according to selected background characteristics,
Namibia 1992
Not sexuaily active in last 4 weeks
Sexually Abstaining Abstaining
active {postpartum) (not postpartum) Number
Background in last of
characteristic 4 weeks 0-1 year 2+ years 0-1 year 2+ years Missing Total WOomen
A f math
%g-?9 e 54.8 19.5 0.6 24.1 0.6 0.4 100.0 531
20-24 54,7 16.8 33 23.5 1.4 0.3 1000 913
25-29 58.8 16.1 3.6 18.8 1.8 0.9 100.0 821
30-34 62.2 11.6 2.7 19.8 2.5 1.2 100.0 708
35.19 62.5 9.7 2.0 21.0 3.0 1.8 100.0 564
40-44 576 54 3.1 22.6 9.4 1.9 100.0 503
45-49 56.6 2.8 1.0 2.7 14.1 1.8 100.0 355
Durati f uni
o o O o 73.6 9.8 0.6 15.2 0.3 05  100.0 676
59 70.5 8.6 2.5 15.8 1.5 0.9 100.0 581
10-14 62.5 9.9 2.2 18.7 3.9 29 100.0 484
15-19 64.9 9.1 1.9 1.7 3.7 1.8 100.0 379
20-24 58.9 7.4 1.4 234 6.9 1.9 100.0 291
25+ 63.1 1.8 0.9 21.9 10.5 1.8 100.0 228
Never in union 44.8 19.3 3.9 27.4 4.3 0.4 160.0 1758
Resfd
b ¢ 63.3 8.5 2.4 203 38 18 1000 179
Rural 54.6 15.8 2.6 22.7 3.7 0.6 100.0 2600
Region
orthwest 48.2 19.2 2.5 26.3 3.5 0.2 100.0 1563
Northeast 60.5 132 3.3 18.6 3.9 0.7 100.0 801
Central 72.2 54 1.2 17.4 3.1 0.8 100.0 622
South 61.8 8.8 2.7 20.3 4.1 2.4 100.0 1410
Educati
No. edueation 64.9 83 2.8 173 5.7 10 1000 760
Some primary 55.1 153 2.9 23 4.2 0.4 100.0 1654
Primary completed 53.8 15.5 1.7 24.9 3.4 0.8 100.0 414
Sccoﬂary,’ngher 59.3 11.6 23 22.4 24 1.5 100.0 1568
Current contraceptive
method
No method 54.8 14.4 2.6 22.8 4.7 0.7 100.0 3159
Pill 71.5 1.6 1.5 158 1.5 1.5 100.0 378
IUD 733 6.3 1.7 13.6 0.0 50 100.0 7
Sterilisation 69.2 2.6 1.7 20.0 2.6 3.9 100.0 212
Periodic ahstinence (53.4) (12.8) (6.5) (25.6) amn (0.0) 100.0 32
Other 62.7 11.9 3.0 20.8 0.8 0.8 100.0 543
Total 58.2 12.8 2.5 21.7 3.7 1.1 100.0 4396
Note: Figures in parentheses are based on a small number of cases.
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5.6  Postpartum Amenorrhoea, Abstinence, and Insusceptibility

Postpartum protection from conception can be prolonged by breastfeeding, which can lengthen the
duration of amenorrhoea (the period following a birth, but prior to the return of menses). Protection can also
be prolonged by delaying the resumption of sexual relations. Table 5.9 presents the percentage of births
whose mothers are postpartum amenorrhoeic and postpartum abstaining, as well as the percentage of births
whose mothers are still postpartum insusceptible (due to either amenorrhoea or abstinence) since the last
birth. In the absence of contraception, postpartum amenorrhoea and abstinence are the most important
determinants of the interval between births,

Table 5.9 Postpartum amenorrhoea, abstinence and insusceptibility by age
Percentage of births whose mothers are postpartum amenorrhoeic, abstaining
and insusceplible, by number of months since birth, and median and mean
durations, Namibia 1992

Number
Months Amenor- Insus- of
since birth rhoeic  Abstaining ceptible births
<2 87.3 92.9 98.1 125
23 73.6 75.0 924 144
4.5 68.9 53.6 82.0 163
6-7 57.4 52.0 76.5 141
89 46.3 34.2 63.7 140
10-11 42.6 79 62.5 128
1213 38.9 30.9 532 174
14.15 24.0 21.3 .1 135
16-17 28.6 22.0 415 140
18-19 17.9 16.2 31.1 114
20-21 13.8 14.9 Nl 125
22-23 1.7 17.0 228 139
24.25 39 11.4 13.5 148
26-27 5.1 9.7 129 138
28-29 2.5 9.1 11.6 141
30-31 34 10.0 12.8 139
32-33 5.7 7.0 11.0 115
34.35 14 79 8.6 118
Total 30.2 29.6 429 2469
Median 83 6.0 12.8 -
Meean 109 10.7 15.3 -
Prev/Incidence Mean 10.7 10.5 15.2 -

Eighty-seven percent of Namibian women are amenorrhoeic for less than two months following a
birth; 93 percent of women abstain from sexual relations during this time, However, approximately 6 months
later (about 8 months after a birth), fewer than half the women are still amenorrhoeic (46 percent), and only
about one-third (34 percent) are still abstaining. Overall, approximately half of the women become
susceptible 1o pregnancy within 12-13 months of giving birth.
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Table 5.10 presents the median duration of insusceptibility by background characteristics of the
mothers. The median duration of postpartum amenorrhoea is 8.3 months; the median duration of postpartum
abstinenceis 6 months. Women are protected by either abstinence or amenorrhoea for slightly more than one
year. In the Northeast and Northwest women have substantially longer periods of amenorrhoea (15 months
and 10 months respectively) than women in the Central (6 months) and South (3 months) regions; a similar
pattern emerges for the duration of abstinence, but the differences are smaller. Women in the Northeast and
Northwest regions have longer periods of postpartum insusceptibility than women in the Central and South
regions. Women living in rural areas experience much longer periods of amenorhoea and, to a lesser exient,
shorter periods of insusceptibility than urban women.

Table 510 Median duration of postparium amenorrhoes, sbslinence and
insusceptibility by backeround characleristics
Median number of months of postpartum amenorrhoea, postpartum abstinence
and postpartum insusceptibility, by selected background cheracteristics,
Namibiag 1992
Number

Background Amenor- Insus- of
characteristics rhoeic  Abstaining ceptible births
Age

<30 7.5 7.2 12.3 1449

30+ 111 4.4 13.4 1019
Residence

Urban 33 5.6 9.5 792

Rural 10.3 6.2 14.5 1677
Region

Northwest 10.0 8.7 14.7 1103

Northeast 15.2 6.1 17.0 466

Central 59 3.7 10.1 303

South 24 5.7 78 597
Education

No education 12.4 42 14.2 414

Some primary 11.0 8.5 15.2 1004

Primary completed 3.2 78 10.5 249

Secondary/Higher 5.6 52 10.0 802
Total 8.3 6.0 12.8 2469

As will be seen in Chapter 8, duration of breast(eeding (which is linked to amenorrhoea) decreases
as the mother’s level of education increases. As a result, the duration of amenorrhoea for educated women
is shorter. The median duration of amenorrhoea for women with no education is one year, and 6 months for
women with secondary or more schooling. There is less variation among different educational levels in
duration of abstinence than in duration of amenorrhoca. Women with no education abstained for
approximately 4 months, whereas, women with secondary/higher levels of education abstain for S months.
Women in female-headed households had longer durations of abstinence than women in male-headed
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households. Use of contraception should be considered in conjunction with amenorrhoea and abstinence in
order to assess the impact on fertility.

5.7 Termination of Exposure to Pregnancy

Later in life, the risk of pregnancy begins to decline with age, typically beginning around age 30.
While the onset of infecundity is difficult to determine for any individual woman, there are ways of
estimating it for a population. Table 5.11 presents two indicators of decreasing exposure to the risk of
pregnancy for currently married women age 30 and above: menopause and long-term abstinence.

Women may be described as menopausal if they are neither pregnant nor postpartum amenorrhoeic,
but have not had a menstrual period in the six months preceding the survey. Nineteen percent of women age
46-47 and 40 percent of women age 48-49 were menopausal. The second indicator is long-term abstinence,
which measures lack of exposure to pregnancy due to lack of sexual activity (3 years) among currently
married women. Only 0.5 percent of currently married women were found to be practicing long-term
abstinence at the time of the survey.

Table 5.11 Termination of exposure lo the risk of pregnancy

Indicators of menopause and long-term abstinence among currently married
women age 30-49, by age, Namibia 1992

Long-term

Menopause! abstinence?
Age Percent N Percent N
30-34 6.1 288 0.5 459
35-39 10.4 283 0.6 397
40-41 7.1 106 0.0 148
42.43 11.5 103 0.0 131
44-45 18.3 117 0.8 131
46-47 191 87 0.0 96
48-49 39.6 85 1.2 89
Women 30-49 12.9 1071 0.5 1451

'Percentage of non-pregnunt, non-amenorrhoeic currently married women
whose last menstrual period occurred six or more months preceding the
survey or who report that they are menopausal,

2Percentage of currently married women who did not have intercourse in
the three years preceding the survey.
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CHAPTER 6

FERTILITY PREFERENCES

This chapter focuses on three indicators of the need for contraception: whether or not the respondent
wants another child, the preferred time interval between children, and the number of children considered to
be ideat. Analyses of these and similar issues reveal important implications for the implementation of family
planning programs. The underlying rationale of most family planning programmes is to give couples the
freedom and ability to bear the number of children they want and to achieve the spacing of births they prefer,
The data make possibie quantification of fertility preferences and, in combination with information on
contraceptive use, allow for an estimation of demand for family planning, Questions regarding fertility
preferences were asked of nonsterilised, currently married women; and all women were asked what they
considered to be the ideal family size.

6.1 Desire for More Children

Women were asked: "Would you like to have another child or would you prefer not to have any more
children?" If they did indeed want another child, they were asked: "How long would you like to wait from
now before the birth of another child?" These questions were appropriaiely phrased if the woman had not
yethad any children; if the woman was pregnant, she was asked about her desire for more children in addition
10 the baby she was expecting.

Figure 6.1 shows the percent distribution of currently married women by their fertility preferences
and Table 6.1 shows the distribution according to the number of living children. Twenty-six percent

Figure 6.1
Fertility Preferences of
Currently Married Women 15-49

Want a Child Seon 28%
(<2 yoars)

Storlliced 8%

Want a Child Later 30%

{>2 years} Want No More 26%

Infecund 3%

NDHS 1982
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Table 6.1 Fertility preference by number of living children

Percent distribution of currently married women by desire for more children, according to number of living children,
Namibia 1992

Number of living children’

Desire for

children 1] 1 2 3 4 5 6+ Total
Want another soon® 619 36.6 20.6 24.4 19.2 19.1 19.2 259
Want another later’ 16.9 388 36.3 311 28.1 305 22.0 29.7
Want another, undecided when 2.5 1.4 0.6 2.1 1.4 1.4 1.4 1.5
Undecided 4.1 4.5 37 54 8.9 6.3 6.8 5.7
Want no more 6.0 13.6 25.9 24.8 315 28.5 36.6 25.8
Sterilised 2.2 1.3 8.7 10.5 7.1 12.0 9.1 7.7
Declared infecund 4.9 2.1 1.9 1.4 2.9 2.2 3.6 2.6
Missing 1.5 1.8 2.2 0.3 0.9 0.0 1.1 1.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 161 333 384 380 282 217 502 259

Includes current pregnancy
2Want next birth within 2 years
*Want to delay next birth for 2 or more years

of women wanted another child soon, 30 percent wanted to wait two or more years before having a child and
26 percent did not want any more children at all. The desire for more children tended to decline as the
number of living children increased. Sixty-two percent of women with no living children wanted to have a
child soon (within the next two years), whereas only 19 percent of women with 4 or more living children
wanted a child soon. Six percent of women with no living children said they didn’t want any children, and
over one-third of women with six or more children said they didn't want any more. Although family size
norms are large in Namibia, Table 6.1 indicates a considerable interest in controlling fertility and, therefore,
a potential demand for family planning services, particularly among women with many children and women
who want to delay child-bearing or to space their births. However, consideration must be given to whether
the desire to limit or space births necessarily translates into actual utilisation of family planning services.
Lack of available family planning services and women'’s hesitation to begin using contraception may limit
the ability of women to achicve their fertility preferences.
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Table 6.2 presents the percent distribution of currently married women by desire for children and age
of respondent. Almost half of women under 25 years reported that they wanted to delay childbearing by at
least two years. The proportion decreases in older age groups to 13 percent among women 45-49. A high
proportion of women under 20 years said they wanted no more children (17 percent); however, consideration
should be given to the small number of observations in this age group (86 women).

Table 6.2 Fertility preferences by age

Percent distribution of currently married women by desire for more children, according to age, Namibia 1992

Age of woman

Dasire for

children 15-19 20-24 2529 3034 3539 40-44 4549 Total
Went another soon! 28.1 30.3 31.1 25.0 24.0 26.1 15.6 25.9
Went another later® 44.7 44.0 17.8 35.7 2.2 16.2 12.6 297
Want another, undecided when 2.6 0.6 1.5 2.4 14 19 0.0 1.5
Undecided 5.1 3.4 3.7 7.8 7.1 6.0 5.1 5.7
Want ho more 16.7 18.4 21.8 21.0 31.2 292 40.3 25.8
Sterilised 0.0 15 22 53 10.4 13.1 19.1 7.1
Declared Infecund 0.0 0.6 13 09 2.4 6.7 5.8 2.6
Missing 2.8 1.2 0.5 18 12 0.7 0.9 1.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 86 307 414 459 397 345 251 2259

'Want next birth within 2 years
*Want to delay next birth for 2 or more vears

The desire to stop childbearing varies greatly by background characteristics of respondents (see Table
6.3). Overall, one-third of currently married women (including women who had been sterilised) reported that
they wanted no more children. Forty-five percent of urban women and 26 percent of rural women wished
to cease childbearing. The differences by region are even more pronounced. The percentage of women
wanting no more children was highest in the South region (57 percent) followed by the Northwest (19
percent), and the Northeast regions (16 percent). Of particular note was the high proportion of women who
said they wanted no more children among women who had no children in the South and Central regions.

The percentage of women wanting no more children is positively associated with education. Women
with at least some secondary education were more likely to report that they wanted no more children than
women with no education or primary education. Among women with secondary education, there is a sharp
increase in the proportion who want to stop having children between those withone and those with two living
children (14 percent and 48 percent, respectively).
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Table 6.3 Desire to limit childbearing

Percentage of currently married women who want no more children, by number of living children and selected
background characteristics, Namibia 1992

Number of living children®

Background
characteristic 0 1 2 3 4 5 6+ Total
Residence
Urban 14.9 17.6 45.0 55.6 62.5 72.0 59.1 454
Rural 2.7 12.4 224 19.9 23.6 271 423 259
Region
Northwest (0.00 1.7 10.1 10.6 14.5 129 35.5 19.4
Norlheast 0.0 4.7 6.5 9.7 159 23.2 434 16.1
Cenural (12.1) 22.6 (43.9) 46.0 (357 hd (5l2) 371
Soulh (17.5) 24.5 554 64.6 72.8 84.9 7.5 56.9
Education
No education 4 109 22.8 21.6 314 348 48.3 320
Some primary 39 15.6 19.7 16.2 280 370 44.4 27.0
Completed primary » (26.3) (28.8) (33.7) (48.6) (47.0) (44.5) 36.3
Secondary/Higher 14.4 13.6 47.6 59.1 58.7 499 43,7 411
Total 8.2 14.8 34.6 353 38.7 40.5 45.7 33.5

Note: Women who have been sterilised are considered to want no more children. Figures in parenthese are based on a
small number of cases.

*Based on too few cases to show

'Includes current pregnancy

6.2  Demand for Family Planning Services

Currently married women who report either that they do not want o have any more children (i.e.,
they want to limit their childbearing) or that they want to wait two or more years before having another child
(i.e., they want to space their births), but are not currently using contraception, are defined as having an unmet
need for family planning.! Women with unmet need for family planning and women currently using
contraception constitute the total demand for family planning (see Table 6.4),

The demand for family planning in Namibia includes overhalf of currently married women, Twenty-
nine percent of currently married women were using contraception (modem or (raditional methods) for
purposes of spacing or limiting births, however, approximately 24 percent of women’s contraceptive needs
were not being met. Although the unmet need for spacing and for limiting births was low (16 and 8 percent
of currently married women), younger women were more likely 1o need family planning for spacing purposes,
and older women for limiting purposes.

“The calculation of unmet need, being a current status measure, is further refined by excluding women who are
currently amenorrhoeic (nearly 30 percent of women) and, therefore, not in need of family planning a¢ this poing in time,
For an exact description of the calculation, see footnote 1, Table 6.4,
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Table 6.4 Need for family planning services

Percentage of currently married women with unmet need for family planning, met need for family planning, and the total demand
for family planning services, by selected background characteristics, Namibia 1992

Met need for
Unmet need for family planning Total demand for Percentage
family planning’ (currently using)® family planning of
demand Number

Background For For For For For For satis- of
characteristic spacing limiting Total spacing limiting Touwal spacing limiting Total fied women
Age

15-19 24.2 13 319 153 51 20.5 39.5 129 524 391 86

20-24 18.1 45 22.6 20.2 10.5 30.6 382 15.0 532 376 o7

25-29 19.9 4.7 24.6 17.9 14.3 323 319 19.0 569  56.7 414

30-34 17.5 59 233 14.3 15.0 293 31.7 209 526 557 459

35-39 13.7 83 220 6.1 26.5 326 19.7 349 546 597 397

40-44 13.1 101 232 2.8 20.9 237 15.9 310 469 505 345

45-49 6.6 16.8 23.3 1.6 231 24.6 8.1 39.8 48.0 514 251
Residence

Urban 11.7 7.8 19.5 16.2 316 47.8 28.0 39.4 67.4 71.0 877

Rural 18.2 7.9 26.1 8.0 8.9 169 26.2 16.7 429 393 1382
Region

Northwest 211 6.6 2717 315 51 8.7 246 11.7 364 238 713

Northeast 16.9 5.1 220 17.8 37 21.5 347 3.8 435 494 476

Central 16.3 6.7 23.0 131 19.1 322 293 25.8 55.1 58.3 340

South 9.4 113 20.7 13.5 38.5 52.0 229 49.8 7271 715 730
Education

No education 16.5 9.5 26.0 5.5 113 16.8 220 20.8 428 392 509

Primary incomplete 15.5 9.1 24.6 8.6 10.6 19.2 241 19.7 439 438 827

Primary complete 18.5 1.7 26.1 122 173 29.5 30.6 250 556 530 192

Secondary/Higher 146 5.3 19.9 17.8 303 48.1 324 35.6 680 708 730
Total 15.7 78 235 112 17.7 289 26.9 25.5 524 551 2259

'Unmet need for spacing includes pregnant women whose pregnancy was mistimed, amenorrhoeic women whose last birth wag
mistimed, and women who are neither pregnant nor amenorrhoeic and who are not using any method of family planning and say
they want to wait 2 or more years for their next birth. Also included in unmet need for spacing are women who are unsure whether
they want another child or who want another child but are unsure when to have the birth, Unmet need for limiting refers to pregnant
women whose pregnancy was unwanted, amenorrhoeic women whoge last child was unwanted and women who are neither pregnant
nor amenorrhoeic and who are not using any method of family planning and who want no more children,

*Using for spacing is defined as women who are using some method of family planning and say they want to have another child or
are undecided whether to have another. Using for limiting is defined as women who are using and who want no more children,
Note that the specific methods used arc not taken into account here.

Total demand for family planning was greater in urban areas (67 percent) than in rural areas (43
percent). In addition, 71 percent of urban demand was satisfied, whereas only 39 percent of the demand in
rural arcas was satisfied. There are substantial regional differences in the degree of demand satisfied. Total
demand in the South region was 73 percent; 55 percent in the Central region; 44 percent in the Northeast; and
36 percent in the Northwest region. The proportion of demand satisfied was positively related to the size of
demand; only 24 percent of the demand in the Northwest was satisfied, versus 72 percent of satisfied demand
in South region. Table 6.4 indicates that the demand for family planning was highest among the most
educated women: 68 percent of those that completed secondary school had a demand for family planning,
and approximately 71 percent of that need was satisfied.
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6.3 Ideal and Actual Number of Children

In order to ascertain what women considered to be the ideal number of children, they were asked:
"If you could go back to the time you did not have any children and could choose exactly the number of
children to have in your whole life, how many would that be?" Table 6.5 shows the percent distribution of
all women by ideal number of children, according to number of living children. Non-numeric responses were
given by 8 percent of women, mostly women with higher numbers of living children. The mean ideal number
of children between all women and currently married women was similar regardless of number of living
children (5.0 and 5.7, respectively).

Table 6.5 shows an association between the ideal number of children and the number of living
children. There is usually a correlation between actual and ideal number of children, which, in Namibia, can
be seen from the fact that the mean ideal number of children increases from about 4 among childless women
to about 8 among those with six or more children. The reasons for this are, first, that women may
successfully attain their desired family size (i.e., those who want more children have more), and, second, that
women may rationalise and adjust their ideal number of children to match the actual number of children they
have had,

Table 6.5 Ideal number of children
Percent distribution of all women by ideal number of children and mean ideal number of children for all women and for
currently married women, according to number of living children, Namibia 1992

Number of living children*
Ideal number
of children 0 1 2 3 4 5 6+ Total
0 1.6 08 1.7 0.6 1.1 12 1.2 1.2
1 4.1 8.6 23 2.1 0.7 0.0 0.5 36
2 204 19.5 4.1 6.6 58 3.7 21 14.9
3 114 172 11.2 16.1 3.1 32 32 10.9
4 19.1 19.6 225 19.0 3.1 10.1 35 17.6
5 15.1 12,0 11.6 14.4 9.5 220 43 12.6
6+ 212 17.8 215 338 46.4 41.1 66.6 309
Non-numeric response 7.1 4.5 5.2 7.4 10.2 12.8 18.5 83
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 1676 1033 723 605 434 300 649 5421
Mean ideal number 43 39 43 52 59 6.5 8.3 5.0
Number of women 1556 987 685 560 390 262 529 4969
Mean for women in unicn 4.6 4.0 4.2 53 59 6.7 84 5.7
Number of women in union 155 318 366 350 254 194 410 2046
Note: The means exclude women who gave non-numeric responses.
'Includes current pregnancy
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Table 6.6 presents the mean ideal number of children by age and selected background characteristics
of the respondents. Typically, urban and more educated women have a smaller ideal family size. Among
women with no education the mean ideal number of children was 6.6, and gradually decreased 10 4.0 among
the most educated women. In urban areas, the mean ideal number of children was 3.8, compared to 5.8 in
rural areas. The difference between regions was also substantial. The ideal number of children among
women in the two northemn regions was approximately 6, whereas, 4.4 and 3.3 were the ideal numbers of
children for women in the Central and South regions, respectively. Furthermore, there appears to be a trend
toward smaller family size among younger women. Among women age 40-49, the ideal mean number of
children was approximately seven, compared o four children among women 15-24.

Table 6.6 Mean ideal number of children by background characteristics
Mean ideal number of children for all women, by age and selected background characteristics, Namibia 1992
Age of woman
Background
characteristic 15-19 20-24 25-29 3034 35-39 4044 45-49 Total
Residence
Urban 2.6 33 37 4.4 4.5 4.8 5.1 38
Rural 4.7 5.0 5.7 6.2 7.4 1.9 79 5.8
Region
Northwest 51 53 5.9 6.4 8.0 8.7 8.8 6.2
Northeast 4.3 5.1 6.1 6.8 6.9 84 8.2 58
Central 2.7 36 4.6 4.8 55 5.8 3.2 4.4
South 22 2.8 31 3.8 4.1 4.0 4.8 33
Education
No education (4.0) 45 6.1 6.5 6.7 7.9 7.6 6.6
Some primary 4.4 5.1 5.6 6.2 7.0 7.2 7.1 5.6
Completed primary 4.0 4.1 44 5.1 5.6 (6.2) * 4.7
Secondary/Higher 35 3.8 42 4.1 4.7 4.8 4.4 4.0
Total 4.0 43 4.8 53 6.0 6.8 6.7 5.0
Note: Figures in parenthese are based on a small number of cases.
*Based on too few cases to show

6.4  Fertility Planning

Since the issue of mistimed and unwanted births is an important one, the NDHS asked women
whether cach birth in the five years preceding the survey was planned (wanted then), unplanned (wanted
later), or not wanted at all (wanted no more). The responses give an indication of the degree to which couples
are successfully controlling their fertility. This question was asked about every child bom in the preceding
five years and about the forthcoming expected child for women who were pregnant at the beginning of the
survey. However, measures based on these questions have limitations. The respondent is required to recall
accuraicly her wishes at one or more points in the last five years and to report them honestly. This type of
recall information may be affected by memory problems. It is also likely that there will be underestimates
because women with unplanned or unwanted births may rationalise such births and declare them as wanted
afier they are born.
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Table 6.7 shows the percent distribution of births in the five years preceding the survey by fertility
planning status, according to birth order and mother’s age at birth. Over two-thirds of the births were
perceived by the respondent as "wanted" at the time of conception, while one-fifth were wanted later, and 12
percent were not wantcd at all. There was a positive relationship between birth order and the proportion of
births that were wanted at the time they were conceived; the higher the birth order, the more likely it was that
the respondent wanted the child at that time. Conversely, a negative relationship existed between birth order
and the proportion of births declared not wanted. Almost half of first births were wanted then, one-third
were wanted later, and 16 percent were not wanted at all. Women under 25 years were less likely to have
wanted a birth at the time of conception than older women.

The potential demographic impact of avoiding unwanted births can be estimated by calculating the
wanted fertility rate. The wanted fertility rate is calculated in the same manner as the conventional age-
specific fertility rates, except that births classified as unwanted are omitted from the numerator. For this
calculation, unwanted births are defined as those which exceed the number considered ideal by the
respondent. (Women who did not report an ideal family size were assumed to want all theirbirths.) This rate
represents the level of fertility that would have prevailed in the three years preceding the survey if all
unwanted births had been prevenied. A comparison of the total wanted fertility rate and the actual total
fertility rate suggests the potential demographic impact of the elimination of unwanted births.

Teble 6.7 Ferility planning status

Percent distribution of births in the five years preceding the survey by fertility planning
status, according to birth order and mother’s age, Namibia 1992

Planning status of birth!

Birth order Wanted Number
and mother’s Wanted  Wanted no of
age then later more Missing Total births
Birth order
1 52.0 31.5 16.2 03 100.¢ 1138
2 64.6 22.8 11.9 0.7 100.0 803
3 68.1 19.1 11.0 1.7 100.0 647
4+ 72.8 15.0 10.5 1.7 100.0 1709
Age at birth
<19 46.3 343 19.2 0.2 100.0 669
20-24 58.4 219 12.6 1.1 100.0 1111
25-29 T1.1 18.6 9.5 0.8 100.0 1026
30-34 .8 154 93 1.5 100.0 713
35-39 74.9 10.9 12.0 23 100.0 498
40-44 75.2 8.1 153 1.4 100.0 239
4549 (68.5) {16.7) (7.2) (1.8) (100.0) 41
Total 65.1 214 12.3 1.2 100.0 4297

Note: Figures in parentheses are based on a small number of cases.
Includes current pregnancy




Table 6.8 presents a comparison of wanted fenilily rates and total fertility rates by background
characteristics. Overall, the difference between the wanted fertility rate and the total fertility rate is 0.6 child
(5.4 versus 4.8). Consistent with other findings in this chapter, women in rural areas, women in the Northeast
region, and women with less education had higher wanted and total fertility rates. However, the difference
between wanted and total fertility was fairly constani for all background characteristics.

Table 6.8 Wanted fertility rates

Total wanted fertility rates and total fertility rates for the
three years preceding the survey, by selected background
characteristics, Namibia 1992

Total wanted Total

Background fentility fertility
characteristic rale rate
Resldence

Urban 3.4 4.0

Rural 5.8 6.3
Region

Northwest 6.3 6.7

Northeast 5.5 6.0

Ceniral/South 3.4 41
Education

No education 5.9 6.5

Some primary 5.6 6.1

Completed primary 4.3 51

Secondary/Higher 3.7 4.1
Total 4.8 54

Note: Rates are based on births 10 women 15-49 in the
period 1-36 months preceding the survey. The total
fertility rates are the same as those presented in Table 3.2,
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CHAPTER 7

INFANT AND CHILD MORTALITY

This chapter presents information on levels, trends and differentials in neonatal, postneonatal, infant
and child mortality. This information can be used as a means of identifying those sectors of the child
population that are at high risk, for evaluation of health programmes, and for population projections.

Mortality estimates are calculated from information that was collected in the birth history section of
the individual questionnaire. The section began with questions about the aggregate childbearing experience
of respondents (i.e., the number of sons and daughters who live in the household, those who live elsewhere,
and those who died). These questions were followed by a retrospective birth history in which data were
obtained on sex, date of binth, survivorship status, and current age or age at death of each of the respondents’
live births.

The rates presenied here are defined as follows:

Neonatal mortality: the probability of dying within the first month of life;
Postneonatal mortality: the difference between infant and neonatal mortality;
Infant mortality: the probability of dying before the first birthday;

Child mortality: the probability of dying between the first and fifth birthday;
Under-five mortality:  the probability of dying before the fifth birthday.

The accuracy of the mortality estimates is affected by the completeness of reporting of deaths, the
degree of differential displacement of birth dates of surviving and dead children, and the extent to which age
at death is accurately reported. Heaping of age at death at 12 months is a problem commonly identified in
surveys. Inthe NDHS heaping at 12 months was moderate and very few deaths of this type were recorded
at "1 year" (instructions required interviewers to record deaths under two years of age in months). An
unknown fraction of these deaths may have actually occurred before the first birthday. Thus, the infant
mortality rate may be biased downward somewhat and child mortality biased upward; under-five mortality
would be unaffected. The magnitude of this bias in Namibia is small.

It is seldom possible to establish, with confidence, mortality levels for a period more than 15 years
before a survey.! Even in the recent 15-year period considered here, apparent trends in mortality should be
interpreted with caution. First, differences may exist in the completeness of death reporting related to the
length of time preceding the survey. For example, it seems that underreporting of very early neonatal deaths
(at 0-1 days) has occurred for the period 10-14 years prior to the survey. Second, the accuracy of reports of
age at death and of date of birth may deteriorate with time. Thus, without a detailed evaluation of the quality
of birth history data (which is not attempted in this report), conclusions regarding changes in mortality should
be considered preliminary.,

'Since the NDHS is a cross-sectional survey with respondents aged 15-49 years at the time of the interview, rates
for periods earlier than 15 years preceding the survey do not adequately represent all births,
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7.1  Infant and Child Mortality

Neonatal, postneonatal, infant, child and under-five mortality rates are shown in Table 7.1 for five-
year periods in the 15 years preceding the survey. For the most recent five-year period (1988-92), infant
montality is 57 per 1,000 live births, including 32 neonatal deaths per 1,000 live binths, and 25 postneonatal
deaths per 1,000 live births. Child mortality is 28 per 1,000 children aged one (or 26 per 1,000 live births),
and under-five mortality is 83 per 1,000 live births. Thus, 38 percent of all under-five deaths occur in the
neonatal period, 30 percent in the postneonatal period, 68 percent during infancy, and 32 percent at ages 1-4
years.

Table 7.1 Infant and child mortality

Infant and child mortality rates by five-year periods preceding the survey,

Namibia 1992

Years Neonatal Posineonatal Infant Child Under-flve
preceding mortality mortality mortality mortality mortality
survey (NN) (PNN) (90 (,9,} (sQo)
04 31.5 25.2 56.6 28.1 83.2
5.9 39.9 271.4 67.3 36.8 101.6
10-14 29.2 43,1 72.2 41.0 1103

Note: Month of interview excluded from analysis.

Comparison of the NDHS mortality estimates with other Namibian sources is not possible since this
is the first national estimate of child mortality. In 1988, a DHS-type survey was conducted among a selected
population: the survey excluded all of Ovamboland, as well as coloured and white women, Infant mortality
was estimated at 26 per 1,000 live births for 1983-87 (Rossouw and Van Tonder, 1989). The NDHS results
indicate that this estimate seriously underestimated the level of mortality. Figure 7.1 compares child
mortality in Namibia with other countries in sub-Saharan Africa where DHS surveys have been carried out.
Botswana and Zimbabwe are the only countries with mortality lower than Namibia,

Under-five mortality over the fifieen-year period has fallen slowly from 110 deaths per 1,000 live
births during 1978-82 to 102 during 1983-87 and 83 per 1,000 for 1988-92 (see Figure 7.2), Mortality during
the infant and 1-4 years age segments has declined. The decrease in infant mortality is largely due to a drop
in postmeonatal mortality. Neonatal mortality appears to rise slightly during this period; however, this is
probably due to underreporting of neonatal deaths in the period 10-14 years prior to the survey.

Infant mortality rates are subject to both sampling and non-sampling errors. The latter include

underreporting of early childhood deaths, which would result in underestimates of mortality, and misreporting
of age at death, which may distort the age pattem of under-five mortality.
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Figure 7.1
Childhood Mortality Rates
DHS Surveys in Sub-Saharan Africa, 1986-1992
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Figure 7.2
Age-Specific Mortality Rates for
Five-Year Periods Prior to the Survey
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Undereporting of deaths is generally more commeon for children who died shortly after birth than
those who died later. Ifearly neonatal deaths are selectively underreported, then an abnormally low ratio of
deaths under seven days to all neonatal deaths and an abnormally low ratio of neonatal to infant mortality
would be observed. Data presented in Appendix Tables D.5 and D.6 indicate that underreporting of deaths
eatly in life has not occurred on a large scale in the NDHS. The proportion of first week deaths among all
first months deaths was 77, 77 and 78 percent for the periods 04 years, 5-9 and 10-14 years preceding the
survey (see Table D.5). The proportion of neonatal deaths among all infant deaths was 58, 60 and 41 percent
for the three periods (see Table D.6). These results suggest that there is little underreporting for the decade
prior to thezsurvey, but considerable underreporting of neonatal deaths for the period 10-14 years preceding
the survey.

Table 7.2 presents neonatal, postneonatal, infant, child and under-five mortality rates by selected
background characteristics for the 10-year period (1983-1992) preceding the survey (see also Figure 7.3).
A ten-year reference period is used to allow for adequate numbers of events in each population subgroup.

Table 7.2 Infant and child monality by background characteristics
Infant end child mortality rates for the ten-year period preceding the survey, by selected
background characteristics, Namibia 1992
Neonatal Postneonatal Infant Child Under-flve
Background mortality mortality mortality mortalitcy mortality
characteristic (NN) (PNN) (90 Gqy) (sdo}
Residence
Urban 337 294 63.1 24.8 86.3
Rural 36.1 246 60.7 35.7 94,2
Region
Northwest 359 20.4 56.4 8.7 835
Northeast 47.0 36.7 83.6 56.5 1354
Central/South 28.7 273 56.0 24.2 789
Education
No education 34.0 239 579 41.4 96.9
Some primary 36.5 25.8 62.3 36.6 96.6
Completed primary 46,1 322 18.9 221 99.3
Secondary/Higher 30.6 26.4 51.0 19.9 75.8
Total 353 262 6l.5 32,0 91.6

*Indirect estimates of infant and child mortality were also made. This method (known as the Brass method) uses
information on the number of children ever born and still alive by age of the respondent to eslimate mortality levels and
trends. Unlike direct estimates, which rely on birth history data, no information on age at death is used; instzad, model
life wables are used 10 oblain monality estimates, Usually, indirect estimates are higher than direct estimates of mortality.
However, in Namibia, the two estimates are very close. Using North model life Lables and the reports of women 25-29
years, infant mortality is ¢stimated at 61 and under-five mortality at 94 per 1,000 live births for 1988. The corresponding
figures are 68 and 94 per 1,000 live births if West model life (ables are used. The indirect mortality estimates suggest
there was very little decline during the 1980s.
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Figure 7.3
Under-Five Mortality for the
Ten-Year Period Preceding the Survey
by Background Characteristics
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Urban-rural differences in child monality are small. Under-five montality is only slightly higher in
rural areas than in urban areas, due to higher levels of mortality at ages 1-4 years. Infant mortality levels are
virtually the same in urban and rural areas.

There is considerably more variation in mortality by region. While the Northwest and Central/South
regions have very similar levels of mormality in all age groups, montality is much higher in the Northeast
region. Infant mortality is 84 per 1,000 live births and under-five mortality is 135 per 1,000 live births in
Northcast region.

Differences by education are relatively small. Education has no effect until the secondary level of
schooling is reached. Under-five mortality is nearly 100 per 1,000 live births for children of mothers with
no education or primary education, and among children of mothers with at least some secondary education
itis 76 per 1,000 live births, The higher levels of neonatal and infant mortality among children 6f mothers
with completed primary education should be interpreted with caution, since the number of children in this
category is small,

Table 7.3 presents montality rates for the ten years preceding the survey by selected biodemographic
characteristics. Female children experience slightly lower mortality than male children, which is mainly due
to lower neonatal mortality. Children bom to mothers in the youngest age group have somewhat higher
mortality than children born to mothers age 20-39 years, Children of higher bitth order (7 and over) also have
higher under-five mortality than children of lower birth order, due to higher mortality at age 14 years.
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Teble 7.3 Infent end child mortality by demogrephic characteristics

Infant and child mortality rates for the ten-year period preceding the survey, by selected
demographic characteristics, Namibia 1992

Neonatal Postneonatal Infant Child Under-flve

Demographic mertality mortality mortality mortalicy mortality
characteristic (NN) {PNN) ;90 Gq,) (sQ0)
Sex of child
Male 39.2 274 66.6 29.7 94,3
Female 316 25.0 56.5 34.3 88.9

Age of mother at birth

< 20 38.9 21.7 65.6 (36.2) 100.4
20-29 343 293 63.6 28.8 90.6
30-39 332 211 54.3 33.9 86.3
40_49 L] . L] E ] [ 3
Birth order
! 30.9 25.0 559 30.4 84.6
2-3 3.1 314 64.5 2.7 92.3
4-6 38.1 234 61.5 il1 90.7
T+ 42.9 21.0 63.8 43.7 104.7
Previous birth interval
< 2 yrs 63.9 335 91.5 425 135.8
2-3 y1s 215 254 52.9 313 82.5
4 yrs + 26.2 21.9 48.1 243 71.2

Note: Rates based on fewer than 500 cases (exposed persons) are enclosed in
parentheses. Month of interview excluded from analysis.
*Based on too few cases to show

Shorter birth intervals are associated with substantially higher mortality both during and after infancy.
Children born less than two years after a previous birth are twice as likely to die during infancy as babies born
four or more years after the previous birth, The birth interval effect appears most pronounced during the
neonatal period, which suggests that antenatal factors are an important variable linking short birth intervals

and subsequent early mortality. The NDHS findings support the importance of child spacing for child
survival.

7.2 High-Risk Fertility Behaviour

Infants and children have a greater probability of dying if they are born to mothers who are 100 young
or too old, if they are bom after a short birth interval, or if they are of high parity (see Table 7.4). In this
analysis, a mother is classified as "too young" if she is less than 18 years of age, and "too old" if she is over
34 years of age at the time of delivery. A "short birth interval” is defined by a birth occurring less than 24
months after the previous birth, and a child is of "high birth order" if the mother had previously given birth
to three or more living children (i.e., if the child is of birth order 4 or higher). Children can be further cross-
classified by combinations of these characteristics. First births, although often at increased risk, are not
included in this analysis because they are not considered an avoidable risk.
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Column 1 in Table 7.4 shows the percentage of children bom in the five years preceding the survey
who are included in specific high-risk categories (due to mother’s age, time ¢lapsed since previous birth, or
number of previous births), More than half of children (54 percent) were considered at elevated risk as a
result of the mother’s fertility behaviour. Thirty-one percent of children were at elevated risk due to one
high-risk characteristic (i.e., they were in a single high-risk category); an additional 23 percent had more than
one high-risk characteristic and were thus in a mudtiple high-risk category. The most common risk groups
were birth order 3 and over, and age over 35 with birth order 3 and over.

Table 7.4 High-risk fertility behaviour

Percent disiribution of children born in the five years preceding the survey
who are at elevated risk of mortality, and the percent distribution of
currently married women at risk of conceiving a child with an elevated risk
of mortality, by category of increased risk, Namibia 1992

Births in last 5 years
preceding the survey  Percentage of
currently
Risk Percentage Risk married
category of births ratio women?
Not In any high-risk category 46.0 1.0 28.8°
Single high-risk categories
Mother's age < 18 56 . 0.4
Mother's age > 34 1.4 * 6.7
Birth interval < 24 6.7 (1.4) 63
Birth order > 3 17.1 1.0 13.2
Subtolal 30.8 1.1 26.6
Muitiple high-risk categorles
Age <18 & birth interval <24° 0.1 " 0.1
Age >34 & birth interval<i4 0.1 * 0.2
Age >34 & birth order>3 13.9 1.0 26.9
Age >34 & birth interval
<24 & birth order >3 2.6 . 72
Birth interval <24 & birth order >3 6.4 (1.8) 10.1
Subiotal 23.2 14 44.7
In any high-risk category 54.0 1.2 71.2
Total 100.0 . 100.0
Number 3820 - 2259

Note: Risk ratio is the ratio of the proportion dead of births in a specific
high-risk category to the proportion deed of births not in any high-risk
category. Figures in parentheses are ratios based on fewer than 200 cases.
*Based on too few cases 1o show
aWomen were assigned lo risk categories according to the status they would
have at the birth of a child, if the child were conceived at the time of the
survey: age less than 17 years and 3 months, ege older than 34 years and 2
months, latest birth less than 15 months ago, and latest birth of order 3 or
higher.

cludes sterilised women
CIncludes the combined categories Age <I8 and birth order >3,
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In order to calculate the increase in risk attributable to fertility behaviour, risk ratios were calculated
for each of the high-risk categories (see column 2, Table 7.4). A risk ratio is the ratio of the proportion of
children in the category who have died, to the proportion who have died in the not in any high-risk category
(children in the not in any high-risk category are bom to mothers age 18-34, born al an interval of 24 months
or more after the previous birth, and are parity 3 or less). Children in the multiple high-risk categories were
at slightly higher risk (1.4) than children in the not in any high-risk category (1.0) or children in the single
high-risk categories (1.1). Not all high-risk categories showed elevated mortality risks.

Based on this briel analysis ol high-risk fertility behaviour, the question can be asked: how many
women currently have the potential for having a high-risk birth? This may be answered by simulating the
distribution of currently married women by the risk category into which a currently conceived birth would
fall, Inother words, a woman’s current age, time elapsed since last birth, and parity are used to determine
into which category her next birth would fall, if she were to conceive at the time of the survey. Forexample,
if a woman age 37, who has five children, and had her last birth three years ago were to become pregnant,
she would fall into the multiple high-risk category ol being too cld (35 or older) and at too high a parity (4
or more children). Women who have the potential for a high-risk birth can avoid experiencing the risk by
using contraception o avoid the pregnancy (either to space or to limit the pregnancy, depending on which
risk category she is in). To determine the proportion ol women in a hypothetical situation who have the
potential for a high-risk binth, it is assumed that all but slerilised women conceive.

Two points emerge from this analysis. First, the percentage of estimated high-risk births (in any risk
category) will increase without some fertility control among women who share a high-risk profile, This can
be seen by comparing the proportion of women who currently have the potential for a high-risk birth (71
percent) with the proportion of births in the five years preceding the survey that were classified as high-risk
(54 percent). Second, this increase in high-risk births is linked to increases in the percentage of births in the
multiple high-risk categories, from 23 10 45 percent of births. These findings pose a challenge to
policymakers and programme managers alike—to generate demand for family planning and to improve the
availability of contraceptlive methods, so that high-risk births can be avoided.

7.3 Causes of Death in Childhood

Ascertaining the causes of death in childhood can be useful to identify priority areas for health
programmes {(e.g., Gray, 1991; Grant, 1991). In the NDHS the probable causes of death were ascertained for
dead children born during the five years before the survey. This approach to determining the causes of death
is called verbal autopsy or interview-based diagnosis.

Two types of information were used to assess the probable cause of death. First, the respondent was
asked to give the main cause of death, which was recorded by the interviewer on the questionnaire and later
coded in the office, using a list of causes of death, Second, inquiries were made into the presence, severity,
and duration of selected symptoms and signs during the illness that led to the child’s death. For deaths during
the first month of life (neonatal deaths), the mother was asked questions about the delivery (difficult/not
difficult) and about any malformations of the newbom. In addition, the mother was asked whether the baby
had been sucking normally during the first days of life, in order 10 distinguish between neonates who were
normal al birth, and those who were not. The latter group includes those traumatised during delivery,
premature births, as well as those with congenital mallormations. The loss or decrease of the ability to suckle
afew days afterbirth is typical of neonatal tetanus, and questions were asked about the presence of a decrease
in sucking or difficult sucking during the days before death, and about the occurrence of convulsions or
spasms. Finally, for neonatal deaths questions were posed about cough and difficult or rapid breathing.
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The pattern of causes of death after the neonatal period is very different from that during the neonatal
period. Questions were asked about symptoms during the disease that led to death including diarrhoea,
diarrhoea with blood, cough, difficult or rapid breathing, rash, fever, convulsions, very thin (severe wasting),
and swollen legs and/or feet.

The mother was asked whether the child had died at home orin a health facility, and whether medical
care was sought for the illncss preceding the death. The data on birth weight, thc neonaic’s size at birth, and
duration of pregnancy (i.e., whether the baby was bom prematurely or at term), which were collected for all

births in the matemity section of the questionnaire, can also be used to determine causes of death, especially
in the neonatal period.

The NDHS questionnaire benefitted from a validation study of the verbal autopsy method which was
done before the NDHS. The validation study was conducted in the Northwest region and focused on five
leading causes of death afier the neonatal period: diarthoea, pneumonia, measles, undemutrition and malaria.
The study included 135 child deaths in three hospitals. These deaths had an established medical cause of
death in the hospitals (often more than one cause) and the caretakers were interviewed at home with a
standardised questionnaire 1o ascertain the cause of death according to their recall. The results, which are
presented in a separate report (Mobley, 1993), showed that verbal autopsy interviews can provide useful
information on the leading causes of death with an acceptable level of misclassification.

In total, there were 274 deaths among ) ,
children bom in the five years preceding the Table 7.5 Causes of death according to mothers’ reports
survey, inc!Uding 131 neonatal deaths and 143 | percent diswribution of deaths among children born in the five
deaths during the postneonatal period (1-11 | years preceding the survey by cause of death (from mothers’
months) and during ages 1-4 years. The causes | reports), according to age of child in months, Namibia 1992
of death tumed out to be fairly similar among
posmeonatal and early childhood deaths, Age in months
Therefore, the resulis for these age groups have | Cause of death <1 1-59 Total
been combined. Two-thirds of under-five
: ; Prematurity 9.9 17 5.7
deaths occurred in the two northem regions. Birth probiems 73 16 13
c f Death R ted by Moth Tetanus 0.0 0.8 0.4
r others
auses ot Death Reported by ¢ Congenital malfunction 18 1.2 1.5
i Malaria 4.4 8.6 6.6
Table 7.5 summarises the data on the | Measles 1.8 63 4.4
main cause of death as reported by the mother | Respiratory illness 4.2 13.0 8.8
Diarrhoea 58 26.4 16.5
for neonatal deaths and deaths at 1-59 months. | .- 0.5 6.0 33
For all deaths under five years, more than a | Undemutrition 0.0 0.0 0.0
third of the respondents said they did not know | Other infections 0.9 3.7 34
the cause of death. "Don’t know" responses | Accidents 23 23 2.3
were more common for neonatal deaths: 51 Other 9.7 6.9 8.3
percent versus 21 percent for deaths at 1-59 .
months. Don't know 514 20.9 35.6
Total 100.0 100.0 100.0
~ During the neonatal period, prema- | Number of deaths 131 143 274
turity was the most frequently cited cause of
death (10 percent), followed by birth problems | Note: One cause per child
(7 percent), and diarrhoea (6 percent). Acci-

dents were reported for 2 percent of neonatal
deaths. No tetanus deaths were reported.
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After the neonatal period, diarthoea
was the leading cause of death (26 percent),
followed by acute respiratory illness (13 per-
cent), malaria (9 percent), and measles (7 per-
cent). Undernutrition was not reported as main
cause of any deaths, while accidents were re-
ported for 2 percent.

Causes of Neonatal Death from Symptoms

Table 7.6 displays the causes of neo-
natal morntality according to symptoms. Infor-
mation was missing for nine neonatal deaths (7
percent of all neonatal deaths). These included
two deaths for which the exact age at death
was missing and 5 first-day deaths. For 42 per-
cent of neonatal deaths no cause of death could
be identified based on the reported symptoms
preceding death,

Among neonaal deaths low birth
weight was common: 26 percent of the deaths
had either a reported birth weight of less than
2500 grams or, if no birth weight was avail-
able, the mother reported her child was very
small at birth. Most of the deaths associated
with low birth weight were also associated
with premature delivery: 16 percent of all neo-
natal deaths were reportedly delivered prema-
turely and had low birth weight, while 10 per-
cent were delivered on time, but had low birth
weight (most likely due to intra-uterine growth
retardation). Some of the reportedly premature
babies may in fact have been small-for-gesta-
tional age as well.

Birth problems were reported for 23
percent of neonatal deaths. These included pro-
longed delivery, asphyxia, toxemia of the
mother and other birth traumata. Nine percent

of neonatal deaths were delivered by caesarean section. 1t is of interest to note that 10 percent of neonatal

Table 7.6 Presence of conditions and symploms among deaths

during the neonatal period

Percentage of necnatal deaths among children born in the five
years preceding the survey, by whether or not conditions or
symptoms were present (according to mothers® reports}, Namibia

1992
Cause of death Percent
Birth problems 23.0
Bormn after difficult delivery 19.2
Caesarean section 9.2
Congenital malformations 53
Muitiple births 9.8
Low birth weight 259
Low birth weight and term 10.2
Low birth weight and premature 15.7
Tetanus
Deaths at 4-30 days 212
With normal sucking first two days of life 16.%
With difficulty sucking during days before death 3.1
With convulsions/spasms 1.7
Respiratory illness
Cough 11.2
Cough and difficult breathing 6.3
Accldents, injuries 23
No cause identified 41.7
Missing 6.8
Number 131

Note: No cause identified means no birth problems, congenital
malformations, low birth weight, letanus, cough or accident.

deaths were multiple births. Congenital malformations were reported for 5 percent of neonatal deaths.

Neonatal tetanus deaths typically occur between 4 and 30 days of life (about 90 percent occur
between 4-14 days). In Namibia, slightly over one-fifth of neonatal deaths occurred between 4-30 days and
17 percent also had normal sucking during the first days of life, This proportion may include all tetanus
deaths, but also includes deaths due to non-tetanus causes, 1f difficulty sucking during the days before death
is added to the diagnostic criteria, the proportion of deaths probably due to tetanus declines to 3 percent. If
spasms or convulsions are included, less than 2 percent of neonatal deaths can be considered due to probable

tetanus.
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Respiratory illnesses are difficult to ascertain as a cause of neonatal death in verbal autopsy.
Symptoms of otherillnesses (e.g., sepsis) can be very similar, cough often does not occur, and rapid breathing
in a newbom is more difficult to detect than in older infants. Cough was reported for 11 percent of neonatal
deaths, while mothers recalled coughing and difficult or rapid breathing in 6 percent of neonatal deaths.

Causes of Postneonatal and Child Death from Symptoms

The percentages of children who died after the neonatal period and for whom each of the symptoms
occurred during the terminal illness are shown in Table 7.7 for children who died after the neonatal period.
"Don’t know" responses were not very common, but were highest for the question on loss of consciousness
(5 percent). Missing values were more common (almost 10 percent), The very high proportion of missing
values for swollen feet or legs was due to a flaw in this part of the questionnaire.

Among the deaths at 1-59 months, fever (67 percent), cough (40 percent), diarrhoea (42 percent),
thinness (41 percent) and difficult or rapid breathing (30 percent) were commonly reported.

To be able to distinguish between symptoms that are very common in childhood (such as diarrhoea
or thinness), but perhaps unrelated to the child’s death, and symptoms that contributed to the death, it was
asked whether the symptom or sign was severe. Table 7.7 shows, forexample, that 25 percent of respondents

thought the diarrhoea was severe, and 40 percent considered the fever severe. In addition, the duration of
symptoms was asked.

Table 7.7 Presence of symptoms among deaths after the neonatal period
Percent distribution of deaths occurring after the neonatal period among children born in
the five years preceding the survey by whether or not symptoms were present {mothers’
reports), Namibia 1992

Don't
Symptom Yes No know Missing Total
Diarrhoea 42.3 46.7 1.6 9.4 100.0
Severe diarrhoea 25.2 63.2 1.6 10.0 100.0
Diarthoea with blood 19.7 69.3 1.6 9.4 100.0
Cough 39.6 48.6 24 94 100.0
Difficult or rapid breathing 29.6 58.6 2.4 94 100.0
Fever 67.1 21.0 2.5 9.4 100.0
Severe fever 40.3 46.9 34 9.4 100.0
Unconsciousness 257 59.9 50 9.4 100.0
Convulsions 20.9 66.4 33 %4 100.0
Rash 11.9 719 0.8 94 100.0
Very thin 40.8 47.2 2.6 9.4 100.0
Swollen feet or legs 10.0 299 0.0 60.1 100.0
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.8 presents possible causes of
Table 7.8 p _po . .. Table 7.8 Diagnoslic criteria considered to ascertain a probable
death after the neonatal period. Since alimited | T~ ==—r7""
number of symptoms were included in the | —
NDHS, only selected causes of death can be | Percentage of deaths after the necnatal period among children born
identified. No efforts were made to distinguish | in the five years pr.eceding the survey, by cause (':f.dealh and
main and associated causes of death, but multi- | symptoms (according to mothers reports), Namibia 1992
ple causes of death were considered.
Cause of death Percent
Forty-two percent of deaths after the
neonatal period had diarthoea during the ill- | [ ., o0
ness that led to death. Four different types of |  Any diarthoea 42.31
diarrhoea can be distinguished on the basis of | Acute, mild, no bloed 7.6
. s Acule, severe, no blood 10.2
severity, dur‘auon and the presence of blood. Chronic (at least 3 wocks) 452
Diarrhoea with blood was reported for 20 per- |  Diarrhoea with blood 19.1
cent of deaths, acute severe diarrhoea for 10
. R Pneumonia/respiratory disease
percent, acute mild diarthoea for 8 percent,and |~ cough and dyspnoea 29 6
chronic diarrhoeca (at least three weeks dura- | Cough and dyspnoea 21 day 28.52
tion) for 5 percent. Notable is the high propor- | Cough and dyspnoea 22 days 2.4
. f iated with diarrh ith Cough, dyspnoea, fever 224
tion 0 dealiths associated wi larr- oea wi Cough, dyspnoes, fever 21 day 213
blood, which was also reported on in the sec- Cough, dyspnoea, fever 22 days 14.9
tion on morbidity for living children (Chapter | oo 1000
8). The duration of acute dian’hoea was also Severe fever, no rash 34.6
taken into account but did not have much ef- gevere ;ever 2% Say. no rashh gg-g
: : _ : evere fever 22 days, no ras .
fect on th::: estimates of diarrhoea-associated Fever with convulsions or coma 20,62
mortality. Severe fever 22 days, no rash or
fever with convulsions or coma 44.6'
The criteria used for the diagnosis of | Measles
pneumonia (acute lower respiratory infection) | Age 24 months, rash 10.3}
in older children were cough, difficult or rapid | Age24months, rash 23 days 14
. . Age 24 months, rash 23 days, fever
breathing and fever. Cough and difficult or | >3ay, 532
rapidb in spnoea) was reported for 30
apid breathing (dy Pl 59) th pOR . Undernutrition
percent of deaths at 1- months. Restricting | “yery hin 40.4"
duration of cough and breathing difficulties to Very thin >4 weeks 15.2
at least one day did not change the result ap- S“’Oge" i"'gs or ?‘:e 4 wesk 3-3
' . wolen iegs or ace >4 weeks .
preciably, while 23 percen} had both symptqms Very thin >4 wks or swollen legs or face
for at leasL Lwo days. Adding fever to the diag- >4 weeks 15.22
nostic c';rltena resulted in a somgwhat lower No dlagnosis®
proportion of deaths associated with acute res- | Based on G diagnoses 22
piratory infections. Based on R diagnoses 349
Number 142
One in ten children died at the age of : -
four months or more and had symptoms of a zae“ml (ll;'?glzgs(tll'c “1802'1‘:'11 (G')um ®)
. . . . ore resric 1agnosihc algon
generalised body rash, which is typical for | sneiner diagnoses based on symptoms nor accident
measles. If the rash lasted at least three days

*In a verbal autopsy validation study in the Philippines (Kalter et al., 1990) at least two days of diarrhoea was the
best criterion for the diagnosis of diarrhoea. In the validation study in Namibia, taking into account the duration of
diarrhoea did not improve the sensitivity and specificity of the diagnostic criteria (Mobley, 1993). Specificity, however,
was improved by taking into account severity of the episode, as measured by number of stools on the worst day of the
episode.
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the proportion of deaths declined to 7 percent. 1f rash and fever lasting for at least 3 days are included in the
criteria, 5 percent of the deaths after the neonatal period were associated with measles. Information was not
directly obtained about deaths which occurred as a complication of measles after the clinical symptoms of
measles had subsided (so-called post-measles deaths).

Malaria is difficult to diagnose in a verbal autopsy study, but the validation study in Namibia showed
that cerebral malaria can be diagnosed fairly well in Namibia with a verbal autopsy. Severe fever (and no
generalised body rash to exclude measles cases) was reported for 40 percent of the deaths after the neonatal
period; 35 percent lasting at least two days. Loss of consciousness and convulsions were frequently reported,
and 31 percent of deaths had fever with convulsions or loss of consciousness,

Forty percent of children who died between 1 and 59 months were very thin, but 13 percent had been
thin for at least one month before death. The latter distinction was made (o be able to separate children who
became wasted during the terminal illness from children who were already wasted before becoming
terminally ill. About one-fourth of very thin children had symptoms of Kwashiorkor (swollen legs and face)
as well.

To ascertain the proportion of deaths with no diagnosis at all, a general and a restrictive criteria were
used. Using the general criteria, 22 percent of the deaths age 1-59 months did not have a cause of death. This
implies that the mother did not report diarrhoea, cough with difficult or rapid breathing, rash in a child aged
4 months or older, severe [ever or cerebral symptoms (loss of consciousness or convulsions), child being very
thin, or an accident. Using the restrictive criteria, 35 percent of deaths could not be classified with any of the
following causes of death: severe diarrhoea or chronic diarrhoea or diarthoea with blood, cough with difficult
or rapid breathing for at least two days, fever with cerebral symptoms, rash with fever in deaths of children
4 months and older, child being very thin or having swollen legs or feet for at least 4 weeks, or an accident.

Comparison of Mothers’ Reported Cause and Symptom-based Diagnosis

For the five most common illnesses leading to death afier the neonatal period, mother’s reported
cause of death was compared with the symptom-based diagnosis. In Table 7.9, the first two columns show
the proportion of deaths attributed to the five causes according to the mother and according to the sympiom
list. The third column presents the percent of deaths for each diagnosis, derived from either the mother’s
reported cause or the symptoms. The fourth column only includes cases in which the mother’s cause of death
agreed with the diagnosis based on the symptoms,

Both the general and more restricted diagnostic criteria used in Table 7.8 are used. For all causes,
symptom-based diagnoses are more common than those based on mothers’ spontaneous reports (of the illness
or condition). The difference is smallest for diarrhoea, and most pronounced for malaria and undemutrition
(which was not mentioned spontancously at all as the cause of death). The difference may be due, in part,
10 the fact that only one cause of death could be recorded from the mother’s report.

Adding the resulis from mothers’ spontaneous reports (o the symptom-based diagnoses has little
effect on the proportion allocated to each cause of death. Only in the case of measles, when the more
restricted criteria is used, was a substantial increase observed with the inclusion of mothers’ reports.

The level of agreement between symptom-based diagnosis and the mother's spontaneous report of

the cause of death is low (see last column in Table 7.9), It is highest for diarthoea, low for acute respiratory
infections and malaria, and very low for undernutrition and measles.
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Table 7.9 Agreement in probable cause of death between mothers’ reported cause and
symptoms-based diagnosis

Causes of death among children 1-59 months according to mothers' reports of main
cause and diagnosis based on reporting of symploms for cause, Namibia 1992

Either Both

Diagnostic  Mother’'s  From  mother or mother and

Disease algorithm Teport  sympltoms symptoms symploms
Diarrhoea General 264 42.3 44.9 238
Restricted 264 347 39.5 21.7
Acute respiratory General 13.0 29.6 32.3 10.3
infection Restricted 13.0 23.4 29.0 7.4
Measles General 6.9 10.3 123 2.0
Restricted 6.9 53 123 0.0
Malaria General 8.6 44.6 37.9 6.7
Restricted 8.6 30.6 34.1 5.1
Undernutrition General 0.0 40.4 40.4 0.0
Restricted 0.0 15.2 15.2 0.0

Note: For the diagnostic algorithms used in this table, see Table 7.8.

Probable Causes of Death: A Synthesis Table 7.10 Probable causes of death among children under 5 years
Table 7.10 and Figure 7.4 present the | pyobable causes of death ameng children under five years,
probable causes of death, based on the symp- | according to leading causes, Namibia 1992
toms as shown in Table 7.8. Multiple causes of
death were allowed.
Neonatal 1-59
For almost half of neonatal deaths no Cause of death period - months Total

cause of death could be ascertained, largely
because the mothers did not know what symp- | Low birth weight 259 12.4
toms occurred in their newborns prior to death, | Birth problems 2.0 1.0
Low birth weight was the leading cause of | Congenital anomalies 53 2.5
death for neonatal mortality (26 percent), Most f;:;ifp"m"y infection 1;% 06 23‘2
of these deaths appeared to be associated with | A ccidents 23 21 21
reporied prematurity (16 percent). Birth prob-
lems, such as prolonged labor leading to as- | Diarrhoca 423 22.0
phyxia and other obstetric complications, ac- | Measles 10.3 5.4
counted for 23 percent of neonatal mortality, | Malaia 30.6 160

. . _ | Undemnutrition 40.4 21.1
Respiratory illness was a probable cause of
death for 11 percent, while tetanus accounted | Uninown 48.5 23 8 15.6
for only 2 percent. Accidents were associated
with 2 percent of the neonatal deaths. Number of deaths 131 143 274
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Figure 7.4
Leading Causes of Death in Childhood
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For deaths after the neonatal period, five causes were examined. For each of these a general and a
restrictive diagnostic criteria can be used. Similar results are obtained usingeither criteria: the overall picture
of leading causes of death based on the general criteria is very similar to the overall picture based on the
restricted criteria. The main difference between the two approaches is undernutrition. If the general criteria
are used (very thin or swollen feet or legs) 40 percent of deaths were associated with undernutrition: if the
more restricted criteria are used (very thin or swollen feet or legs for at least 4 weeks), 15 percent were
associated with undernutrition. In Table 7.9 the general diagnostic criteria and multiple causes were allowed.
Only for malaria was the more restrictive criteria used.

Diarrhoea (42 percent) was the leading cause of death after the neonatal period, followed by
undernutrition (40 percent), malaria (31 percent), acute respiratory infections (30 percent), and measles (10
percent). No cause could be ascertained for 24 percent of deaths age 1-59 months.

For children under five, the four leading causes of death (diarrhoea, malaria, undernutrition and acute
respiratory infection) were each associated with about one-fifth of deaths, Low birth weight and binth
problems are probable causes for 11-12 percent of under-five deaths. Measles does not appear to be aleading
cause of death. The cause of death was unknown for about one-third of under-five deaths.
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Place of Death and Assistance Sought

Table 7.11 presents the place of death and the type of medical assistance sought during the illness
that led to the child’s death. Most child deaths occurred in hospitals (56 percent). Thirty-eight percent died
at home, and 2 percent died on the way 10 the health facilities.

The question on the type of assistance sought during the disease that led to the child’s death allowed
for multiple responses: if a child had been taken to several places all responses were recorded. The use of
multiple sources was, however, rarely reported by mothers. During the illness preceding death, medical
assistance was sought for 72 percent of children, including 63 percent who were taken to a hospital.
Traditional healers were reportedly consulted in 4 percent of cases, but underreporting seems likely. One-
fifth of children died without having been taken for any medical care.

Table 7,11 Place of death and type of assistance sought during
illness that led to death

Percent distribution of deaths emong children under five years by
place of death and type of assistance sought during illness that led
to death, according to age at death, Namibia 1992

Neonatal 1-59

Cause of death period months Total
Place of death
Healih facility 59.1 52.1 55.5
Home 331 41.5 37.5
On the way 1.8 24 2.1
Orher 0.0 2.3 1.2
Missing 5.9 1.7 7
Total 100.0 100.0 100.0
Type of asslstance
Hospital 57.8 67.6 62.6
Clinic 41 13.3 8.7
Private doctor 2.0 0.0 0.9
Traditional practtioner 3.4 4,0 37
Other 0.0 0.8 04
None 27.1 15.0 20.8
Missing 8.0 33 5.5

Multiple svurces of
assistance 21 39 4.4
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CHAPTER 8

MATERNAL MORTALITY

8.1 Introduction

Data were collected in the NDHS which are suitable for estimating maternal mortality using either
a direct or an indirect estimation technique (Graham et al., 1989; Rutenberg et al., 1991) and for providing
estimates of adult male and female mortality. The data concern the survivorship of sisters and brothers of
survey respondents. For each of a respondent’s siblings, information was collected on current age or, if dead,
age at death and the number of years ago the death occurred. For dead sisters, additional questions were asked
10 determine if the death was matemity related, i.e., did the death occur during pregnancy, during delivery
or within six weeks following a delivery or pregnancy termination.

The direct approach for estimation of maternal mortality uses data on the age of surviving sisters, the
age at death of sisters who died, and the number of years ago the sisters died. For well-defined reference
periods, the data are aggregated to determine the number of person-years of exposure t0 mortality and the
number of matemnal deaths occurring in each reference period., Malemal mortalily rates are then directly
estimated by dividing the number of deaths by the person-years of exposure. The result is the proportion of
sisters who died of maternal causes among all sisters of respondents. This is an unbiased estimate of the
probability of matemal death, provided that the mortality risk to all sisters is the same (Trussell and
Rodriguez, 1990). The direct approach for estimating maternal montality is more demanding of the data than
the indirect approach—respondents must report not only a sister’s death and if that death was matemity
related, but also the ages of living sisters and the age at death and years since death for dead sisters.

The indirect approach for estimation of maternal meriality does not use the information on sister’s
age at death and the number of years ago the sister died of maternal causes. Instead, this approach estimates
the life-time risk of maternal death for all sisters of respondents, As the estimates pertain to the life-time
expeticnce of sisters of respondents, they do not apply to a well-defined time period but represent mortality
conditions over the last 50 years. The lack of a designated time period to which the estimates apply is
circumvented by assuming that any changes in mortality are linear, Under this assumption it is possible io
specify the number of years ago an estimate of maternal mortality applies.

8.2 Data Collection

The questions used to collect information on maternal mortality are in Section § of the Individual
Questionnaire (sec Appendix E). The respondent is first asked to give the number of children her mother
gave birth to, followed by a question on the birth rank of the respondent. The respondent is asked to list all
of her brothers and sisters, that is, all of the children bomn to her mother, starting with the first. Then the
respondent is asked if each sibling is still alive. Forliving siblings, current age is asked. For dead siblings,
the respondent is asked the number of years ago the sibling died and his/her age at the time of death. It was
stressed during training that, while interviewers should be sensitive to the delicate nature of the data, every
effort must be made to obtain answers to the questions. Interviewers were instructed that, when a respondent
could not provide precise information on ages or the number of years ago the death occurred, approximate
answers were acceptable.
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For deceased sisters, three questions were asked to determine if a death was matemity related: "Was
[NAME OF THE SISTER] pregnant when she died?" and if the answer was negative, the respondent was
asked: "Did she die during childbirth?” and "Did she die within six weeks after a pregnancy termination or
birth of a child?”

8.3  Assessment of Data Quality

The estimation of maternal mortality by either the direct or indirect approach requires accurate
reporting of the number of sisters the respondent ever had, the number that have died, and the number that
have died of matemity-related causes. There is no definitive procedure for establishing the completeness of
data collected by a retrospective household survey on the survivorship of sisters. In addition to accurate
survivorship data, the direct estimation approach requires data on the ages and number of years, since the
death of siblings—information which respondents may be uncomfortable reponting and may not know with
precision. The number of siblings reported by the respondents and the completeness of the reported data on
age, age at death, years since death, and marital status arc shown in Table 8.1.

Table 8.1 Sibling data for estimating maternal mortality

Number of siblings reported by survey respondents and completeness of the reported data on age, age at death

and years since death, weighted, Namibia 1992

Sisters Brothers Unknown sex

Background Total

characteristic Number Percent Number Percent Number Percent  number

Total siblings 15469 100.0 15472 100.0 243 100.0 31184
Alive 13666 88.3 12979 83.9 40 16.6 26685
Dead 1759 11.4 2422 15.7 50 20.5 4231
Status unknown 44 0.3 71 0.5 153 62.9 268

Living siblings 13666 100.0 12979 100.0 40 100.0 26685
Age reported 13112 96.0 12469 96.1 38 94.0 25619
Missing age 553 4.0 510 39 2 6.0 1066

Dead siblings 1759 100.0 2422 100.0 50 100.0 4231
Agefycars since reported 1363 1.5 1803 74.4 26 51.6 3192
Missing age at death 51 29 110 4.5 0 0.0 161
Missing years since 150 8.5 224 9.3 9 18.3 383
Missing both 195 11.1 285 11.8 15 30.1 495

Respondents were not able to provide information on sex for 0.8 pcreent of their siblings. The sex
ratio of siblings enumerated by respondents (the ratio of brothers to sisters) as shown in Table 8.1 is 1.00,
which is somewhat low by intemational standards. An age was reported for 96 percent of living siblings.
Age at death and the number of years ago the death occurred were reported for 78 percent of the dead sisters
and 74 percent of the dead bothers. Rather than exclude siblings with missing data from further analysis,
information on the birth order of siblings was used, in conjunction with other information, to impute the
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missing data.! The sibling survivorship data, including cases with imputed values were used for the direct
calculation of adult mortality rates and matemnal mortality rates.

A potential probiem with these data is the heaping of responses on preferred digits by respondents
who are unable to report the exact number of years ago that a death occurred but can provide an estimate.
The distribution of deaths occurring at age 15 or above, for all sisters and for those dying of maternal causes
is shown in Figure 8.1 by the number of years preceding the survey that the death occurred.

There is no strong heaping of adult female deaths. Heaping of maternal deaths is evident at two,
three, and ten years ago. More maternal deaths were reported for the four years preceding the survey than
formore distant perods. This may in part be due to the larger number of exposure years in the more recent
period, to sampling error, and to reporting bias. The use of a ten year period for matemal mortality estimates
is only slightly affected by moderate heaping at ten years before the survey. Given the number of maternal
deaths it is not possible 1o estimate maternal mortality for the five-year period preceding the survey.

Figure 8.1
Percent Distribution of Sister Deaths (Age 15+)
and Maternal Deaths by Time of Death
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“The imputation is based on the assumption that the ordering of siblings is correct, using the birth order and age of
the respondent as well, First, a birth date was calculated for each living sibling with an age and cach dead sibling with
complete information on age at death and the number of years ago the death occurred. For a sibling missing these data,
a birth date was imputed within the range defined by the birth dates of the bracketing siblings. In the case of living
siblings, an age was calculated from the imputed birth date. In the case of dead siblings, if either age at death or the
number of years ago the death occurred was reporied, that information was combined with the imputed birth date to
produce the missing information. If both pieces of information were missing, the distribution of age at death for siblings
for whom the number of years ago the death occurred was unreporied, was used as the basis for imputing age at death.
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8.4  Direct Estimates of Adult Mortality

Age-specific mortality estimates for males and females for the ten years preceding the survey,
calculated from the reported survivorship data by direct procedures, are shown in Table 8.2. The number of
sibling deaths during the reference period in the age range 15 to 49 was not great (259 females and S08
males), so that the individual age-specific rates are based on relatively few events and are subject to sampling
variability.

Table 8.2 Estimates of age-specific mortality

Direct extimates of age-specific mortality based on the survivorship of siblings of survey respondents,
Namibia 1983-92, and model life teble rates, by age and sex

Estimated rates Model life table rates’

Exposure  Rate South East North West

Age Deaths years {000) (67.5) (65.0) (62.5) (62.5)
FEMALES
15-19 35 21348 1.62 0.90 131 231 2.08
20-24 60 20786 2.88 1.25 179 29 2.78
25-29 43 17806 2.43 1.47 2.09 3.38 124
30-34 35 13369 2.65 1.1 2.45 3.84 375
35-39 37 9312 4.00 2.05 3.03 4.4 4.44
40-44 30 5890 5.08 2.72 3.82 5.48 539
45-49 19 3256 5.78 3.59 524 6.42 6.96
Total 259
Estimated rates Model life table rates!

Exposure  Rate South East North West

Age Deaths years (000) (63.7) (60.7) (61.3) (58.8)
MALES

15-19 81 20660 3.90 1.20 1.88 2.64 2.42
20-24 82 20209 4.06 1.70 2.73 3.82 343
2529 105 16768 6.25 1.82 2,76 3.95 3.64
30-34 95 12708 7.47 2.30 3.04 4,25 4,14
35-39 €9 8887 175 2.74 3.77 4.78 5.08
40-44 46 5375 8.61 3.92 5.18 5.85 6.72
45-49 30 2897 10.51 5.65 1.69 7.40 9.27
Total 508

'Model life tables were selected at a level of mortality approximately corresponding to a probability of
dying between birth and exact age 5 estimated for the period 1983-92 (i.e., q5 of 89 per 1,000 female
births and 94 per 1,000 male births).

For females, the estimated rates display a flat paitern from age 20 to 34 and then monotonically
increase, as expected, for age groups 35-39, 4044 and 45-49. The overall pattern appears plausible with an
increase by a factor of about two between the rates for the three youngest age groups (about 2.3 per 1000
women) and the three oldest age groups (about 4.9 per 1000 women). The mortality rates for males increase
gradually from the youngest to the oldest age group: from 2.08 per 1,000 males 15-19 to 6,96 per 1,000 males
45-49 years. Male mortality displays a similar increase between the average of the three youngest and the
three oldest age groups being, again, about a factor of two (from 2.7 to 5.6 per 1000). Typically, the male
rates are higher than the female rates, except at 20-24 years.
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Itis important to evaluate the reliability of the direct mortality estimates, as the mortality data for all
sisters are the basis for the data on matemal mortality. If the former are defective, the laiter cannot be
reliable. In the absence of mortality data of established accuracy for Namibia, the evaluation is undertaken
in terms of a comparison of the estimated rates with rates from the Regional Model Life Tables (Coale and
Demeny, 1966).

Schedules of age-specific mortality rates from the four regional life tables are shown in Table 8.2,
The schedules were selected at a level of montality approximately equal to the childhood mortality rate(sq,)
estimated for the ten-year period preceding the NDHS.? For females, the estimated rates agree quite well
with the schedule of rates from the West and North model tables but are higher than the rates from the East
and South model tables.

For males, the West and North model tables give the best results. However, male montality rates in
Namibia are clearly higher than expected on the basis of childhood mortality level, and this is very
pronounced at ages 25-39 years (see Figure 8.2). The higher level of male morality from the sibling
survivorship data in the NDHS could be due to severe underreporting of male child mortality, which resulted
in the wrong model life table being selected. However, the results of female mortality are fairly consistent
with the modellife table selected onthe basis of the female child mortality level in NDHS. Therefore, amore
likely explanation is that there was considerable ¢xcess male mortality during the decade before the survey.

Figure 8.2
Age-Specific Mortality Rates for Males and Females
NDHS Estimates Compared to West Model Life Tables
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2Estimates of (,q,), the probability of dying between birth and exact age five, were 89 per 1000 births for females
and 94 per 1000 for males for the period 1983-92 (see Chapter 7).
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Mortality rates among males and females 15-49 years by region are shown in Figure 8.3. Female
mortality is twice as high in the Northeast region as in the Northwest and Central/South regions. Male
mortality is higher in both the Northwest and Northeast regions than in the Central/South region. The
elevated mortality for both males and females in the Northeast region is in agreement with the much higher
level of child mortality also found for this region. The relative disadvantage of males in Northwest region
may be related to the independence struggle in this region during the 1980s.

Figure 8.3
Mortality Rates among Adults 15-49
by Sex and Region
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The evaluation tends to substantiate
the quality of the sibling survivorship data,
Estimates based on the sibling data appear Direct estimates of maternal mortality based on the survivorship
plausible and are consistent with estimates | Of Sisters of survey respondents, Namibia 1983-92

Table 8.3 Direct estimates of maternal mortality

based on the West Model Life Table. Retro- Exposwe  Rate Percent
spective survey data are susceptible lo event | Age Deaths years (000)  maternal
omission and the estimates probably suffer
from some underreporting of events, although ;3:;2 -2, 3(1)?,‘;2 8;22‘1‘ 13;2
evidence suggests serious underreporting has | 25.29 7 17806  0.386 159
not occurred. 30-34 3 13369 0.224 8.5
35-39 8 9312 0.827 20,7
8.5  Direct Estimates of Maternal jgjg g gg_gg g:ggg gg
Mortality Total 35 91569  0.382 13.5
GFR 170
Direct estimates of maternal mortality | MMR! 225

derived from the reported survivorship of sis-

. GFR = General fertility rate
ters are shown in Table 8.3. The number of MMR = Maternal mortaltiy ratio

maternal deaths is small (35 for the period | lper 100,000 live births; caloulsied as maternal mortality rate
1983-92). The age pattern of the estimated | divided by general fertility rate
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raies is somewhat erratic, although there is a trend toward higher rates at older ages. Given the relatively
small number of events, the preferred approach is to estimate a single rate for the childbearing years. The
overall estimates of maternal mortality expressed per 1000 woman-years of exposure is 0.38 for the period
1683-92.

The rate can be converted 10 maternal morality ratios and expressed per 100,000 live births by
dividing by a period-specific general fertility rate (see Table 8.3). Expressed in this way, the obstetric risk
of pregnancy and childbearing is highlighted. The maternal mortality ratio is 225 maternal deaths per
100,000 births for 1983-92. Almost 14 percent of all deaths to women 15-49 years are associated with
childbearing.

Data were also collected on parity and age of the deceased sisters. The distribution of deaths by age
and parity can be related to the distribution of births by maternal age and parity for the ten years preceding
the survey. The risk of maternal mortality increases with age and parity (see Figure 8.4). Compared to the
overall risk of maternal death (= 1.00), the relative risk is 4.6 times higher at ages 40 and over and 1.7 times
higher at birth order 6 and over. Young women do not have higher monality risks.

Most maternal deaths during the decade prior to the survey occurred during pregnancy: the
respondents said 75 percent occurred during pregnancy, 13 percent during delivery, and 12 percent during
six weeks postpartum. The proportion during pregnancy is higher than expected, which may be related to
the fact that this question was asked first.

Figure 8.4
Relative Risk of Maternal Death
by Parity and Maternal Age
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8.6  Indirect Estimates of Maternal Mortality

The data on the survivorship of sisters can also be used to estimate matemnal monality by the indirect
approach (Graham et al., 1989). In this case the data arc aggregated by five-year age groups of respondents.
For each age group, information on the number of matemal deaths among all sisters of respondents and on
the number of "sister units" of risk is used to estimate the life-time risk of dying from matemal causes. The
indirect approach also provides an overall estimate of maiernal mortality for sisters of all respondents
combined which pertains o a period of time centered on approximately 12 years prior to the survey. When
dealing with small samples it is preferable to use the overall estimate, which is subject to less sampling
variability.

Indirect estimates of maternal mortality are shown in Table 8.4. Excluding the youngest age group,
for which very few units of exposure were observed, the estimates of the life-time risk of dying from maternal
causes by age group vary from .009 t0 .017. In general the pattern of the estimates is flat. When aggregating
all respondents, the life-time risk of maternal death is .013 or, in other words, a life-time risk of dying of
matemnity-related causes of about 1 in 74. This can be transformed into an estimate of the maternal mortality
ratio (maternal deaths per 100,000 births). The estimate, which pertains to about 12 years before the survey
(1980, is 208.

Table 8.4 Indirect estimates of maternal mortality

Estimates of maternal mortality using the indirect method, Namibia 1592

Lifetime
Number Nurnber Sister units risk of
of of Matemnal Adjustment of risk maternal
respondents  sisters 15+ deaths factor exposure death
Age (a) (b) () (d) (e)=(b)*(d) {D=(c)/(e)
15-19 1259 1866 0 107 200 .000
20-24 1119 2342 5 206 432 010
25-29 890 2193 7 43 752 .009
30-34 722 1792 15 .503 001 016
35-39 567 1396 12 .664 927 012
40-44 507 1221 17 .802 979 017
4549 357 816 12 .900 734 016
Total 5421 11624 67 4975 .03
TFR 198392 6.5
MMR 208

TFR = Total fertility rate

MMR = Maternal mortality ratio (1 - [ - Lifetime risk]l‘rrFR)“' 100,000, where TFR represents the total fertility rate
10-14 years preceding the survey

8.7 Conclusion

The direct estimate of the matemal mortality ratio from the NDHS for the period 1983-92 is 225
matemnal deaths per 100,000 live births. The indirect estimate of the matemal monrtality ratio is 208, which
is the average of women's experience over an extended period prior to the survey, centered on approximately
12 years prior to the survey (i.e., 1980). Given the degree of sampling error associated with these mortality
estimates, they should not be considered inconsistent. Probably the most appropriate interpretation is that
the maternal mortality ratio was between 200 and 250 during the decades of 1970 and 1980. Overall, it
appears that maternal mortality in Namibia is not particularly high, but there is still considerable scope for
improvement of matemal survival, since the mortality risks are more than 10 times higher compared to
developed countries.
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CHAPTER 9

MATERNAL AND CHILD HEALTH

This chapter presents findings in three areas of importance to maternal and child health: antenatal care
and delivery assistance, vaccinations, and common childhood illnesses and their treatment, Coupled with
information on neonatal and infant monrtality rates, this information can be used to identify subgroups of
women who themselves or whose live births are "at risk” because of nonuse of matemal health services. In
addition, the information on vaccination coverage and treatment pattemns of child illnesses can be used to
assess progress in the delivery of maternal and child health services and to identify target population groups
that need increased attention, Data were obtained for all live births which occurred in the five years preceding
the sutvey.,

9.1  Antenatal Care and Delivery Assistance

Table 9.1 shows the percent distribution of births in the five years preceding the survey by antenatal
care provider, according to selected background characteristics. Interviewers were instructed to record all
persons a woman may have seen for care, but in the table, only the most qualified provider is considered (if
more Lhan one person was seen). For 87 percent of all births, mothers received antenatal care from a doctor,
trained nurse, or midwife. Mothers of almost three-quarters of births visited a nurse or midwife for antenatal
care. For 12 percent of births, mothers received no antenatal care at all. Virtually no women received
antenatal care from a traditional birth attendant (TBA),

Age and parity of the respondent do not influence use of antenatal care services. There are minor
differences in the utilisation of antenatal care services for births in urban and rural areas. The proportion of
births whose mothers had no antenatal care visit was 13 percent in ryral areas and 9 percent in urban areas.
However, urban women rely much more on doctors than rural women. Almost one-third of urban births
received antenatal care from a doctor, while only 6 percent of rural births received such care. Presumably,
this is due to the greater availability of physicians in urban areas.

Utilisation of antenatal care is highest in the Northwest region, where only 5 percent of births
received no antenatal care. In the Northeast and Central regions more than 20 percent of births received no
antenatal care. Considering the type of antenatal care provider by region, Tabie 9.1 indicates that doctors are
particularly common as providers of antenatal care in the South region (37 percent), which includes the
capital city, Windhoek.

There is a strong association between education and receiving antenatal care. Utilisation of antenatal
care is much lower for births to uneducated mothers: 29 percent did not receive antenatal care. As the
mother’s level of education increases, so does the likelihood that she will be seen by a doctor during the
pregnancy, 7 percent of births to mothers with no education received antenatal care from a doctor compared
to 27 percent of women who had at least some secondary schooling.

There is a weak association between utilisation of antenatal care services and the distance or travel
time to the nearest antenatal clinic. The proportion of women who did not receive antenatal care exceeded
20 percent (23 percent) only among women who lived more than 60 km from a source of antenatal care.
Likewise, nonuse was slightly higher if the woman had to travel at least one hour to the source of antenatal
care. The proportion of mothers seen by a doctor is highest if the distance to the source is less than 10 km
and the travel time does not exceed half an hour.
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Table 9.1 Anienatal care

Percent distribution of live births in the five years preceding the survey by source of antenatal care during pregnancy,
according to selected background characleristics, Namibia 1992

Anienatal care provider'
Trained Traditional Number

Background nurse/ birth Relative/ Don't know/ of
characteristic Doctor  Midwife attendant  Other Noone  Missing Total births
Mother’s age at birth

< 20 13.0 12.6 0.6 0.1 13.5 0.2 100.0 606

20-34 16.4 no 03 0.1 11.0 03 100.0 2526

35+ 104 13.7 0.5 0.2 13.8 14 100.0 632
Birth order

1 16.6 72.2 0.4 0.1 10.6 0.1 100.0 1010

2-3 17.8 70.1 0.1 0.0 11.6 04 100.0 1278

4-5 13.0 73.3 0.7 0.1 122 0.7 100.0 737

6+ 9.4 75.5 03 0.2 13.7 0.9 100.0 790
Residence

Urban 32.1 51.7 0.2 0.0 9.3 0.6 100.0 1253

Rural 6.3 79.5 04 0.1 13.1 0.5 100.0 2561
Region

Northwest 4.6 89.7 0.4 0.1 4.7 05 100.0 1659

Northeast 6.4 2.7 0.2 0.2 202 03 100.0 726

Central 175 58.9 Q.5 0.0 225 0.5 100.0 453

South 371 49.0 0.4 0.0 12.9 0.6 100.0 976
Mother’s cducation

No education 6.5 63.0 0.9 02 289 0.6 100.0 673

Some primary 8.1 80.3 0.4 0.2 10.3 0.7 100.0 1558

Completed primary 174 774 0.3 0.0 4.4 0.5 100.0 378

Secondary/Higher 27.3 65.8 0.0 0.0 6.8 0.1 100.0 1205
Distance to source (km.)

0-4 21.2 66.2 0.2 0.1 11.8 0.5 100.0 1763

59 14.6 78.1 0.0 0.0 73 0.0 100.0 385

10-19 8.8 85.3 0.0 0.0 5.9 0.0 1000 372

20-29 41 819 0.0 0.0 13.2 0.8 100.0 277

30-59 73 81.3 0.8 0.2 9.0 1.3 100.0 494

60+ 9.9 65.6 0.8 0.0 233 0.4 100.0 275
Time to source (min.)

<15 304 574 04 0.0 11.1 0.6 100.0 604

15-29 237 66.5 00 0.0 9.3 0.6 100.0 525

30-5% 129 71.6 0.2 0.0 8.9 0.5 100.0 765

60-119 10.0 76.5 0.8 0.2 124 03 100.0 855

2120 5.6 78.7 0.2 0.2 14.6 0.6 100.0 999
Total 14.8 724 0.4 0.1 11.9 0.5 100.0 3814

Note: Figures are for births in the period 1-59 months preceding the survey.
'If the respondent mentioned more than one provider, only the most qualified provider is considered
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Antenatal care is more effective when it is sought early in pregnancy and continued throughout
pregnancy. An early visit allows for an assessment of the woman’s baseline health status, and regular visits
permit proper monitoring of the mother and child throughout pregnancy, Obstetricians generally recommend
that antenatal visits be made on a monthly basis to the 28th week (7th month), fortnightly to the 36th week
(8th month) and then weekly until the 40th week (until birth). If the first antenatal visit is made at the third
month of pregnancy, then this schedule translates to a total of about 12 visits during the pregnancy.

Information about the visits made by pregnant women is presented in Figure 9.1. For 56 percent of
births, mothers made four or more antenatal care visits, This is 69 percent of all births that received care,
suggesting that most women who used the antenatal clinics were aware of the importance of regular
attendance. However, for a large proportion of births, mothers made fewer than the recommended number
of visits; the median number of antenatal care visits was five,

Figure 9.1
Number and Timing of Antenatal Visits
for Births in the Five Years Preceding the Survey
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Sixty-three percent of all births received some antenatal care before the 6th month of gestation and
46 percent before the Sth month (see Figure 9.1). The median duration of gestation at the time of the first
antenatal care visit was 4.8 months among births whose mothers received antenatal care.

Table 9.2 presents tetanus toxoid coverage during pregnancy for all births in the five years preceding
the survey. Tetanus toxoid injections are given during pregnancy for the prevention of neonatal tetanus, one
of the principal causes of death among neonates in many developing countries. For full protection, a pregnant
woman should receive two doses of the toxoid. However, if a woman has been vaccinated previously, she
may only require one dose for a current pregnancy. Five doses are considered to provide life-time protection.
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Table 9.2 Tetanus toxoid vaccination

Percent distribution of births in the five years preceding the survey by number of tetanus toxoid injections
given to the mother during pregnancy end whether the respondent received an antenatal cerd, according to

selected background characteristics, Namibia 1992

Number of tetanus toxoid injections

Percentage
Two given Number

Background One doses Don’t know/ antenatal of
characteristic None dose ormore  Missing Tousl card births
Mother’s age at birth

< 20 40.6 27.5 30.5 i4 100.0 81.5 606

20-34 375 29.0 325 1.0 100.0 83.9 2526

35+ 379 26,7 352 02 100.0 80.7 682
Birth order

1 40.1 26.8 31.7 13 100.0 84.1 1010

23 376 28.7 326 1.1 100.0 83.1 1278

45 375 29.9 31.7 0.9 100.0 82.6 737

6+ 36.6 28.5 348 0.2 100.0 81.5 790
Residence

Urban 44.1 227 31.9 12 100.0 834 1253

Rural 35.1 31.2 33.0 0.8 100.0 82.7 2561
Region

Northwest 27.5 38.2 33.5 08 100.0 93.2 1659

Northeast 329 26.9 39.9 03 100.0 71.0 726

Central 53.8 133 32.1 0.8 100.0 724 453

South 524 19.8 26.1 17 100.0 748 976
Mother’s education

No education 53.6 20.2 259 03 100.0 65.9 673

Some primary 31.9 324 35.0 0.7 100.0 85.2 1558

Completed primary 35.5 31.3 32.1 1.1 100.0 88.1 378

Secondary/Higher 38.0 270 33.6 1.5 100.0 879 1205
Distance to source (km.)

04 39.5 24.2 34.8 14 100.0 83.0 1763

59 31.5 35.0 32.7 0.8 100.0 88.0 385

10-19 31.9 36.4 31.7 0.0 100.0 90.6 372

20-29 32.1 314 35.7 08 100.0 82.4 2n

30.59 35.3 33.2 30.8 0.7 100.0 85.9 494

60+ 48.9 27.3 238 0.0 100.0 68.8 275
Time to source (min.)
<15 46.9 235 28.1 14 100.0 80.1 604
15-29 317 25.1 36.5 0.6 100.0 85.8 525
30-59 33.5 29.6 34.8 22 100.0 86.2 765
60-119 36.0 299 335 06 100.0 83.2 855
2120 36.2 31.8 319 0.1 100.0 82.1 999
Total 38.0 284 327 09 100.0 82.9 3814

Note: Figures are for births in the peried 1-59 months preceding the survey.
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Almost one in three of births received the protection of two or more doses of tetanus toxoid during
gestation, while an additional 28 percent received only one dose; 38 percent were not protected by any tetanus
toxoid vaccination. There are no differences by age and parity of the woman. The mothers of births in the
South and Central regions were less likely to receive tetanus injections during gestation: more than half of
births in these regions did not receive any tetanus toxoid during pregnancy, while the corresponding figures
in the Northwest and the Northeast regions were 28 and 33 percent, respectively. As shown in Table 9.1,
doctors are a more common source of antenatal care in the South and Central regions than in the northem
regions of Namibia, which may indicate that doctors are less likely to give tetanus toxoid.

Births to women with no education were less likely to be protected by tetanus toxoid (54 percent)
compared to births to mothers with formal education. Distance or travel time to a source of antenatal care
had little effect on tetanus toxoid coverage.

Majority of births in the five years preceding the survey were to mothers who received antenatal cards
for their pregnancies (83 percent). Those who were less likely to have cards were births to women who had
no education, while the highest proportion of births with antenatal cards can be found in Northwest (93
percent). For all other variables differences were small,

Tables 9.3 and 9.4 prcsent data on the place of delivery and type of assistance during delivery.
Interviewers were instructed to record all persons who assisted during delivery, but in the table, only the most

qualified provider was considered (if more than one person was recorded). Two of three births in Namibia
occurred in a health facility.

Births to younger women and first births were much more likely to occur in health facilities. For
example, 80 percent of first births (which are considered high-risk births), took place in health facilities.
Eighty-five percent of urban births occurred in health facilities, compared to 58 percent of rural births.
Women in the South region were much more likely to deliver in health facilides than women in the other
three regions. Almost half of births in the Northeast region occurred at home (47 percent).

The expected pattern with regard to mother’s education can be seen in Table 9.3; the proportion of
births delivered in a health facility increases steadily from 42 percent among mothers with no education to
88 percent among mothers with some secondary or higher education.

The proportion of women delivering in health facilities declines with distance and travel time to a
maternity facility (usually a hospital). Forexample, while almost 80 percent of births to women living within
10 km of a health facility occurred in a health facility, less than 60 percent of births t0 women living at a
distance of 30 or more kilometres occurred in a health facility.

Fifty-four percent of births were attended by a nurse or midwife, and 14 percent by a doctor (see
Table 9.4). Doctors were more common in urban areas (30 percent of births), the South region (32 percent
of births}, and among births to women with higher levels of schooling. Traditional birth attendants (TBAs)
assisted 6 percent of births, The proportion attended by TBAs was higher for births to women 35 years and
over (11 percent) and for births of order 6 and over (11 percent). TB As were most common in the Northwest
rcgion, where they attended 9 percent of deliveries, and least common in the Northeast (2 percent). There
was a strong association between the proportion delivered by TBAs and the woman’s level of education: the
higher the level of education the lower the proportion of births attended by TBAs. Generally, these data

suggest that TBAs play only a minor role in providing delivery care to Namibian women and that their share
of deliveries will even be smaller in the future,
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Table 9.3 Place of delivery

Percent distribution of births in the five years preceding the survey by place of delivery,
according to selected background characteristics, Namibia 1992

Number
Background Health At Don't know/ of
characteristic facility home Other Missing Total births
Mother’s age at birth
<20 74.4 25.0 0.4 0.2 100.0 6506
20-34 68.4 30.8 0.5 03 100.0 2526
35+ 54.5 43.6 0.6 1.2 100.0 682
Birth order
1 0.1 19.6 0.3 0.0 100.0 1010
23 68.9 29.7 0.8 0.5 100.0 1278
4.5 618 374 03 05 100.0 31
6+ 514 47.2 0.5 0.9 100.0 790
Resldence
Urban 854 13.8 0.2 0.6 100.0 1253
Rural 57.8 41.1 0.7 04 100.0 2561
Region
Northwest 65.6 33.2 0.7 0.5 100.0 1659
Northeast 52.2 47.0 0.6 0.2 100.0 726
Central 63.7 35.5 ¢3 0.5 100.0 453
South 81.4 17.8 02 0.5 100.0 976
Mother's education
No education 41.5 57.4 03 0.8 100.0 673
Some primary 59.4 39.0 0.8 0.7 100.0 1558
Completed primary 742 24.9 0.6 0.3 100.0 378
Secondary/Higher 88.4 11.5 0.2 0.0 100.0 1205
Antenatal care visits
0 29.9 69.4 0.6 0.0 100.0 453
13 63.6 35.7 0.7 0.1 100.0 939
4+ 75.6 24.0 03 0.1 100.0 2129
Don’t know/Missing 71.4 2.2 1.1 53 100.0 292
Distance to source (km.)
04 78.4 20.7 0.5 0.4 100.0 124%
59 77.0 20.7 1.9 0.4 100.0 304
10-19 69.1 304 0.2 0.2 100.0 450
20-29 629 36.4 0.0 0.8 100.0 295
30-59 56.3 421 0.7 1.0 100.0 665
60+ 51.2 48.4 0.2 0.2 100.0 566
Time to source (min.)
<15 8§7.3 12.7 0.0 0.0 100.0 406
15-29 197 189 04 10 100.0 427
30-59 75.5 239 0.3 03 100.0 706
60-119 61.4 37.6 0.7 03 1000 892
2120 54.9 43.7 0.7 0.6 100.0 1323
Total 66.9 322 0.5 0.5 100.0 3814

Note: Figures are for births in the period 1-59 months preceding the survey.
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Table 9.4 Assistance during delivery
Percent distribution of births in the five years preceding the survey by type of assistance during delivery, according to
selected background characteristics, Namnibia 1992
Attendant assisting during delivery'
Trained Traditional Number
Background nurse/ birth Relative/ Don’t Know/ of
characteristic Doctor Midwife amendant  Other NoOne  Missing Total births
Mother’s age at birth
<20 15.2 60.4 4.5 17.7 2.1 0.2 100.0 606
20-34 15.2 54.8 49 21.8 3.0 0.4 100.0 2526
35+ 9.1 46.1 10.9 26.6 5.7 1.7 100.0 682
Birth order
1 19.3 61.6 39 13.9 1.3 0.0 100.0 1010
23 15.7 553 42 21.6 25 0.7 100.0 1278
4-5 11.0 5.2 6.0 257 4.5 0.6 100.0 737
6+ 8.0 44.4 11.2 29.5 5.9 1.1 100.0 790
Residence
Urban 30.0 56.1 23 10.1 08 0.8 100.0 1253
Rural 6.4 53.1 7.7 278 4.5 0.5 100.0 2561
Region
Northwest 6.5 60.5 9.3 21.1 2.1 0.6 100.0 1659
Northeast 34 48.6 1.8 36.2 9.7 0.2 100.0 726
Central 19.9 472 7.2 23.9 0.5 13 100.0 453
South 323 50.6 27 12.1 1.8 0.5 100.0 976
Mother’s education
No education 6.0 36.8 13.2 36.5 6.3 1.1 100.0 673
Some primary 19 53.1 6.5 28.0 37 0.8 100.0 1558
Completed primary 12.1 63.3 34 18.8 2.1 0.3 100.0 378
Secondary/Higher 27.3 62.2 19 7.1 14 0.1 100.0 1205
Antenatal care vislts
0 9.0 23.3 9.0 48.0 10.2 0.5 100.0 453
13 10.0 54.4 6.6 24.9 39 0.1 100.0 939
4+ 16.8 60.4 52 16.0 15 0.1 100.0 2129
Don't know/Missing 15.6 54.9 4,2 15.5 3.4 6.4 100.0 292
Total 14.1 54.1 59 2.0 33 0.6 100.0 3814
Note: Figures are for births in the period 1-59 months prior to the survey.
1If the respondent mentioned more than one attendant, only the most qualified attendant is considered.

One in 30 births occurred without any assistance. Women who deliver by themselves are more likely
to be older women, women with high parity, women in the Northeast region and/or women who did not
receive any antenatal care. It should be noted, however, that among births to women who did not receive
anienatal care, 32 percent were assisted by medical professionals.
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Women who had contact with health professionals during pregnancy were much more likely 1o
deliver with assistance of a health professional than women who had no such contact during pregnancy (see
Table 9.4). Seventy-seven percent of births to women who made four or more antenatal care visits were
delivered by atrained provider, compared to 32 percent of births to women who made no antenatal care visits.

Figure 9.2 shows the proportion of deliveries attended by medical professionals in selected DHS
countries. Namibia has the second highest proportion of deliveries attended by doctors, and is at the higher
end of the distribution in terms of percent of deliverics attended by any type of medical professional.

Figure 9.2
Percentage of Births Attended by Medical
Professionals in the Five Years Preceding the Survey
Selected DHS Surveys in Sub-Saharan Africa, 1988-1992
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About one in 16 births in the five years preceding the survey was delivered by cagsarean section (7
percent). This was 10 percent of all deliveries in health facilities. Twenty-nine percent of deliveries assisted
by doctors were caesarean sections (table not shown).

9.2 VYaccinations

To assist in the evaluation of the Expanded Programme for Inmunisation (EPI), the NDHS collected
information on vaccination coverage for all children bomin the five years preceding the survey, although data
presented here are restricted to children who were alive at the time of the survey. The Ministry of Health and
Social Services adopted the World Health Organisation’s (WHO) guidelines for vaccinating children in June
1990, shortly after Independence, and initiated a national EPI acceleration effort at the same time. A child
should receive the following vaccinations: BCG and oral polio at birth, measles at 9 months, and three doses
cach of DPT and polio at 6, 10 and 14 weeks of age. BCG is for protection against tuberculosis, and DPT
is for protection against diphtheria, pertussis, and tetanus; both DPT and polio require three vaccinations at
intervals of at least four weeks. WHO recommends that children receive the complete schedule of vaccina-
tions by 12 months of age.
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Information on vaccination coverage was collected in two ways: from vaccination cards seen by the
interviewers and from mothers’ reports. The majority of child health clinics in Namibia provide cards on
which vaccinations are recorded; when a mother was able to present such a card to the interviewer, this was
used as the source of information. The interviewer recorded vaccination dates directly from the card. In
addition to collecting vaccination information from cards, there were two ways of collecting the information
from the mother herself. If a vaccination card was presented, but a vaccine was not recorded on the card as
being given, the mother was asked to recall whether that particular vaccine had been given. If there was no
card at all for the child, the mother was asked to recall whether the child had received BCG, polio (including
the number of doses), or measles vaccinations. DPT coverage was not asked about for children without a
written record as it was assumed to be the same as the mother’s report for polio vaccine. (Polio and DPT are
usually given at the same time.)

Vaccination coverage is presented in Table 9.5 according to the source of the information used to
determine coverage, i.e., the vaccination card or mother’s report. Data are presented for children age 12-23
months, thereby including only those children who have reached the age by which they should be fully
vaccinated. For 70 percent of children age 12-23 months the mother was able to show a card to the
interviewer. For an additional 26 percent a card was reported, but not seen by the interviewer (not shown in
Table 9.5). Forexample, the card may have been at another house, at the doctor’s office, the respondent may
not have been able to find the card, or the mother may not have been willing to go and look for the card.
Only 4 percent of women said they did not have a card for their children age 12-23 months.

Table 9.5 Vaccinations by source of information

Percentage of children 12-23 months who had received specific vaccines at any ime before the survey, by whether the
information was from a vaccination card or from the mother and the perceniage vaccinated by 12 months of age,

Narnibia 1992
Percentage of children who received:
DPT Polio Nurnber

Source of of
information BCG 1 2 3+ 1 2 3+ Measles Al  None children
Vaccinated at any time
before the survey

Vaccination card 660 679 633 588 679 633 588 56.0 500 0.6 787

Mother's report 253 240 191 108 240 191 1038 19.7 7.9 4.0 787

Either source 913 919 825 696 919 825 696 757 5719 4.7 787
Vaccinated by 12 months
of age 898 878 797 646 878 797 646 635 511 9.1 787

Note: The DPT coverage rate for children without a writien record is assumed to be the same as that for polio vaccine
since mothers were specifically asked whether the child had received polio vaccine. For children whose information
was based on the mother’s report, the proportion of vaccinations given during the first year of life was assumed to be
the same as for children with a writlen record of vaccination.

'Children whe are [ully vaccinated (i.e., those who have received BCG, measles and three doses of DPT and polio).

According to the information from vaccination cards and mother’s recall, 91 percent of children
received a BCG vaccination. Coverage for the first dose of polio and the first dose of DPT was about the
same as for BCG (92 percent) Coverage declines after the first dose; not as many children received the
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second and third doses of polio and DPT vaccine. Seventy percent of children received the third doses of
polio and DPT. The dropout rate between the first and third dose of DPT/polio is thus 24 percent.! Seventy-
six percent of children age 12-23 months were vaccinated against measles, while 63 percent of children
received a measles vaccination before their first birthday. More than half of children were fully vaccinated
{58 percent), while 5 percent had not received any vaccination.

Table 9.5 also presents information on the proportion of children vaccinated during the first year of
life, i.e., by 12 months of age. Coverage for BCG, DPT/polio1, DPT/polio2, and DPT/polio3 was only
slightly lower for children less than 12 months of age than for those 12-23 months, indicating that the
majority of children received their vaccinations before their first birthday. For measles, however, coverage
by 12 months was 64 percent, compared to 76 percent among children 12-23 months. This indicates that
most children did receive a measles vaccination before their first birthday, but 1 of 6 measles vaccinations
to children 12-23 months at the time of NDHS were given after their first birthday.

Vaccination coverage rates in the NDHS compare favourably with the results of a national
immunisation coverage survey conducted in December 1990 (see Figure 9.3), Coverage for all vaccines
increased considerably; for example, measles coverage increased from 41 percent to 76 percent.

Figure 9.3
Vaccination Status of Children 12-23 Months
1992 EPI Survey and 1992 NDHS Survey
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Source: Ministry of Health and Soclsl Services

The rapid increase in vaccination coverage in Namibia is also confirmed by analysis of data for
different age cohorts in NDHS. Table 9.6 shows the percentage of children age 12-59 months who had been
vaccinated by 12 months of age, by their current age. The proportion vaccinated by 12 months among
children 12-23 months refers, on average, to the EP1 performance during mid- 1991 to mid-1992; vaccination
coverage by 12 months among children 24-35 months refers to the period mid-1990 to mid-1991, etc. The
coverage estimates are based on both card information and mothers' reports.

!The dropout rate is calculated as (DPT3 - DPT1) / DPT1 * 100 %.
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Table 9.6 Vaccinations in the first year of life

Percentage of children cne to four years of age for whom a vaccination card was seen
by the interviewer and the percentage vaccinated for BCG, DPT, polio, and measles
during the firsi year of life, by current age of the child, Namibia 1992

Current age of child in months All children

Vaccination card/ 12-59
Vaccination status 12-13 24-35 1647 48-59 months
Yaccination card

shown to Interviewer 70.2 578 54.8 504 59.0
Percent vaccinated

at 0-11 months?®

BCG 89.8 84.8 71.2 75.6 82.4

DPT 1P 87.8 82.5 67.1 65.3 76.7

DPT 2 797 72.6 54.6 52.1 66.0

DPT 3 64.6 55.1 381 36.9 499

Polio 1 87.8 82.5 67.1 653 76.7

Polic 2 7.7 72.6 54.6 52.1 66.0

Polic 3 64.6 55.1 38.1 370 49.9

Measles 63.5 54.2 359 30.1 47.4

All vaccinations® 51.1 42.0 26.3 22.8 36.8

No vaccinations 9.1 14.4 26.6 309 19.3
Number of children 787 752 645 608 2791

nformation was obtained either from a vaccination card or from the mother if there
was no written record. For children whose information was based on the mother’s
report, the proportion of vaccinations given during the first year of life was assumed to
be the same as that for children with a writlen vaccination record.

e DPT coverage rate for children without & written record is assumed to be the same
as that for polic vaccine, since mothers were specifically asked whether the child had
received polio vaccine.
°Children who have received BCG, measles and three doses of DPT and polic vaccines.

Coverage for all vaccines shows a pronounced increase during the period 1988-1952. Measles
coverage nearly doubled during this period (from 30 to 64 percent). DPT/polio coverage by age 12 months
also increased markedly, the third dose was received by 37 percent of children 48-59 months and by 65
percent of children 12-23 months. Figure 9.4 summarises the coverage trends for measles and DPT3, based
on NDHS data only.

Table 9.7 shows the percentage of children age 12-23 months vaccinated (according to card
information and mothers® reports) by sclected background characteristics of the mother. There were no
differences between coverage rates of boys and girls. Children of higher birth orders had lower measies
coverage than children of birth orders 1-3.
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Figure 9.4
Trends In Vaccination Coverage
for Measles and DPT by Age 12 Months
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There were virtually no differences between urban and rural children in terms of vaccination
coverage. The Northeast region had lower coverage than the other regions, which had similar coverage rates.
The lower coverage in the Northeast region was mainly due to higher dropout rates for DPT/polio. The
proportion of children receiving the first dose of DPT/polio in the Northeast region was only slightly lower
than in the other regions. However, dropout rates between DPT/poliol and DPT/polio3 were much higher
in the Northeast region: 44 percent compared to 13 percent in the Central region, 21 percent in the Northwest
and 24 percent in the South.

NDHS 1982

There is a consistent relationship between vaccination coverage and mother’s level of education.
Children with the least protection were those bom to women with no education, while the highest coverage
was achicved by children of mothers with the highest levels of schooling. However, even among children
of mothers with at least some secondary education, coverage for three doses of DPT and polio remained well
under 80 percent. Neither distance to a vaccinating facility (or mobile clinic) nor travel time to such a service
delivery point affected vaccination coverage.
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Table 9.7 Vaccinations by backgronnd characterislics

Percentage of children 12-23 months who had received specific vaccines by the time of the survey (according to vaccination
cards or mother’s reports) and the percentage with a vaccination card, by selected background characteristics, Namibia 1992

Percentage of children who received:

Percentage
DPT Polio with  Number

Background a of
characteristic BCG 1 2 3+ 1 2 3+ Measles All' None card children
Sex

Male 92.0 922 819 688 922 819 68.8 77.0 58.4 4.1 70.5 390

Femnele 90.7 916 831 704 916 831 704 T43 575 5.2 699 396
Birth order

1 906 928 793 687 928 793 687 803 609 4.9 689 214

23 916 918 847 713 918 847 713 802 608 36 69.0 247

4-5 89.8 937 B850 687 937 850 687 732 555 5.5 704 152

6+ 93.3 89.0 8D.6 688 89.0 80.6 68.8 63.3 511 5.2 73.8 153
Residence

Urban 929 919 859 717 919 859 717 7R 596 5.1 589 245

Rural 206 919 8.8 685 919 808 685 746 571 4.4 76.0 522
Reglon

Northwest 944 959 877 757 959 8.7 757 798 633 2.1 745 356

Northeast 862 855 679 479 855 679 479 687 397 8.6 757 131

Central 882 894 835 776 894 835 776 741 647 7.1 60.0 102

South 90.9 90.2 8323 689 902 823 68.9 73.8 56.7 5.5 64.0 197
Mother’s education

No education 8.0 836 730 607 836 3.0 607 602 447 8.0 T 122

Some primary 909 924 817 696 924 817 696 748 571 4.3 75.1 333

Completed primary 95.0 950 88.1 743 95.0 38.1 74.3 80.2 608 1.7 63.6 81

Secondary/Higher 949 943 8.4 724 943 864 724 830 645 38 63.6 250
Distance to source (Km.)

0-4 91,8 908 8l4 676 908 814 676 762 567 53 66.7 450

59 93.1 82.9 889 768 929 58.9 76.8 83.7 688 4.2 78.0 78

10-19 87.4 933 84,7 77.1 933 84.7 771 672 592 6.7 80.0 71

220 923 937 B43 698 937 8§43 698 738 566 2.5 702 137
Time to source (min.)

<15 90.5 925 839 701 925 839 701 767 S8S5 52 638 164

15-29 945 919 841 676 919 841 676 TIB 596 34 686 125

30-59 95.8 94.0 §2.7 70.9 94.0 82.7 70.9 80.0 597 2.6 70.0 176

60-119 876 898 798 660 898 798 660 704 523 6.0 714 111

2120 885 913 826 729 913 826 729 733 593 5.5 7.1 138
All children 913 919 825 696 919 825 696 757 579 47 702 787

Note: The DPT coverage rate for children without a written record is assumed to be the same as that for polio vaccine since
mothers were specifically asked whether the child had received polio vaccine,
‘Children who are fully vaccinated Gi.c., those who have received BCG, measles and three doses of DPT and polio).
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9.3  Acute Respiratory Infection

Pneumonia is one of the leading causes of infant montality in Namibia (see Chapier 7). In a
household survey such as NDHS it is usually not possible to determine the prevalence of pneumonia, It is,
however, possible to obtain an idea of treatment practices for children with possible pneumonia. Mothers
were asked if their children had experienced coughing, accompanied by short, rapid breathing, in the two
weeks preceding the survey. These are symptoms of acute respiratory infection which need assessment by
a health professional to determine if the cause is pneumonia. Early diagnosis and treatment with antibiotics
can prevent a large proportion of pneumonia deaths.

Table 9.8 shows that 18 percent of children under five years of age were ill with a cough and rapid
breathing at some time in the two weeks preceding the survey. It should be noted that the NDHS collected
data during the period July through November; this is the cold season in Namibia, when respiratory infections
are more common. Prevalence of respiralory symptoms varied by age, with older children having lower
prevalence. Differences by region were pronounced. Very high prevalence of cough with rapid breathing
was reported by mothers in the Northeast region (39 percent), while women in the Central region reported
almost no respiratory symptoms in their children (3 percent).

A high proportion of children with cough with rapid breathing were taken to a health facility (67
percent). Mothers were also asked to recall the treatment given, which may have been difficult, especially
when recalling the type of medicine received. According to mothers, 23 percent of children received an
antibiotic treatment, 3 percent received an injection, and 58 percent received cough syrup.

Children aged 6-11 months were most likely to be taken to a health facility (81 percent). There were
no differences by sex of the child or by birth order. Both in urban and rural areas and in all four regions the
proportion of sick children taken to a health facility was higher than 60 percent. The highest proportion was
reporied in the Central region (82 percent), where prevalence of cough with rapid breathing was very low (3
percent). Children of more educated mothers were more likely to be taken to a health facility (76 percent)
than children of mothers with no education (62 percent).

Children with symptoms of cough and rapid breathing who live closer to health facilities are more
likely to be taken for a medical assessment (see Figure 9.5). The association is stronger with distance than
with travel time. 1t may be that parents take into consideration the cost of travel in their decision to seek
health care for their children. Forexample, two-thirds of children within 10 km of a health facility were taken
for treatment, while only one-third of children living at least 60 km from a health facility were brought to a
health professional. There is a gradual decrease in the proportion taken to a health facility with distance to
the facility. Regarding travel time, use of curative services for children with cough and rapid breathing is
higher for those living within 30 minutes compared to those living at least 30 minutes from a facility, but the
differences are less pronounced than for distance.
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Table 9.8 Prevalence and treatment of acute respiratory infection

Percentage of children under five years who were ill with a cough accompanied by rapid breathing during the two weeks
preceding the survey, and the percentage of ill children who were treated with specific remedies, by selected background
characterisucs, Namibia 1992

Among children with cough and rapid breathing

Percentage Percentage Percentage treated with:

of children taken to

with cough a health Anlibiolic Don’t Number
Background and rapid facility or  pill or Cough Home know/ of
characterisiic breathing provider'  syrup  Imjection syrup remedy Onher None Missing  children

Age of child {months)
<6

20.2 61.6 284 1.4 547 3.6 23.7 272 0.0 381
6-11 23.7 80.5 219 1.2 67.4 0.0 336 16.4 0.0 390
12-23 20.2 67.9 229 1.7 59.3 1.7 1.8 227 0.0 787
24-35 18.8 60.8 2.1 7.2 559 35 35.1 i8.4 0.0 752
36-47 15.2 60.9 224 3.0 526 1.7 36.2 24.1 1.1 645
48-59 123 56.9 16.5 2.8 549 25 359 23.6 1.1 608
Sex of child
Male 17.7 67.3 22.0 3.5 55.5 2.0 33.5 230 0.3 1745
Female 184 66.7 2.7 33 59.6 23 324 20.5 03 1816
Birth order
1 18.6 7.8 259 4.6 58.1 24 37.4 17.1 0.0 950
23 17.0 63.4 20.5 2.5 56.6 2.0 31.5 23.0 0.0 1193
4-5 18.5 63.1 24.6 2.8 54.7 1.5 25.4 25.6 1.5 684
6+ 18.6 69.8 20.7 39 61.2 238 36.6 22.1 0.0 734
Residence
Urban 13.1 737 26.4 3.3 62.8 1.4 29.7 20.7 0.0 1174
Rural 20.5 64.9 217 a3 56.0 24 34.0 22.0 0.4 2388
Region
Northwest 16.9 62.1 19.4 4.0 66.4 2.0 375 213 04 1563
Northeast 38.8 1.7 24.3 2.6 4713 34 26.8 213 0.3 656
Central 31 81.8 21.3 18.2 72.7 0.0 213 0.0 0.0 423
South 12.0 66.3 272 2.2 58.7 0.0 37.0 26.1 0.0 920
Education
No education 14.3 61.5 20.8 6.4 48.2 2.1 24.8 30.6 0.9 624
Primary incomplete  21.9 64.1 226 22 519 34 2.5 236 03 1451
Completed primary  20.2 66.0 2.2 2.6 65.6 0.0 33.9 22.2 0.0 354
Secondary/Higher 14.4 76.2 24.7 4.5 70.5 Q.9 374 13.0 0.0 1133
Distance te source (km.)
0-4 18.9 73.3 253 3.8 583 2.1 29.6 20.1 0.2 2107
5-9 15.2 65.5 21.8 5.9 60.0 1.5 39.2 25.6 0.0 370
10-19 15.8 61.6 17.3 3.6 64.8 20 438 15.8 0.0 328
20-29 17.8 {51.1) (14.0) (0.0) (46,5) {0.0} (24.0) (35.3) 0.0 200
30-59 16.4 (44.5) (21.5) 0.0 (54.7) (6.8) (35.9) (24.8) 0.0) 187
60+ 16.4 (34.6) (3.3) (0.0) (43.6) 0.0) (49.8) (28.0) 2.9) 222
Time to source {(min.)
<15 14.1 74.1 26.9 2.7 61.6 0.9 25.6 18.7 o0 640
15-29 12.2 824 17.8 3.6 72.7 1.7 233 13.9 0.0 500
30-59 18.1 653 22.8 33 60.0 34 31.5 238 0.0 800
60-119 18.8 64.2 2.2 37 49,1 1.2 42.2 223 0.0 781
2120 239 62.1 21.9 36 56.0 2.8 33.2 23.7 1.0 828
Total 18.0 61.0 22.8 34 57.6 2.2 33.0 21.7 03 3562

Note: Figures are for children bomn in the period 1-59 months preceding the survey. Figures in parentheses are based on a small
number of cases.

Yncludes health clinic, health centre, hospital, private doctor
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Figure 9.5
Utilisation of Curative Health Services
among Children with ARI in the Two Weeks Preceding
the Survey by Distance to Health Facility
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9.4 Fever

Malariais an important cause of death among children in northern Namibia. Itis much less prevalent
in the South region, and currendy occurs in some parts of the Ceniral region. Since the major manifestation
of malaria is fever, mothers were asked whether their children had had a fever in the two weeks preceding
the survey, and what type of treatment was sought, if any.

Table 9.9 indicates that one-third of children under five years of age were reported to have had fever
during the two weeks prior to the survey. The prevalence of fever was higher among children 6-23 months
than at other ages and higher in rural than in urban areas (37 and 29 percent, respectively). Regional
differences in prevalence of fever were pronounced: 62 percent in the Northeast region, 30 percent in the
Northwest, 29 percent in the South and 18 percent in the Central region. These figures are in agreement with
the epidemiological patterns of malaria in Namibia, as shown by data from the health information system
based on clinic data. Malaria is holoendemic with transmission throughout the year in the Northeast region,
while it follows a more epidemic pattern in the Northwest region (due to the rainfall pattern), Limited areas
of the Central region report malaria cases during and after the rains, while cases are sporadic in the South
region. Data collection for the NDHS did not coincide with the period of high malaria transmission in the
Northwest and Central regions.

Almost two-thirds of children with fever were taken to a health facility. Generally, the children

received antibiotics (24 percent), although 63 percent received other treatments. Among children with fever
in the Northeast region 15 percent received antimalarial drugs.
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Table 9.9 Prevalence and treatment of fever

Percentage of children under five years who were ill with a fever during the two weeks preceding the survey, and the
percentage of ill children who were treated with specific remedies, by selected background characteristics, Namnibia 1992

Among children with fever

Percentage Percentage treated with:
Percentage taken 10
of children a health Don't  Number

Background with facility or  Anti- Anti- Home know/ of
characteristic fever  provider' malarial  biotic  Injection remedy Other None Missing  children
Age of child (months)

<6 342 64.4 ER: 231 1.4 22 61.7 286 0.6 381

6-11 453 68.8 9.7 226 4.2 1.8 63.1 24.1 0.5 390

12-23 42.1 65.6 6.1 26.4 4.1 2.7 64.9 23.2 0.5 787

24-35 32.9 64.6 10.5 24.2 7.5 2.4 63.5 21.6 0.9 752

36-47 28.9 624 8.1 22.3 1.7 1.0 61.2 23.4 2.5 645

48-59 242 60.0 10.2 23.5 3.1 14 58.6 26,5 0.6 608
Sex of child

Male 34.0 63.8 73 23.5 42 2.1 62.2 25.0 0.9 1745

Female 4.5 653 8.8 24.5 39 2.0 63.1 3.1 0.9 1816
Birth order

1 323 67.1 8.6 233 s 2.8 655 204 1.1 G50

2-3 318 64.1 72 24.4 4.6 21 62.8 234 0.6 1193

45 36.5 64.8 7.6 25.7 3.9 2.1 62.5 23.1 19 684

6+ 38.6 62.3 9.0 23.0 4.0 0.9 59.6 294 03 734
Residence

Urban 28.7 70.8 48 30.1 4.0 0.8 70.3 19.0 0.2 1174

Rural 37.0 622 9.3 218 4.1 25 59.7 259 1.2 2388
Region

Northwest 30.0 57.5 5.1 203 5.1 13 66.4 28.5 0.4 1563

Northeast 61.7 73.4 15.1 25.8 16 22 526 20.6 2.2 656

Central 18.2 65.6 4.7 29.7 31 94 70.3 18.8 0.0 43

South 29.2 63.4 3.6 263 31 0.9 69.2 22.8 0.0 920
Education

No education 36.2 58.2 6.7 19.2 5.9 23 56.9 30.7 1.1 624

Some primary 38.0 60.5 7.4 24.1 3.5 23 56.2 21.9 1.0 1451

Completed primary  34.4 66.9 9.2 25.4 22 1.8 62.5 2.5 0.7 354

Secondary/Higher 283 75.2 9.7 26.68 4.4 0.6 77.9 127 0.7 1133
Distance to source (km.)

0-4 353 T2.1 8.7 27.5 4.4 1.5 64.7 18.7 1.1 217

5-9 309 58.0 9.1 28 6.5 0.7 58.8 343 0.7 370

10-19 20.6 49.3 4.4 19.0 52 4.6 63.9 217 0.0 328

20-29 33.0 41.9 4.7 13.3 0.0 1.3 55.6 39.0 0.0 200

30-59 373 50.7 3.0 26.5 1.5 3.4 63.3 285 0.0 187

50+ 29.5 388 8.7 9.1 1.8 55 54.3 352 32 222
Time to source (min.)

<15 28.5 70.6 73 26.6 6.0 24 72.3 143 09 640

15-29 277 74.9 73 234 3.9 0.7 70.6 19.1 0.6 309

30-59 34.6 66.5 8.3 259 1.6 25 60.3 23.6 0.8 800

60-119 351 60.3 11.8 25.2 6.0 2.9 56.0 26,6 03 781

2120 41.6 58.8 52 20.6 34 1.3 61.0 29.4 1.6 828
Total 34.2 64.6 8.1 24.1 4.0 2.0 62.7 24.0 0.9 3562

Note: Figures are for children born in the period 1-59 months preceding the survey.
"Includes health clinic, health centre, hospital, private doctor
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9.5 Diarrhoea

Dehydration brought on by se-
vere diarrhoea is the leading cause of
mortality among Namibian children
(see Chapter 7). According to the
Health Information System diarrhoeal
discases are ranked as the number one

Table 9.10 Prevalence of disrrhoea

Percentage of children under five years who had diarrhoea and diarrhoea with
blood in the two weeks preceding the survey, and the percentage of children
who had diarrhoea in the preceding 24 hours, by selected background
characieristics, Namibia 1992

. Diarrhoea in the All
cause of hospital admissions and the preceding 2 weeks'  diarrhoea
Py P in the Number
numl.ae.r one cause of l.norbldlty in Background Al Diathea  precaing of
Namibia. During the period February | characteristic diarthoea  with blood 24 hours®  children

through September 1992, 8515 diar-
rhoca cases were admitted to paediatric

Age of child (months)

and general hospital wards. Of these, <6 13.4 4.1 4.3 381
209 cases died in the facilities, i.e, a [ 611 34.1 6.1 142 390
. 12-23 32.5 7.8 13.9 787
case fatallty rate of 2.5 percent. Ac- 24-35 21.0 6.4 78 152
cording to outpatient data, diarrhoeal 36-47 12.8 4.8 4.1 645
discascs account for more than 20 per- | 4839 8.7 25 31 608
cent of all morbidity in the country and | gex
the Northeast region has a dispropor- Male 20.5 5.8 7.8 1745
. . Female 206 53 8.2 1816
tionate share of the diarrhoeal mor-
bidity. Birth order
1 203 39 7.4 950
Dehydration brought on by se- ig ;38:; -5,:; 1321 légi
vere diarrhoea is a leading cause of | 6+ 21.2 6.5 7.8 734
death among children in developing | . dence
countries. The administration of a solu- Utban 13.5 24 55 1174
tion prepared from oral rehydration | Rural 2.1 71 9.2 2388
salts (ORS) is a simple treatment for Reglon
countering the effects of dehydration, Northwest 17.1 4.4 5.5 1563
while increasing fluids is often suffi- g;’:uh:]as‘ 4;'3 13-3 Zg-? gg
cient to prevent the occurrence of dehy- South 12.4 1.4 43 920

dration in a child with mild diarrhoea.
Oral rehydration therapy (ORT), either

Mother’s education

A N No educadon 219 7.8 8.0 624
using a solution prepared from com- Some primary 24.9 7.1 9.7 1451
mercially produced packets of oral { Completed primary 2.1 4.8 11.8 354
rehydration salts (ORS) or a specific | ccondan/Higher 136 26 45 133
homemade solution, or increasing any | Toul 206 5.6 8.0 3562

type of fluid (including breastfeeding),
can be used to combat dehydration in
children with diarrhoea. In Namibia,
the Ministry of Health and Social
Services does not recommend home-
made sugar and salt solutions anymore.

Note: Figures are for children bom in the period 1-59 months preceding the
survey.

'Includes diarrhoea in the past 24 hours

Yncludes diarrhoea with blood

Table 9.10 shows the prevalence of diarrhoea in children under five years of age. Twenty-one percent
of children had experienced diarrhoea at some time in the two weeks preceding the survey; 6 percent of
children had experienced bloody diarrhoea in the previous two weeks, while 8 percent were still having an
episode of diarrhoea at the time of the survey (i.e., within the last 24 hours).
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. Children age 6'2? month; were ﬂ.le Table 9.11 Knowledge and use of ORS packets
most likely to have experienced diarrhoea in

the two weeks preceding the survey. This coin- Percentage of mothers with births in the five years preceding the

cides with the weaning period. Children be- | survey who know about and have ever used ORS packets, by

tween 6 and 35 months also experienced slight- | selected background characteristics, Namibia 1992

ly higher rates of bl i il-

dy g er rates oody dlm}:l)ea t.haIfl ghll Know Have ever Number
ren in other age groups. Prevalence of diar- | pacyeround sbout ORS used ORS  of

rhoea was found to be higher in rural areas | characteristic packets  packets  mothers

than in urban areas (24 and 14 percent, respec-

tively). The most stiking differences are by re- | age

gion. The Northeast region had extremely high 15-19 80.6 61.4 223
prevalence of diarthoea, with almost half of %g:%g gig g?: ggg
children reportedly having had diarrhoeainthe | 39.34 86.8 1.7 506
last two weeks. Prevalence in the Northeast 35+ 82.9 72.4 651
was about four times higher than in the Central
. . . Residence

and South regions. The differences for diar- Utban 81.2 612 949
rhoca with blood were even more pronounced: Rural 85.5 71.8 1704

17 percent in the Northeast, 4 percent in the

. Reglon

Northwest, and 1 percent in the Central and | “ygop oo 88.4 75.4 1069
South regions. These results are not Northeast 89.9 73.7 516
unexpected, since there was a widespread | Central 789 67.7 335
dysentery epidemic throughout 1992. Further- | South 5.7 613 32
more, the high proportion of households with | Education
no toilet facilities in the Northeast region (see | No education 75.9 64.0 450
Table 2.5) may contribute to the prevalence of | Some primary 86.9 3.3 1052

) . Completed primary 82.2 69.7 248
diarrhoea. The lowest rates were found in the Secondary/Higher 85.1 69.7 903
Central and South regions, which have the
highest proportions of households with toilet | Tote! 84.0 702 2653
facilitics.

Note: Figures include mothers who have given ORS for
Lo diarthoea during the preceding two weeks, although they were
Knowledge of ORS ishigh: 84 percent | not asked about kmowledge of ORS packets.

of mothers who had births in the five years pre-
ceding the survey had heard of ORS packets (see Table 9,11). Seventy percent of mothers had used a packet
at some time. These levels are high, given the fact that the Control of Diarthoeal Diseases programme was
only established in 1990, and started promoting ORS in the same year, Knowledge and use of ORS were high
for all background variables, except mothers in the South region and those with no education had slightly
lower levels,

Table 9.12 shows the percentage of children with diarthoea in the last two weeks who were taken to
a health facility and the percentage who were given specific treatments. More than two-thirds of children who
had a recent bout of diarrhoea were taken to a health facility or provider (68 percent). There were no
pronounced differences between children in urban areas and children in rural areas who visited a health
facility or provider (71 versus 67 percent, respectively). Children in the Northeast region were more likely
to have been taken to a facility than children in the other health regions. The severity of diarrhoea (with
blood) may play a role in the greater utilisation of facilities in the Northeast region.

Utilisation of health facilities for children with diarrhoea is higher if the child is closer to the health
tacility: 73 percent were taken to a facility if the distance was less than 5 km, 60 percent if 10-19 km, 57
percent if 30-59 km and 42 percent if 60 km or more. Travel time had only a weak association with
utilisation of curative services for children with diarrhoea in the last two weeks.
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Table 9.12 Treatment of diarrhoea

Percentage of children under five years who had diarrhoea in the two weeks preceding the survey who were taken for treatment
to a health facility or provider, the percentage who received oral rehydration therapy (ORT), the percentage who received
increased fluids, the percentage who received neither ORT nor increased fluids, and the percentage receiving other treatments,
according to selected background characteristics, Namibia 1992

Oral rehydration Per- Percentage Percentage receiving
Percentage therapy (ORT) centage receiving other reatments: Number
taken to receiving neither of
a health in-  ORT nor Home children
Background facility or ORS creased increased Ant- In- remedy/ with
characteristic provider! packets RHF fluids  fluids  biotics jecion Other None Missing diarrhoea
Child’s age (months)
<6 62.5 44,6 0.0 15.1 48.5 13.2 0.0 21.9 29.6 0.0 51
6-11 67.0 63.4 2.0 12.1 327 17.1 1.6 226 17.3 0.3 133
12-23 68.9 67.3 2.9 11.5 274 204 1.2 17.6 16.5 1.8 256
24-35 66.0 65.2 23 9.3 309 17.0 0.7 220 174 0.0 158
36-47 703 68.5 1.3 10.7 219 14.5 0.0 20.6 16.5 0.0 83
48-59 73.9 50.2 2.0 6.0 45.4 30.7 2.0 17.8 17.9 0.0 53
Sex of child
Male 68.4 65.5 2.1 12.8 29.9 19.7 1.5 20.8 17.1 0.5 359
Female 67.6 61.5 22 9.2 339 17.6 0.6 194 18.6 0.9 375
Birth order
1 66.0 64.9 1.0 124 31.0 18.8 0.8 19.2 21.0 0.6 193
2-3 67.5 61.4 2.1 9.8 33.5 16.8 0.8 20.2 184 0.8 223
4-5 68.0 61.8 31 89 33.7 18.2 18 18.5 17.4 0.9 161
6+ 71.2 66.4 2.7 12.7 29.0 216 0.7 22,6 13.6 0.4 156
Resltdence
Urban 71.4 61.3 1.1 8.0 36.8 18.5 0.7 20.5 208 1.1 159
Rural 67.1 64.1 2.4 1.7 30.6 18.7 1.1 20.0 17.0 0.6 575
Region
Northwest 64.5 62.1 4.3 8.6 32.0 16.4 2.0 26.6 19.5 0.8 268
Northeast 75.5 71.0 1.0 14.6 251 203 0.7 11.9 11.0 0.6 310
Central 65.7 51.4 0.0 86 48.6 28.6 0.0 343 25.7 0.0 42
South 56.8 50.5 1.1 7.4 442 15.8 0.0 221 29.5 1.1 114
Education
No education 63.3 58.8 0.6 12.7 35.8 18.6 1.4 153 21.7 1.1 136
Primary incomplete 65.2 61.1 2.5 8.1 341 20.6 1.2 211 18.3 1.0 362
Primary complete 72.0 69.0 2.8 9.3 257 14.5 0.0 162 14.7 0.0 82
Secondary/Higher 76.7 70.2 2.4 17.0 26.6 16.2 0.7 24.1 15.0 0.0 154
Distance to source (km.)
o4 73.0 67.2 1.4 11.0 29.6 17.9 1.6 17.7 16.5 0.6 465
5-9 61.2 58.9 6.6 10.2 30.8 20.4 0.0 23.7 223 0.0 63
10-19 59.9 57.8 5.4 10.7 370 189 0.0 23.7 214 0.0 58
20-29 (68.7) (62.6) (3.4) (390 (374) (18.5) 0.0y (13.6) (17.8) 3.9 31
30-59 (57.1) (48.4) (0.0) (163) (41.9) (18.5) 0.0) (@313) (19.9) (0.0) 34
60+ km “Ln (47.8) (0.0) (9.2) (43.0) 9.7 (0.0} (30.5) (217 (2.8) 37
Time to source (min.)
<15 minutes 719 64.4 22 12.0 31.2 19.6 04 10.7 18.6 08 101
15-29 minutes 72.7 67.9 1.0 10.5 28.7 19.1 2.4 17.9 12.5 12 87
30-59 minutes 70.0 64.7 17 14.2 320 18.5 0.0 17.4 19.2 0.6 158
60-119 minutes 66.0 63.3 3.9 13 313 18.2 22 25.9 17.5 0.7 181
2120 minutes 64.2 60.1 1.4 113 343 186 0.4 227 19.1 0.5 206
Total 68.0 63.5 22 10.9 319 18.6 1.0 201 17.8 0.7 733

Nole: Figures are for children born in the period 1-59 months preceding the survey. Oral rehydraton therapy (ORT) includes
solution prepared from ORS packets, and recommended home fluid (sugar-salt-water solution).
Yncludes health post, health centre, hospital, and private doctor.
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Use of antibiotics and injections was low (19 and 1 percent of cases, respectively), whichis consistent
with acceptance of ORT as the standard treatment for diarrhoea. The treatment of dysentery (diarthoea with
blood) requires antibiotics in addition to management of the child’'s fluids balance. Twenty percent of
children were given home remedies other than the recommended home fluids. Mothers were specifically
asked whether they increased or decreased fluids (and the number of breastfeeds) or did not change the child’s
fluid intake during the episode of diarrhoea. Mothers reporied increasing fluids for only 11 percent of
children with diarrhoea. If oral rehydration therapy is defined broadly to include ORS, recommended home
fluids and increased fluids, then 77 percent of children with diarrhoea received some form of oral rehydration
therapy.

For just over three-quarters of children who had diarthoea and were still being breastfed, the mothers
continued to breastfeed as usual, without increasing the quantity of feeds (see Figure 9.6). Six percent
increased the breastfeeding frequency. For most children with diarthoea, mothers did not change the amount
of other fluids that were fed. However, as many as 21 percent of the children were given less fluids during
the bout of diarthoea. The high proportion of children who had their fluid intake reduced suggests that
increased education efforts are needed to stress the importance of increasing fluids during a diarthoeal attack,
even though it cannot be excluded that several mothers misunderstood the question. Unquestionably,
remarkable progress has been made in the area of knowledge and use of ORS, but there has not been
sufficient emphasis on increasing fluids during episodes of diarrhoea.

Figure 9.6
Feeding Practices Among Children Under Five
With Diarrhoea in the Two Weeks Preceding the Survey
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CHAPTER 10

MATERNAL AND CHILD NUTRITION

This chapter focuses on several aspects related to the nutritional status of mothers and children under
five years. The NDHS data allow an assessment of infant feeding practices (including breastfeeding
practices, introduction of supplementary weaning foods, and use of feeding bottles), birth weight of
newboms, nutritional status of children (based on height and weight measurements of the respondent’s
children under the age of five years) and mother’s nutritional status,

10.1 Breastfeeding and Supplementation

Breastfeeding practices and the introduction of supplementary foods are important determinants of
the nutritional status of children, particularly those under the age of two years. With improved nutritional
status, the risk of mortality among children under five can be reduced significantly and their development
can be enhanced, Breastfeeding also has an indirect effect on postpartum fertility of the mother. More
frequent breasifeeding for longer durations is associated with longer periods of postpartum amenorrhoea.
Longer periods of postpartum amenorrhoea are related to longer birthintervals, and thus lower fertility levels.

In the early 1990s, the Ministry of Health and Social Services of Namibia launched the so-called
Baby and Mother Friendly Hospital Initiative. This initiative aims to promote breastfeeding in health
facilities, in the work place, and in the home environment, and includes promotion of other health
interventions to enhance matemal and child health.

Almost ail children bormn in the five years before the survey (95 percent) were breastfed for some
period of time (sec Table 10.1). The proportion of children ever breastfed was high for all regions, but
slightly lower in the South region (90 percent).

Early initiation of breastfeeding is beneficial for mother and child. From the mother’s perspective
early sucking stimulates the release of a hormone that helps the uterus to achieve a contracted state. From
the child’s perspective the first breast milk (colostrum) is important, since it is very rich in antibodies. About
52 percent of children were put to the breast within one hour of birth and 80 percent within the first day (see
Figure 10.1). Women in the Northwest and South regions were less likely to initiate breastfeeding within one
hour than women in the Northeast and Central regions. However, at the end of the first day the Northwest
region had the highest percent of women breastfeeding, indicating that half of these women initiated
breastfeeding after the first hour but before the end of the first day. As much as 25 percent of women in the
South region commenced breastfecding after the first day.

In the context of the Baby and Mother Friendly Hospital Initiative it is of particular interest to look
breastfeeding practices in health facilities, In health facilities, breastfeeding initiation rates were lower during
the first hour after birth compared to home deliveries (48 and 63 percent, respectively). By the end of the first
day, however, breastfeeding rates were about the same: 80 percent for babies born in health facilities and 81
percent for births at home.
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Table 10.1 Initial breastfeeding

Percentage of children bom in the five years preceding the survey who were ever breastfed, and the
percentage of last-bom children who started breastfeeding within one hour of birth and within one
day of birth, by selected background characteristics, Namibia 1992

Among last-born children,

Among all children: percentage who started breastfeeding:
Percentage =~ Number Within Within Number

Background ever of 1 hour 1 day of
charecteristic breastfed children of birth of birth children
Sex

Male 94.1 1885 52.6 80.1 1312

Female 95,7 1969 52.0 79.5 13711
Residence

Urban 918 1270 46.8 s 958

Rural 96.4 2584 55.3 84.5 1725
Region

Northwest 96.7 1679 44.7 90.9 1084

Northeast 97.6 732 2.0 81.2 524

Central 94.7 456 64.8 74.7 337

South 89.9 986 4.7 64.9 738
Mother’s education

No educalion 96.5 675 64.8 81.5 455

Some primary 95.5 1577 53.8 81.9 1067

Completed primary 939 380 45.4 77.2 251

Secondary/higher 93.6 1221 46.2 773 909
Asslstance at delivery

Medically irained person 94.7 2634 48.1 80.0 1875

Treditional midwife 91.1 227 66.3 85.2 153

Other or none 96.4 969 61.7 78.7 645
Place of delivery

Health facility 94.6 2583 41.6 19.7 1847

At home 96.7 1234 63.2 80.7 820
Total 94.9 3854 523 79.8 2683

Note: Table is based on all children bom in the five years preceding the survey, whether living or
dead at the time of the interview.
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Figure 10.1
Timing of Initiation of Breastfeeding for Births

in the Five Years Preceding the Survey
by Region and Place of Delivery
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Mothers were asked about the current breastfeeding status of all living children under five years; the
resulis are presented in Table 10.2 and Figure 10.2. Exclusive breastfeeding is recommended for the first 4-6
months of life; however, only 29 percent of children under 2 months of age received breast milk only. The
proportion of children exclusively breastfed declined further at 2-3 and 4-5 months to 16 and 3 percent,
respectively. Many young infants received water only in addition to breast milk. This practice, often referred
to as full breastfeeding, is common in many parts of Africa, and has no health benefits. It does, however,
pose the risk of contracting infection, and may interfere with breastfeeding. One-third of children under 2
months received breast milk with water, while 37 and 27 percent were fully breastfed at 2-3 and 4-5 months,
respectively.
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After 4-6 months of age breast milk only is not sufficient for the child and the introduction of
supplementary foods is required. The majority of children in Namibia received supplementary foods in
addition to breast milk during the second half of infancy: 68 percent at 6-7 months and almost 80 percent at
8-9and 10-11 months. Most children not receiving breast milk with supplementary feeding during the second
half of infancy were completely weaned; 15 percent of children at 6-7 months, 13 percent at 8-9 months and
18 percent at 10-11 months were not breastfed.

Continuation of breastfeeding beyond the first birthday is fairly common. About 75 percent of
children 12-13 months were still breastfed and 46 percent received breast milk at 18-19 months. Most women
ceased to breastfeed during the second half of the second year of life, but at 24-25 months 13 percent of
children were still breastfed.

Table 10,2 Breastfeeding status
Percent diswibution of living children by breasifeeding status, according to child's age
in months, Namibia 1992

Percentage of living children who are:

Breasifeeding and:
N Number
Not Exclusive Plain of
breast- bregst- waler Supple- living

Age in months feeding  feeding only menls Total children
<2 2.1 28.7 327 36.6 100.0 116
23 3.6 15.7 374 43.3 100.0 139
4-5 13.6 3.0 26.5 56.9 100.0 163
6-7 14.6 0.0 17.5 68.0 100.0 135
89 13.3 1.8 5.0 79.8 100.0 132
10-11 183 1.8 3.7 76.1 100.0 123
12-13 25.1 1.6 03 73.0 100.0 165
14-15 40.3 1.7 22 55.8 100.0 131
16-17 35.1 0.0 1.6 63.4 100.0 133
18-19 539 0.0 3.1 429 100.0 105
20-21 1.3 0.0 0.0 217 100.0 117
22-23 81.9 0.0 0.9 17.2 100.0 135
24-25 86.6 0.0 0.0 13.4 100.0 143
26-27 91.0 0.0 0.0 9.0 100.0 127
28-29 883 0.0 0.6 11.0 100.0 132
30-31 94.6 0.0 0.0 5.4 1000 131
32-33 90.8 0.0 0.0 9.2 100.0 107
34-35 95.5 0.0 048 3.7 100.0 112
Note: Breastfeeding status refers to preceding 24 hours. Children classified as
breasifeeding and plain water only receive no supplements.
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Figure 10.2
Breastfeeding Status by Age of Child
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Mothers of children receiving supplementary feeding were asked to name the type of foods they had
given their children during the last 24 hours and whether they had used a bottle with anipple. In general, use
of infant formula was low (about 14 percent of infants), while a slightly higher proportion of children were
given other types of milk (about 15 percent of infants) (se¢ Table 10.3). Solid or mushy food was mostly
introduced into the diet at ages 4-5 and 6-7 months. About 2 percent of breastfeeding children were reported
to be given solid or mushy foods before reaching two months of age, while at 4-5 months and 6-7 months 37
and 68 percent of children respectively were receiving solid or mushy food. Bottle feeding was common
among breastfed children. About 30 percent of breastfed children 0-5 months and 29 percent of breastfed
children 6-11 months received something in a bottle during the last 24 hours,
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Table 10.3 Breastfeeding and supplementation by age

Percentage of breastfeeding children who are receiving specific types of food
supplementation, and the percentage who are using a bottle with a nipple, by age in
months, Namibia 1992

Percentage of bresstfeeding children who are:

Receiving supplement Using a
bottle Number
Infant Other Other Solid/ with a of

Age in months formula milk liquid Mushy nipple  children

<2 11.1 10.5 224 2.0 29.9 114
23 17.6 15.6 31.5 7.5 30.5 134
4.5 14.3 18.1 45.8 371 31.8 141
6-7 17.2 14.1 56.0 61.1 28.5 115
8-9 13.2 16.5 73.7 81.0 38.5 114
10-11 13.4 18.2 62.4 85.3 18.5 101
12-13 7.8 17.5 75.0 89.2 15.7 124
14-15 11.6 13.9 61.6 88.1 11.3 7%
16-17 83 16.2 79.6 91.6 229 86
18-19 7.0 20.7 57.5 88.0 9.1 48
20-21 (5.7) (23.2) (82.6) ( 96.8) (16.7) 32
22-23 (1.8) (13.5) (53.5) (95.1) (23.1) 24
24-25 (6.7} (20.5) (774  (100.0) (8.8) 19

Note: Breastfeeding status refers to preceding 24 hours. Percents by type of
supplement among breestfeeding children may sum to more than 100 percent, as
children may have received more than one type of supplement.

Based on current status data, the median duration of breastfeeding was estimated at 17,3 months (see
Table 10.4). Rural women breastfeed longer than urban women: 18.5 and 12.9 months, respectively. Women
in the Northeast region breastfeed for almost two years (median 22.3 months), in the Northwest one and a
half years (median 17.5 months), in the Central region just overone year (median 14.8 months), while women
in the South region breastfeed for less than one year {median 11.1 months). Duration of breastfeeding also
varied substantially by mother’s education, with higher levels of education being associated with shorter
durations of breastfeeding. Type of assistance at delivery did not affect median duration of breastfeeding,
while female children were breastfed slightly longer than male children,

Exclusive breastfeeding was only practiced for a short period (median 0.5 months). In this table
children were categorised as fully breastfed if they were receiving only breast milk, or if water is the only
addition to their diet of breast milk. The median duration of full breastfeeding was 1.7 months. Asexpected,
the median duration of full breastfeeding was longer in rural areas than in urban areas and among women with
less education than those with more education.
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Table 10.4 Median duration and frequency of breastfeeding

Median duration of any breastfeeding, exclusive breastfeeding, and full breastfeeding among
children under 5 years of age, and the percentage of children under 6 months of age who
were breastfed six or more times in the 24 hours preceding the interview, according lo
background characteristics, Namibia 1992

Median duration in months'

Children
under 6 months

Number of Breastfed

children 6+ times
Any  Exclusive  Full under in Number

Background breast- breast- breast- 3 years  preceding of
characteristic feeding  feeding feeding® of age 24 hours children
Sex of child

Male 17.0 0.5 2.0 1231 83.8 222

Female 17.7 0.5 1.6 1263 79.8 196
Residence

Urban 129 0.5 0.7 799 71.6 127

Rural 18.5 0.5 2.6 1695 §6.4 291
Reglon

Northwest 17.5 0.6 2.5 1119 873 206

Northeast 223 0.4 0.7 472 87.7 80

Central 14.8 0.4 2.9 303 (74.2) 37

South 11.1 0.4 0.6 600 68.4 95
Educatlon

No education 19.7 0.5 2.1 416 86.2 60

Primary incomplete 18.9 0.6 4.1 1016 87.6 159

Completed primary 17.0 0.5 0.6 254 (79.5) 37

Secondary/Higher 13.1 0.5 0.7 809 753 161
Assistance at delivery

Medically trained 16.0 0.5 1.1 1718 80.9 311

Traditional midwife 19.2 08 23 149 - 17

Other or none 19.9 0.5 39 619 §8.8 91
Total 17.3 0.5 1.7 2494 81.9 418
Mean 16.9 1.7 4.0 - -
Prevalence/Incidence® 16,8 1.0 15 - - -

*Based on too few cases to show

"Medians and means are based on current status

2Either exclusive breastfeeding or breastfeeding and plain water only

3Prevalence-incidence mean
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Eighty-two percent of children under six months of age were breastfed six or more times in the 24
hours preceding the interview. Children whose mothers live in rural areas or in the northern regions were

more likely to be breastfed six or more times. For most other variables numbers are too small to make a
detailed comparison.

10.2  Birth Weight

Data on birth weight are important for several reasons. First, national estimates of the incidence of
low birth weight are internationally recognised indicators of the well-being of neonates and women of
reproductive age. Second, weight at birth is an important determinant of the survival chances of a newborn.
The main source of birth weight data in developing countries is health facility statistics. However, these data
are limited to babies bomn in the facilities, a group which is markedly different from the overall population.

Recent studies have shown that surveys can provide useful information on birth weight (Moreno and
Goldman, 1990). Therefore, the NDHS included questions on weight at birth for all children bom in the five
years preceding the survey. First, the mother was asked to recall the size of the child at birth: very large,

large, average, small or very small. Then, she was asked whether the child had been weighed at birth, and,
if 50, what the weighi of the child was (recorded in grams).

Table 10.5 shows that almost three-quarters of births in the last five years had been weighed at birth
(72 percent). However, not all women could recall the weights: 44 percent of all births eventually had a
numerical birth weight reported by the mother, The proportion of children with a numerical birth weight
differs considerably by residence and region. In urban areas more than 60 percent of mothers knew the birth
weight of their children, compared to 36 percent in rural areas. Birth weights were recalled for 57 percent

of births in the South region, for 44 percent in the Northwest and Central regions, and 28 percent in the
Northeast region.

Table 10.5 Birth weight data
Among children born in the five years preceding the survey, the proportion weighed at birth end the percent distibution
by type of birth weight data (recalled weight or size at birth}), according to background characteristics, Namibia 1992
Weighed Type of birth weight data
at birth
Background Don’t know/ Nurneric Size
charactleristic Yes No Missing  Total weight only None Total  Number
Residence
Urban 87.2 12.0 08 100.0 60.3 3.6 2.1 100.0 1253
Rural 63.9 35.5 0.7 100.0 36.2 62.2 1.6 100.0 2561
Reglion
Northwest 73.4 26.0 06 100.0 44.0 55.5 0.6 100.0 1659
Northeast 54.5 45.0 0.5 100.0 27.6 72.0 0.4 100.0 726
Central 653 334 13 100.0 44.0 48.0 8.0 100.0 453
South 84.0 153 0.7 100.0 56.6 413 2.1 100.0 976
Education
No education 47.0 514 16 100.0 203 73 6.4 100.0 6713
Some incomplete 65.4 338 0.8 100.0 36.4 627 0.9 100.0 1558
Completed primary 9.4 20.0 0.6 100.0 45.8 53.6 0.6 100.0 78
Secondary/Higher 90.7 9.2 0.1 100.0 66.8 32.5 0.7 100.0 1205
Total 715 278 0.7 100.0 44.1 54.1 1.8 100.0 3814
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Table 10.6 presents a national estimate
of the mean birth weight and the incidence of
low birth weight for births in the five years pre-
ceding the survey. Low birth weight is defined
as birth weight less than 2500 grams. Since there
was considerable heaping of responses at 2500
grams, half of these births have been considered
as below 2500 grams. The mean birth weight for
children with known birth weight was 3099
grams, and the incidence of low birth weight was
14 percent. As indicated above, these estimates
may be biased, since women delivering in health
facilities are a selective sample. Therefore, data
on size at birth were used to obtain an estimate
of mean birth weight and the incidence of low
birth weight for the whole population.

Comparing the subjective sizes of chil-
dren at birth by recall status (known weight or
not) shows that the distribution among children
with no known birth weight is skewed towards
smaller sizes compared to children with known
birth weights: there are more small children and
fewer large children if the birth weight was not
known, Among children with known birth
weight there is a strong relationship between
binh weight and reported size at birth. The mean
binh weights for each size category are used o
calculate the mean birth weight among children
with no numerical birth weight. Among children
with no numerical birth weight the mean birth
weight was 3048 grams, with 17.4 percent below
2500 grams. Therelore, the mean birth weight
for all children in Namibia is estimated at 3071
grams and the incidence of low birth weight is
15.9 percent.

10.3  Nutritional Status of Children

Table 10.6 Mean birth weight and incidence of low birth weight

Mean birth weight {(in grams) and incidence of low birth weight
(<2500 grams) estimated from numerical birth weight data and size
at birth among children born in the five years preceding the survey,

Namibia 1992

Children with
weight numerical
known birth weight

Mean  Low birth
Size birth weight
al birth Yes No weight (<2500 g)
Yery large 6.4 6.3 3657 3.5
Large 14.8 5.5 3489 2.8
Average 66.3 72.3 31N 7.7
Small 9.8 10.5 257 39.6
Very small 9.6 53 2101 72.4
Don't know/Missing 3.2 0.2 2738 349
Towl 100.0 100.0 3099 14.0
Low
Percent Mean birth
of all birth weight
births weight (<2500 g)
Children with
numerical weight 44.9 3099 14.0
Children with no
numerical weight 551 3048 17.4
All children 100.0 3071 159

Nutritional status is a major determinant of children’s suseeptibility to diseases. Nutritional status
is influenced by feeding practices as well as infections. Provision of inadequate or unbalanced diet and
recurrent or chronic diseases have been associated with poor nutritional status. To assess the nutritional status
of children, height and weight were measured and used to construct the following indices: height-for-age,

weight-for-height, and weight-for-age.

In the NDHS, all children under five years whose mothers were present in the sample household the
night before the interview were eligible to be included in the anthropometric data collection. However, not
all eligible children are included in the results presented here. Heightor weight measurements were missing
for about 27 percent of eligible children; one or both of the measurements were grossly improbable in 4
percent of cases. The date of birth was not known or was found to be incomplete for 1.5 percent of the
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children. Since two of the measures (height-for-age, and weight-for-age) depends on the accuracy of the
child’s age, children with incomplete birth dates are excluded from the analysis. The main reason for the high
proportion of missing values was that some children were not staying with their mothers: 16 percent of all
children under five were not with their mothers at the time of the survey.

Although the term "height" is used throughout this analysis, children younger than 24 months were
measured lying on a measuring board (recumbent length), while standing height was measured for older
children. For the measurement of weight a digital scale with accuracy of +100 grams was used.

As recommended by the World Health Organisation (WHO), the nutritional status of children in the
survey was compared with an intemnational reference population defined by the U.S. National Center for
Health Statistics (NCHS) and accepted by the U.S. Centers for Disease Control (CDC). The use of this
reference population is based on the finding that well-nourished young children of all population groups (for
which data exist) follow similar growth patterns. The reference population serves as a point of comparison,
facilitating the examination of differences in the anthropometric status of subgroups in a population and of
changes in nutritional status over time. Although there are inherent variations in height and weight, these
variations tend to approximate the normal distribution when the population is large.

The height-for-age index is an indicator of linear growth retardation. Children whose height-for-age
is below minus two standard deviation (-28D) from the median of the reference population are considered
short for their age (also referred to as "stunted"), and are chronically undemourished. Children who are below
minus three standard deviations (-3SD) from the median of the reference population are considered severely
stunted. Stunting reflects the outcome of a failure to receive adequate nutrition over a long period of time,
and is also affected by recurrent and chronic illness. Height-for-age, therefore, represents a measure of the
long-term effects of undemutrition in a population and does not vary appreciably according to the season of
data collection.

The weight-for-height index measures body mass in relation to body length, and describes current
nutritional status. Children who are below minus two standard deviations (-2SD) from the median of the
reference population are considered thin, "wasted", and are acutely undemourished. Wasting represents the
failure to receive adequate nutrition in the period immediately preceding the survey and may be the result of
recent episodes of illness, causing loss of weight and the onset of undemutrition. Wasting may also reflect
acute food shortage. Children whose weight-for-height is below minus three standard deviations (-35D) from
the median of the reference population are considered to be severely wasted.

Weight-for-age is a composite index of height-for-age and weight-for-height; it takes into account
both acute and chronic undemutrition. It is a useful tool in clinical settings for continuous assessment of
nutritional progress and growth. Children whose weight-for-age is below minus two standard deviations from
the median of the reference population are classified as "underweight”. Inthe reference population only 2.3
percent of children fall below minus two standard deviation (-25D) for each of the three indices.

Figure 10.3 shows the growth of children under 5 years by age in months. For each of the three
indicators a comparison is made with the growth of the reference population and expressed as the mean
number of standard deviations from the median of the reference population. Regarding weight-for-height,
the nuttitional status remains very close to the reference population. However, regarding height-for-age and
weight-for-age, nutritional status of children falls below the standard population during the first 18 months
of age and tends to stabilise thereafter. The decline in nutritional status is rapid during the first 12 months of
life.
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Figure 10.3
Growth of Children Under Five Years
Mean Z-scores by Age in Months
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The distribution of nutritional status based on height-for-age, weight-for-height, and weight-for-age
indices, by the child’s age and selected demographic and socioeconomic characteristics is shown in Table
10.7 (see also Figure 10.4). More than one-fourth of children (28 percent) were found to be stunted, while
8 percent were severely stunted. Stunting was found to be less common among children under one year of
age. However, a rapid increase in stunting occurred during the first year of life, and in the second year of life
37 percent of children were stunted. There were only minor differences in stunting by sex of the child
(females were slightly better off), birth order and birth interval. Urban children had lower levels of stunting
than rural children (22 versus 31 percent, respectively), Marked differences were observed by region.
Stwunting levels were much higher in the Northeast region (42 percent) than elsewhere in Namibia. Fifteen
percent of children under five in the Northeast region were severely stunted. Educational differences were
also pronounced: stunting was two times lower if mothers had at least some secondary education, compared
to children of mothers with no education or primary education.

The short term nutritional consequences of drought and the diarthoea epidemic in northern Namibia
at the time the NDHS was conducted can best be examined with weight-for-height data. The weight-for-
heightindicator gives information about children's recent nutritional status, Severe wasting represents failure
to receive adequate nutrition in the period immediately preceding the survey and may be the result of recent
illness, or of seasonal variations in food supply. Almost 9 percent of children were wasted (i.e., below two
standard deviations from the median of the reference population, while 2 percent were severely wasted (below
-3SD). Wasting was most common among children 12-23 months (13 percent), and increases with increasing
birth order of the child. The length of birth intervals had no effect on wasting, Wasting was most common
inthe Central region (13 percent), followed by the Northwest (10 percent), the Northeast (8 percent) and the
South (5 percent) regions. In general, the figures for wasting in Namibia are higher than those reported for
most other DHS countries in sub-Saharan Africa, particularly when considered in relation to the relatively
low levels of swnting. The higher level of wasting in Namibia during the NDHS fieldwork may have been
related to the drought during 1992 (see Figure 10.5).
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Table 10.7 Nutritional status by background characteristics

Percentage of children under five years who are classified as undemourished according to three anthropemetric
indices of nutritional status: height-for-age, weight-for-height, and weight-for-age, by selected background
characteristics, Namibia 1992

Height-for-age Weight-for-height Weight-fur-age
Percentage Percentage Percentage Percentage Percentage Percentage Number
Background below belaw below below below below of
characterislic -3 8D -2 5p! -3 5D -2 5p? -3s8D -2 8D'  children

Age of child (months)

<b 34 13.2 0.6 47 0.6 47 339
6-11 7.8 2.9 0.7 7.2 4.1 19.7 322
12-23 12.4 374 2.8 12.6 8.8 36.0 594
24-35 9.7 329 1.1 8.4 8.6 329 451
3647 57 26.3 2.4 8.0 42 254 384
48.-59 7.8 28.7 0.3 7.7 49 28.7 340
Sex
Male B.7 303 1.8 8.7 58 269 1203
Female 179 26.6 1.2 8.5 5.6 25.5 1227
Birth order
1 8.5 26.8 1.1 6.5 5.1 23.0 615
2-3 8.6 28.9 1.4 8.6 5.5 25.6 815
4-5 8.2 29.6 2.7 9.3 6.8 26.3 467
6+ 6.4 28.5 1.1 10.4 58 30.6 533
Birth interval
First birth 8.4 27.0 i1 6.6 5.1 23.1 619
< 24 months 10.1 324 1.5 8.4 59 27.3 357
24.47 months 79 29.3 1.6 9.7 57 27.6 963
48+ months 7.7 25.5 1.8 9.1 6.4 26.5 492
Residence
Urban 54 218 0.6 6.6 2.8 17.8 736
Rural 9.6 313 1.9 9.5 7.0 29.8 1694
Region
Northwest 6.7 271 1.5 9.8 63 30.0 1093
Northeast 15.0 421 1.5 7.9 8.7 311 447
Central 7.8 19.6 32 13.2 4.6 20.5 263
South 6.7 24.7 0.8 5.2 3.1 184 627
Education
No education 12.1 35.1 2.0 11.0 7.2 305 443
Some primary 10.2 34.4 1.5 9.3 8.2 31.8 971
Completed primary 8.6 31.7 0.7 7.6 4.7 27.2 236
Secondary/Higher 3.8 16.2 1.4 6.7 2.1 16.5 779
All children 8.3 28.4 1.5 8.6 5.7 26.2 2430

Note: Figures are for children bomn in the period 1-59 months preceding the survey. Each index is expressed
in terms of the number of standard deviation (SD) units from the median of the NCHS/CDC/WHO
international reference population. Children are classified as undernourished if their z-scores are below minus
two or minus three standard deviations (-2 SD or -3 SD) from the median of the reference population.
Uncludes children who are below -3 SD
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Figure 10.4
Nutritional Status of Children
Under Five Years of Age by Region
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Figure 10.5
Nutritional Status of Children Under Five
Selected DHS Surveys in Sub-Saharan Africa
1988-1992
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Weight-for-age provides an index of chronic and acute
undermutrition, but does not distinguish between a child who is
underweight because of stunting and ong who is underweight be-
cause of wasting. Overall, 26 percent were underweight, including
6 percent below minus three standard deviations (-3SD) from the
median of the reference population and therefore classified as se-
verely underweight. The prevalence of underweight status was low-
est among children under 6 months of age (5 percent) and varied
little by sex or birth order or birth interval. Largerdifferences were
evident by region. Nearly one-third of children in the two northemn
regions of Namibia were underweight, compared to about one-fifth
of children in the Central and South regions. Children of more edu-
cated mothers were less likely to be underweight than children with
little or no education.

10.4 Mother’s Nutritional Status

Several indicators can be used 10 assess the nutritional sia-
tus of women (Krasovec and Anderson, 1991). During the NDHS,
data were collected on height and weight of women with living
children under 5 years of age. It is important to note that anthro-
pometric data were not collected for women who had no children
under age five. This implies that several groups of women are
underrcpresented: for instance women 15-19 and women 45-49
years. The same equipment used for child anthropometry was used
for adult anthropometry. The measuring board was equipped with
an extension to be able to measure adults, while a digital bathroom
scale with accuracy of +100 grams was used to obtain weights for
both women and children. An insertion tape was used to measure
amm circumference.

Table 10.8 shows the means and standard deviations for
four anthropometric indicators: height, weight, body mass index
(BMI) and upper arm circumference.

Height is associated with socioeconomic status over gene-
rations and useful to identify women at nutritional risk. In addition,
maternal height is used to predict the risk of difficult delivery, since
short stature is correlated with small pelvis size. The risk of low
birth weight also appears to be higher for children of short women.
The optimal cut-off point varies among populations, but is likely to
be in the range 140-150 cm. The mean height of women measured
in the NDHS was 160.1 cm. Less than 2 percent of women were
shorter than 145 c¢m, while S percent were below 150 cm. The
mean weight was 58.3 kg, excluding pregnant women.

Body mass indices are used to assess thinness or obesity.
The most commonly used index is the BMI, which is defined as
weight in kilograms divided by the squared height in metres. A
cut-off point of 18.5 has been recommended for defining chronic
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Table 10.8 Anthropometric indiators of
matemal nutrional status

Percent distribuion and mean and standard
deviaton for women who had a birth in the
five years preceding the survey by selecied
anthropometric indicators (height, weight,
body mass index, and arm circumference),
Namibia 1992

Indicator Total
Helght (cm.)
< 140 0.7
140-144 09
145-149 3.4
150-159 38.6
160-169 46.0
170-179 1.7
2180 0.3
Missing 2.5
Mean 160.1
Standard deviation 10.6
Number of women 2653
Welght (kg.)
< 40 2.0
40-59 21.8
50-59 38.6
60-69 18.2
270 14.6
Missing 4.9
Mean 583
Standard deviation 12.9
Number of women 2249
BMI
< 16.0 1.3
16.0-18.4 114
18.5-19.9 13.9
200-229 340
23.0-259 17.5
26.0-28.9 1.6
229.0 8.5
Missing 53
Mean 22.5
Standard deviaton 4.3
Number of women 2249
Arm circumference {cm.)
<21.0 2.8
21.0-21.9 3.4
22.0-229 6.5
23.0-23.9 10.6
24,0-24.9 11.5
25.0-25.9 122
26.0-26.9 11.5
21.0-27.9 9.8
28.0-28.9 8.2
20.0-29.9 5.8
230.0 14.9
Missing 2.1
Mean 6.5
Standard deviation 3.3
Number of women 2653




energy deficiency. Obesity has not been clearly defined. The mean BMI among Namibian women who were
not pregnant at the time of the survey and had living children under five years of age was 22.5. However,
almost 14 percent of women had a BMI below 18.5, suggesting chronic energy deficiency.

Maternal upper arm circumference can be used as an indicator of maternal nutritional status in non-
pregnant women because of its high correlation with maternal weight-for-height, and as a tool during
pregnancy to screen for risk of low birth weight and late fetal and infant mortality. The recommended cut-off
points for assessing these risks are in the order of 21-23.5 cm. The mean arm circumference of women with
children under five years in Namibia was 26.5 cm. Three percent had an arm circumference below 21 cm,
while 13 percent of women were below 23 cm,

Table 10.9 presents mean height, percent below 145 cm, mean BMI, percent with BMI below 18.5,
mean upper amm circumference and percent with arm circumference less than 23 cm by background
characteristics. Variation in height was limited by place of residence (urban or rural), education, age and
parity. Women in the Northeast region were slightly taller than women in the other regions. Differences in
BMI were somewhat more pronounced. Women in the Central and South regions were better nourished than
women in the two northem regions: for instance, 11 percent of women in the South and Central regions had
a BMI below 18.5 compared 1o 16 percent in the Northeast and Nornthwest regions, More educated women
also had higher BMI. Arm circumference varied by region: the mean arm circumference for women in the
Northeast region was 1-2 cm less than in other regions. Mean arm circumference increased by age: 24.4 cm
among women under 20 years, 26.4 at 20-34 years and 27.6 for women aged 35 and over.

Table 10.9 Differentials in maternal anthropomeiric indicators
Mean height end percentage of women shorter than 145 centimetres, mean body mass index (BMI) and percentage of
women whose BMI is less than 18.5, and mean arm circumference end percentage of women with arm circomference
less than 23 centimeires, according to selected background characteristics, Namibia 1992
Height BMI Arm circumference

Background Percent Percent Percent
characteristic Mean <145cm Number  Mean <185 Number Mean <23cm. Number
Residence

Urban 160.3 1.7 909 24.1 8.7 790 215 103 909

Rural 159.9 1.6 1678 21.6 17.0 1329 259 14.5 1671
Region

Northwest 160.0 1.8 1062 21.5 16.1 850 26.5 8.8 1058

Northeast 161.2 0.4 490 21.2 16.1 368 25.3 173 490

Central 160.1 18 330 23.8 11.1 281 26.8 15.7 329

South 159.4 2.2 705 24.0 10.8 621 271 15.2 704
Region

No education 159.5 25 444 219 19.8 356 26.2 152 441

Primary incomplete 159.8 1.6 1023 21.8 16.4 813 26.1 151 1023

Completed primary 159.2 2.4 243 22.4 11.3 197 26.4 11.1 244

Secondary + 160.9 1.0 877 235 9.1 753 1 10.1 871
Age of woman

<20 159.3 0.6 217 20.8 189 175 24.4 211 218

20-34 159.8 1.9 1733 22.6 124 1410 264 13.2 1729

235 161.0 1.2 636 22.9 16.3 535 216 1.5 632
Children ever born

1 159.9 1.1 725 2179 159 599 25.3 19.2 727

23 160.2 1.8 830 22,6 119 676 26.5 13.4 828

4-5 159.4 23 491 233 12.7 400 21.2 9.5 485

6+ 160.6 1.7 541 22.6 15.3 445 2715 73 541
Total 160.1 1.6 2587 22.5 13.9 2119 26.5 13.0 2580
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CHAPTER 11

AVAILABILITY OF HEALTH SERVICES

Use of health services is determined by supply as well as demand. Inthe NDHS women were asked
to indicate the nearest health facility and give the name and type of this facility (hospital, health cenire or
clinic). If the nearest facility was not a hospital, but a clinic or health centre, the respondent was asked t0
name the nearest hospital as well. In addition, all women were asked whether their communities were served
by an outreach clinic. For each health facility (or outreach service) women were asked the distance to the
facility, travel time and means of transport (rural areas only). Supervisors had been instructed to measure
distances to health facilities wherever possible to assist the woman and the interviewer to make more accurate
estimates of distance. Questions were also asked about the availability of specific health services in each
health facility: antenatal care, delivery care, immunisation and family planning. It is obvious that a woman
can only report on such services if she knows about the facility. Some women may not know that certain
services are available in certain clinics. Therefore, the results presented in this chapter are based on the
women'’s perceptions of distances and travel time o specific services. In Chapter 9 (Matemnal and Child
Health) distance and travel time to health facilities were used as background characteristics to examine factors

affecting health services utilisation. In this chapter the focus is on availability of services, as perceived by
the respondents.

Table 11.1 shows the number of health facilities in Namibia by type of facility and region. There are
47 hospitals, including 5 private mining company hospitals which serve workers and their families. In the
South and Central regions, there is one hospital providing services for every 17,000 people; in the Northeast
region there is one hospital for every 39,000 people, and in the Northwest region one hospital for 71,000
people.

Table 11.1 Number of health facilities and population served

Number of health facilities and population served by type of facility and region, Namibia 1992

Population/
Health PHC Total Population/ swatic  Population/
Region Hospilals  centres  Clinics clinics population' hospital  facility  facility
Northwest 9 1 66 17 642600 71400 8455 6910
Northeast 5 10 61 15 194100 318820 2554 2133
Central® 10 2 32 11 169251 16925 3847 3077
South® 23 6 56 17 383940 16693 4517 3764
Total 47 19 215 60 1389891 29572 4946 4076

IPopulation data from 1991 census projections
2Includes 2 private hospitals
3Inciudes 3 private hospitals

Health centres are not common in Namibia, being found mostly in the Northeast region, Clinics are
a more common type of facility (215 clinics), while there are 60 primary health care (PHC) clinics, which
ar¢ regular outreach services operated by hospitals, health centres or clinics. The Northwest region clearly
has the smallest number of facilities in relation to its population size.
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In the NDHS, women'’s reporting of travel time (o the nearest health facility was better than their
reporting of distance. Only 3 percent of women could not give a travel time, while 30 percent of women
could not provide a distance. In the latter case, women were assigned the median distance for all women in
the cluster if they were residents of that cluster. Ifdistance was missing for visitors no distance was imputed.

The results presented below are preliminary. Linking the data to information on specific services
provided by each health facility in Namibia needs to be done at a later stage to assess the quality of women's
knowledge of the presence of specific services in the health facilities.

11.1 Distance and Time to Nearest Health Facility

Table 11.2 shows that the nearest health facility was most likely to be a PHC clinic (60 percent of
women), followed by a hospital (30 percent), and a clinic or health centre (9 percent). It has to be noted,
however, that the distinction between mobile PHC clinic and static facilitics may not have always been clear
to women and interviewers. For example, static health facilities and PHC outreach clinics go by the same
name (e.g., Bundu clinic and Bundu PHC clinic) and it is likely that many clinics have been misclassified as
PHC clinics. Asexpected, in urban areas hospitals are much more prevalent, being the nearest source for 42
percent of women, compared 1o rural areas, In the Central region hospitals are the nearest facility for more
than half of women. In the two northem regions PHC clinics are the nearest facility for about 60 percent of
women.

Table 11.2 Proximity to health facilities
Percent distribution of women by type of health facility located nearest, according to
residence and region, Namibia 1992
Number
Residence/ Health PHC Total of
Region Hospital ~ centre clinic Missing  percent  women
Residence
Urban 41.8 9.2 48.9 0.1 100.0 2077
Rural 3.2 9.4 67.4 0.0 100.0 3344
Region
Northwest 250 11.8 63.2 0.0 100.0 2246
Northeast 18.1 4.7 77.1 0.0 100.0 879
Cenrral 52.6 12 46.0 02 100.0 674
South 35.0 11.8 53.1 0.1 100.0 1622
Total 303 9.3 603 0.1 100.0 5421

Data concerning distance and travel time to the nearest health facility are shown in Table 11.3,
Although 62 percent of women have a health facility within 5 km, more than half of rural women have to
travel at least 5 km to reach a health facility (median 5.2 km). Of the four regions, women in the Northwest
region generally live farther from a health facility.
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Table 11.3 Distance and time to nearest health facility

Percent distribution of women by distance and time to the nearest health facility, according to residence and region, Namibia 1992

Kilometres Missing/ Total Minutes Missmg/
Resxlence/ Don't Toal rum- Don't Total Total
Region 04 59 10-19 2029 30-59 60+ know pecent ber Medien <15 1529 30-5% 60-119 120+ kmow percenl rumber Median

Residence
Urban 86.6 55 19 0.6 0.5 22 27 1000 2077 13 409 248 216 7.6 50 01 1000 2077 181
Rurzl 467 134 134 82 68 7.6 39 1000 3344 52 95 103 217 295 289 01 1000 3344 723
Region
Northwest 457 189 170 85 51 28 19 1000 2246 54 108 112 212 267 302 00 1000 2246 709
Northeast 822 3.0 29 43 0.1 0.0 74 1000 89 07 158 129 235 249 228 00 1000 879 4438
Central 63.3 36 4.3 32 64 111 82 100 674 22 25.1 21 212 212 10.0 04 100.0 674 323
South 729 55 32 22 48 100 14 1000 162 19 380 212 215 114 1.7 01 1000 1622 197

Total 620 104 9.0 53 44 5.5 34 1000 5421 28 215 158 217 2101 197 01 1000 5421 400




A health facility can be reached within 15 minutes by 22 percent of women, within half an hour by
37 percent, and within one hour by 59 percent, One in 5 women has to travel more than two hours to reach
a health facility. In rural areas, 29 percent of women have to travel more than 2 hours, and the median travel
time is 72 minutes. There are marked differences between the regions: the median travel time is 7 minutes
in the Northwest region, 45 minutes in the Northeast, 32 minutes in the Central region, and 20 minutes in the
South region.

Table 11.4 presents information about distance and travel time to the nearest hospital, Most women
knew a hospital (90 percent). Only in the Northeast region were 31 percent of women not able to identify

n hacnital Tha madian Aiatanan ta o hanaieal Ia 2 s Frciideni ccinaamee M1 Toaae Pl il L3 s

A health facility can be reached within 15 minutes by 22 percent of women, within half an hour by

37 percent, and within one hour by 59 percent. One in 5 women has to travel more than two hours to reach
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for women in the Northwest region. Travel time varies accordingly, with the exception of the Northeast
region. While women in the Northeast region generally report being close to a hospital (median distance 4
km), the median travel time is more than one and a half hours. This discrepancy may have several causes.
First, 15 percent of women could not give a distance but were able to give a travel time. These women may
have been far from hospitals. Second, travel is difficult in a large part of the Northeast region because of
rivers and swamps. Third, estimates of distance and time may have been incorrect.

11.2  Availability of Various Health Services

Women were asked whether specific services were provided at the health facilities nearest to them.
The services included antenatal care, maternity care, vaccination and family planning services. The
usefulness of the recalled data to assess availability of services depends on the women’s knowledge of the
services available. 1n the optimum case, women know whether the service is available or not, and the data
can be considered as an indicator of service availability. If alarge proportion of women do not know whether
the service is available, then the data are more an indicator of perceived availability of services. Increased
efforts 1o promote the services that are available may be needed as much as increasing accessibility to
enhance use of services. A third possibility is that a respondent may give incorrect information about the
services available: for instance, she said there were no family planning services, but actually, such services
were available at the nearest clinic. In this case availability of services is underestimated.

Table 11.5 presents data on the women'’s knowledge of the services available at the nearest health
facility or nearest hospital. Since women could report more than one facility (if the nearest facility was not
a hospilal), the number of cases in this table exceeds the number of respondents in the NDHS.

Regarding antenatal care most women know whether such services are available or not in the nearest
health facility or hospital. Nationally, three-quarters of women report that antenatal care is available at the
nearest health facility orhospital. In the Northwest and Northeast regions more than one-fifth said there were
no antenatal services available. "Don’tknow" responses were only common in the South region (11 percent).
Half of the "don’t know" responses came from women whose nearest hospital was one of the large hospitals
in Windhoek (State Hospital and Katutura Hospital). Similarly, half of the "no” responses in the South region
came from women nearest to these hospitals, which, however, do offer such services.

Questions on the availability of delivery carc and vaccination services showed a similar picture, with
the cxception that delivery care was less frequently available at the nearest health facility or hospital and
vaccination services were more frequently available than antenatal care. "Don’t know" responses were not
a problem, except in the South region.
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Table 11.4 Distance and time to nearest hospital

Percent distribution of women by disiance and time to the nearest hospital, according to residence and region, Namibia 1992

Missing/ Missing/
Kilometres Don't Docsn’t Total Total Minutes Don’t Docsa’t
Residence/ kmow knmow per- mm- know know Total Total
Region 04 59 1019 2029 3059 60+ distance place cenr  ber  Median <15 1529 3059 60-119 120+ time place perceat mumber Median
Residence
Urban 694 100 3.1 07 24 80 33 31 1000 2077 29 292 218 228 150 17 03 3.1 1000 2077 2713
Rural 8.5 60 139 99 238 173 64 142 1000 3344 314 27 56 144 248 383 01 142 1000 3344 947
Region
Northwest 10.2 75 198 131 299 96 20 77 1000 2246 257 54 B9 167 232 381 00 77 1000 2246 B8.8
Northeast 328 4.6 1.5 31 47 73 149 311 1000 879 39 15 32 153 168 321 0.0 311 1000 B79 962
Central 41.2 12 21 14 91 282 94 73 1000 674 54 173 160 171 230 189 04 73 1000 674 456
Souath 573 117 35 09 44 170 27 27 1000 1622 36 215 186 204 196 109 04 27 100.0 1622 323

Total 318 75 98 64 156 137 52 99 1000 5421 131 129 118 176 211 266 02 99 1000 35421 659




Table 11.5 Availability of health services at nearest health facility/hospital

Percent distributon of facilities by availability of verious health services at the nearest
health facility or nearest hospital, according to region, Namibia 1992

Service Northwest Northeast Central South Total

Antenatal care

Yes 75.8 72.8 92.5 78.8 71.7
No 214 253 4.5 9.7 17.1
Don’t know 2.7 1.7 24 11.3 5.1
Missing 0.1 0.2 0.6 0.1 0.2
Total 100.0 100.0 100.0 100.0 100.0
Delivery care
Yes 62.0 66.0 82.2 67.0 65.9
No 359 331 152 25.7 30.6
Don’t know 2.0 0.7 20 7.2 33
Missing 0.1 0.2 0.6 0.2 0.2
Total 100.0 100.0 100.0 100.0 100.0
Yaccination
Yes 97.3 97.0 96.7 879 94.4
No 22 23 1.4 4.4 28
Pon’t know 04 0.4 1.4 7.6 2.6
Missing 0.1 0.2 0.6 0.1 0.2
Total 100.0 100.0 100.0 100.0 100.0
Family planning services
Yes 41.7 86.6 B4.7 84.7 66.1
No 12.7 8.4 20 34 8.3
Don't know 45.4 4.7 93 11.7 254
Missing 0.1 03 08 0.1 0.2
Total 100.0 100.0 100.0 100.0 100.0

Number of facilities
reported by women 3971 1481 796 2651 BR98

A different picturc emerges when considering family planning services. According to the national
health policy, health facilities that offer antenatal services should also offer family planning services. For
three of the four regions the proportion of women who say their nearest health facility or hospital provides
family planning services is similar to that for antenatal care, although "don’t know responses” are more
common in the Northeast and Central regions for family planning services than for antenatal services. The
main difference, however, is in the Northwest region, where 45 percent of women did not know whether
family planning services were offered at the nearest health facilities. In many of these health facilities family
planning services may not be available. A large proportion of health facilities in the Northwest region are
small, mission-run facilities, which offer limited services, In other cases, the data may reflect a lack of
knowledge. Forexample, 41 percent of women in the Northwest region who named a hospital as theirnearest
facility did not know whether there were family planning services available (all hospitals in the Northwest
region have family planning services).
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11.3  Antenatal and Delivery Care

Since most health facilities in Namibia provide antenatal care, the availability of antenatal services
follows the pattemns described above (see Table 11.6 and Figure 11.1). Four percent of women did not know
a place for antenatal care, and most of these women were in the South region. Almost half of women in
Namibia have a facility with antenatal services within 5 km, but rural women were a median distance of 15
km from antenatal services. The travel time exceeded one hour for more than half of women in both northem
regions.

Delivery care is available within 5 km for 39 percent of women in Namibia, and within 10 km for
48 percent (see Table 11.7), Rural women are at a disadvantage compared to urban women: 39 percent are
more than 30 km from a health facility with delivery care. Women in Namibia are about one hour from
delivery care, although 28 percent have to travel more than 2 hours or more. The latter include mainly
women in the Northwest and Northeast regions.

11.4 Immunisation

In general, immunisation services are closer to women than other services (see Table 11.8). Sixty-
two percent had immunisation services within 5 km; 43 percent could reach such services within 30 minutes
and 64 percent within 1 hour.

11.5 Family Planning

About one ‘n five women could not name a place that provided family planning services (see Table
11.9). This proportion was especially high in the Northwest region. This could be due to lack of knowledge
of existing services to lack of availability of such services. Half of women had family planning services
available within one hour travel time. These services are considerably closer to urban women than to rural
women; almost 80 percent of urban women live within one hour of a facility providing family planning
services compared to only 30 percent of rural women. However, 31 percent of rural women reported to have
family planning services available within one hour.
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Table 11.6 Disiance and time to nearest facility providing antenatal care

Percent distribution of women by distance and time to the nearest facility providing antenatal care, according to residence and region, Namibia 1992

Missing/ Missimg/
Kilometres Don't Doesn't Total Total Minutes Don't Docsn't
Resience/ know  know  per-  mm- koow  know  Towal Total
Region 0-4 59 10-19 2029 30-59 60+ distance place cent  ber Medimn <15 1529 3059 60-119 120+ wme place percent mmber Median

Residence
Urban 76.5 8.0 23 09 1.2 2.8 26 5.7 1000 2077 19 371 226 196 9.6 52 02 57 1000 2077 189
Rural 279 11.0 140 109 189 98 5.4 2.1 1000 3344 152 11 9.1 196 276 338 0.1 21 1000 3344 800
Region
Northwest 249 145 17.0 118 222 6.1 20 14 1000 2246 152 84 108 198 261 335 0.0 14 1000 2246 76.7
Northeast 578 5.0 57 6.7 54 635 124 06 1000 879 L5 92 73 201 256 373 0.0 05 1000 879 827
Central 59.5 3.7 43 29 75 118 8.6 1.8 1000 674 23 260 226 210 182 100 0.4 1.8 1000 674 303
South 65.0 8.5 34 24 38 70 13 8.6 1000 1622 24 360 192 185 118 5.6 02 86 1000 1622 196

Total 465 98 95 71 121 71 43 35 1000 5421 48 190 143 196 207 9 01 34 1000 5421 434




Figure 11.1
Travel Time to Nearest Facility Providing
Antenatal Care for Women 15-49 by Region

Percent of Women

0
< 15 min < 30 min < 60 min < 120 min

Travel Time In Minutes

| # Northwest ~ ‘Northeast % Central <+ South .
NDHS 1982
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Table 11.7 Distance and time 1o nearest facility providing delivery care

Percent distribution of women by distance and time 1o the nearest facility providing delivery care place according to residence and region, Namibia 1992

Missing/ Missing/

Kilometres Don’t Doesn't Total Total Minutes Don't Doecsn’t
Residence/ know know per-  mum- know know Total Total
Region 04 59 10-19 2029 3059 60+ distance place cent  ber Median <15 1529 30-59 60-119 120+ time place percent mumber Median
Residence
Urban ns 92 27 08 20 5.6 32 30 1000 2077 27 33 207 13 133 7.1 02 3.0 1000 2077 247
Rural 178 82 166 115 245 143 59 1.2 1000 3344 1233 5.5 74 171 2718 408 0.1 1.2 1000 3344 908
Region
Northwest 157 101 199 131 2682 9.0 2.1 07 1000 2246 221 67 100 18.1 246 397 0.0 07 1000 2246 859
Northeast 492 59 104 6.8 8.1 68 127 0.1 1000 8§79 28 6.7 58 188 246 440 0.0 01 1000 £79 93
Central 55 21 30 13 94 203 9.4 12 1000 674 30 214 196 194 241 137 Qs 12 1000 674 382
South 605 103 33 19 44 120 24 47 1000 1622 33 295 192 206 170 87 02 47 1000 1622 287

Total 39.1 86 113 74 158 110 48 19 100.0 5421 90 154 133 191 223 279 02 19 1000 5421 625




Table 11.8 Distance and ime to nearest facility providing vaccination services

Percent distribution of women by distance and time to the nearest facility providing vaccination services, according to residence and region, Namibia 1992

Missing/ Missing/
Kilometres Don't Docsn't Total Total Mirmutes Don’t Doesn’t
Residence/ mow know per-  mum- kmow know Total Toual
Region 04 59 10-19 2026 30-59 60+ distance place cent ber Median <15 1529 3059 60-119 120+ time place percent mumber Median
Residence
Urban 823 50 1.9 0.7 0.6 1.6 2.7 53 100.0 2077 13 429 228 189 6.7 33 0.1 53 1000 2077 167
Ruml 491 131 125 69 6.4 6.7 4.1 1.2 100.0 3344 46 150 131 29 268 208 0.1 1.2 1000 3344 501
Region
Northwest 456 190 162 8.1 55 34 19 03 100.0 2246 53 123 132 29 264 248 0.0 03 1000 2246 622
Northeast 86.6 0.8 24 09 09 0.0 8.0 03 1000 8§79 06 302 176 240 190 89 00 03 1000 879 1314
Central &0.8 4.3 3.7 32 62 103 8.6 29 1000 674 20 2715 28 212 173 8.0 04 29 1000 674 282
South 71.1 48 3.0 22 32 6.9 13 75 100.0 1622 1.7 412 189 179 9.8 4.6 0.1 75 1000 1622 174
Total 618 100 85 45 42 48 35 2.8 100.0 5421 26 257 168 214 191 141 0.1 28 1000 5421 348
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Table 11.9 Distance and time to nearest facility providing family planning services

Percent distribution of women by distance and time to the nearest facility providing family planning services, according to residence and region, Namibia 1992

Kilometres Don't Docen’t Totai Totai Mirntes Dont Doesn’t
Residence/ now know per-  um- know Jnow Totai Total
Region 0-4 59 1019 2029 30-59 o0+ distance place cent ber Median <15 1529 30-59 60-1i%9 120+ tme place percet oumber Median
Residence
Urban 783 47 14 06 1.1 22 1.6 101 1000 2077 14 400 213 181 6.9 i5 01 100 1000 2077 170
Rural 216 58 108 76 156 70 33 283 1000 3344 163 72 74 155 200 17 00 283 1000 3344 727
Region
Northwest 113 67 118 82 188 46 1.1 376 1000 2246 211 58 74 127 159 206 00 376 1000 2246 T39
Northeast 68.2 45 67 36 24 Q1 77 67 1000 8§79 08 140 103 234 218 12338 0.0 67 1000 879 545
Central 56.9 39 36 27 T.1 98 53 107 1000 674 21 264 209 193 155 71 02 107 1000 674 271
South 68.6 47 25 19 34 68 1.0 11.1 1000 1622 1.8 395 179 169 9.8 438 01 111 1000 1622 175

Total 433 54 72 49 101 5.2 27 213 1000 5421 29 198 127 165 150 147 00 213 1000 5421 373
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APPENDIX B

SURVEY DESIGN

B.1  Sample Design
Introduction

The sample for the Namibia Demographic and Health Survey (NDHS) was designed to yield a
nationally representative probability sample of 5000 completed interviews with women between the ages of
15 and 49, regardless of their marital status, selected from 175 area units throughout the country. The design
involved a two-stage stratified sample, which is self-weighting in each of the three main reporting domains:
the Northwest region, the Northeast region, and the combined Central and South region.

Area Sampling Frame

The Republic of Namibia undertook a population and housing censusin 1991 (the census dates were
from 21 to 30 October). For this purpose, the country was divided into 27 census districts. Each 1istrict was
in turn demarcated into enumeration arcas (EAs). A list of 2177 EAs, together with their measure of size,
which is the EA population as recorded manually from the Enumerator’s Record Books, was compiled and
used to select the area units for the NDHS.

Sample Design

Within each of the three domains (Northwest, Northeast, and Central/South), the sampling frame for
the NDHS was stratified by urban and rural, and then by census district. The sample was then selected in two
stages: at the first stage, 175 primary sampling units (PSU) were selected from the frame with probability
proportional to size, the size being the population in the PSU. In general, a PSU corresponds to an EA as
defined for the 1991 population and housing census. For each selected PSU, the Enumerator’s Record Books
obtained from the census was used as the frame for selecting the households to be included in the survey.

Sampling Parameters

The objective of the sample design was to obtain 5000 completed individual interviews with women
between the ages of 15 and 49 regardless of their marital status, To allow for nonresponse and other losses,
an appropriate number of households was selected so as to obtain 5500 eligible women. A proportional
allocation of the 5500 women to the three domains would have yielded approximately 2400, 800, and 2300
to the Nonhwest, Northeast and Central/South regions, respectively. While the samples for the Northwest
and Central/South regions would have been sufficiently large for providing reliable estimates, it was not the
case for the Northeast region. For this reason, it was necessary to double the sampling rate for the Northeast
region relative to the other two regions. Table B.1 shows the allocation of the sample to the three regions as
well as the implied number of households and PSUs to be selected in each region.
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Table B.1 Sample allocation

Number of women, households, and PSUs selected in the 1992 Namibia sample, by region

Number Number of households! Number of PSUs?
of
Region women Urhan Rural Total Urban Rural Total
Northwest 2100 145 1864 2009 5 62 67
Northeast 1415 214 1139 1353 7 KH] 45
Central/South 1985 1238 661 1899 41 22 63
Total 5500 1597 3664 5261 53 122 175

"The number of households was calculated taking into account the estimated number of women in
each household, then inflated by 10 percent to allow for household nonresponse and other loss. The
urban/rural allocation was proportional.

2An average of 30 households were to be selected in each PSU.

Sampling Probabilities
At the first stage, the sampling probability for the " PSU in each domain is:

P, = aMt’EMt

where g is the number of PSUS to be selected in the domain, M, the population size of the i PSU according
to the sampling frame, and XM, the total size of the domain in the frame.

If P,, is the sampling probability at the second stage (or household selection stage) in the i PSU,
then, in order for the sample to be self-weighting with domain overall probability f, we have:

P,Py,=f

50 that
Py =flPy

The sampling interval /,, for household selection in the / PSU is

L,=1/P,

This interval is computed for each selected PSU selected, then used for systematic selection of
households.
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Response Rates

Table B.2 summarises the results of the household and individual interviews by region and residence.
The household response rate for the NDHS was 90.9 percent, with not much difference between urban and
rural areas. The high proportion of dwellings not found in the Northeast region is mainly due to the fact that
fieldwork was terminated early in this region and nine clusters were not interviewed (see section on
Fieldwork),

Table B.2 Sample implementation

Percent distribution of households and eligible women in the DHS sample by results of the interview and household,
eligible women and overall respense rates, according to sample domain and urban-rural residence, Namibia 1992

Region Residence
Result Northwest Northeast Central South Urban Rural Total
Selected houscholds
Completed (C) 89.0 76.1 75.9 80.3 82.2 81.8 81.9
Househeld present but no
competent respondent at home (HP) 0.7 0.6 03 0.5 0.6 0.5 05
Refused (R) 0.6 0.7 09 0.9 1.0 0.7 0.8
Dwelling not found (DNF) 4.8 134 1.4 2.0 4.5 5.6 5.2
Household absent (HA) 2.1 24 6.3 83 6.3 3.7 4.6
Dwelling vacant (DV) 0.9 39 5.9 52 37 34 35
Dwelling destroyed (DD) 1.4 1.2 2.0 0.4 04 1.5 12
Other (O} 0.6 1.7 1.2 24 1.3 29 24
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 1809 1023 790 1384 1642 3364 5006
Household response rate (HRR)' 95.7 93.4 83.8 86.9 89.9 91.4 909
Ellgible women
Completed (EWC) 91.5 93.8 97.2 91.8 91.9 93.1 92.7
Not at home (EWNH) 6.1 31 1.6 4.3 4.4 4.5 4.4
Postponed (EWP) 0.0 0.1 0.0 0.1 0.1 0.0 0.1
Refused (EWR) 0.7 1.2 0.2 2.1 1.8 0.7 1.1
Partly completed (EWPC) 0.6 0.0 0.3 03 0.3 03 03
Incapacitated (EWT) 0.8 0.8 0.5 0.6 0.4 0.9 0.7
Other (EWO) 03 1.0 0.2 0.8 1.1 03 0.6
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 2348 1450 577 1472 2057 3790 5847
Eligible woman response rate (EWRR)?  91.5 93.8 97.2 91.8 91.9 93.1 92.7
Overall response rate (ORR)? 87.6 87.6 81.5 79.7 82,7 85.1 84.3

Note: The household response rate is calculated for completed households as a proportion of completed, no competent
respondent, postponed, refused, and household absent. The eligible woman response rate is calculated for completed
interviews as a proportion of completed, not at home, postponed, refused, partially completed and "other.,” The overall
response rate is the product of the household and woman response rates.

!Using the number of households falling into specific response categories, the household respense rate (HRR) is
calculated as:

o
C+HP+P+R+HA+O

2Using the number of ¢ligible women falling into specific response categories, the eligible woman response rate (EWRR)
is calculated as:

EWC
EWC + EWNH + EWP + EWR + EWPC + EWO + EWI

3The overall response rate (ORR) is calculated as:
ORR = HRR * EWRR
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For women eligible to be interviewed individually, the response rate was 92,7 percent. The main
reason for not interviewing the woman was absence (at three occasions). One percent of women refused to
be interviewed.

B.2  Fieldwork and Data Analysis

Questionnaires

Two types of questionnaires were used inthe NDHS: the Household Questionnaire and the Individual
Questionnaire. The content of these questionnaires were based on the DHS model B questionnaire, which
was designed for use in countries with low contraceptive prevalence, Additions and modifications to the
model questionnaire were made in order to collect information particularly relevant to Namibia, Verbal
autopsy and matemal mortality modules were added. The questionnaires were developed in English
whereafier it was translated by experienced translators into six languages (Oshiwambo, Herero, Afrikaans,
Lozi, Kwangali and Damara/Nama). The translation in the indigenous languages was necessary as it makes
interviewing much less susceptible to interviewers interpretations. The prepared translation in the
Damara/Nama language was not printed since the translated version would be required only in a small
number of houscholds, of which the majority speaks Afrikaans. All teams, however, carried a master copy
of this questionnaire to serve as a reference should need arise.

The Household Questionnaire was used to enumerate all usual members of and visitors to the selected
households and to obtain information oneach individual's age, sex, relationship to the head of the household,
and educational attainment. In addition, questions were asked about indicators of the socioeconomic position
of the household, such as the source of water, sanitation facilities, and the availability of electricity and
durable goods. Information recorded on the Household Questionnaire was used to identify respondents
eligible for the individual interview. English versions of the questionnaires are reproduced in Appendix E.

The Individual Questionnaire was used to collect information about women age 15-49 years. These
women were asked questions on the following topics:

» Respondent’s background (education, religion, etc.)
*» Availability of health services

» Birth history

+ Knowledge and use of contraceptive methods

* Antenatal care and delivery care

+ Breastfeeding and weaning practices

» Children’s vaccinations

» Morbidity and treatment in children under five years
+ Causes of death in children

» Marriage

+ Ferility preferences

+ Husband’s background

* Women's employment

» Matemal and child anthropometry

» Maternal mortality

Pretest

In March and April 1992, a pretest was conducted to ensure that the questions were in a logical
sequence, that the translations were comprehensible, appropriate and meaningful, and that the precoded
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answers were adequate. Fieldwork was conducted in both urban and rural enumeration areas (EAs) in order
to accommodate the different languages used in the NDHS.

Training for the pretest started in March and lasted two weeks. Staff from Macro International
conducted the training. Altogether 16 interviewers were trained (mostly secondary school leavers), and two
officers from the Ministry of Health and Social Services. The two trained officers and the Macro
International staff supervised the field work. The ficldwork for the pretest was completed in two weeks.
After the fieldwork, some interviewers and supervisors as well the Macro International staff gathered in
Windhoek for a debriefing and all their experiences during the fieldwork were discussed. All these
experiences were used to improve the quality of the final version of the questionnaire.

Recruitment of Field Staff

The four health regions, namely the Northwest, Northeast, Central and South region were requested
to select and submit names of suitable candidates for the main survey, Candidates were selected on the
following criteria: maturity, minimum educational qualification to be grade 10 or higher, ability to read and
speak one of the major Namibian Ianguages chosen for NDHS, and willingness to work in the field for several
months.

In all, 56 female candidates were recruited as interviewers and 5 senior officials from the Ministry
of Health and Social Services (MCHSS). Two of the interviewers excelled in the training session and as only
5 senior officials from the 8 could be recruited from the MOHSS, it was decided that these 2 interviewers
would be selected as supervisors. At the end of four weeks intensive training, 35 female candidates (28
interviewers, 7 field editors) and 7 supervisors were finally selected for the fieldwork. Five trainees were
selected to become data entry and editing staff. Assessment tests were used in selecting candidates. Due to
the shortage of staff in the MOHSS and the workload on the staff of the Epidemiology Section a technical
assistant was recruited for the Epidemiology Section to assist in the day-to-day preparation and logistic
exercises of the NDHS activities.

Training of Field Staff

Staff from the Epidemiology Section (MOHSS) and from Macro International conducted the training
of field staff which lasted for four weeks, beginning June 1992. The training lasted four weeks. The first two
weeks were devoted to classroom lectures, demonstrations of interviewing techniques, and instructiononhow
to complete the questionnaires and assignment sheets, using the instruction manuals as guides, By the third
week of training, interviewers were grouped by language, with their supervisors, for practice reading the
questionnaires and role playing. The fourth week was devoted to practice fieldwork in EAs not selected in
the NDHS sample and near the training center. The completed questionnaires for practice fieldwork were
checked by the trainers and supervisors and errors were discussed during the evening sessions before
proceeding to the next EA. During training, a scrics of assessment tests was given to the interviewers and
supervisors. These tests were graded and the results were used in selecting interviewers and supervisors;
those candidates who had a better grasp of the questionnaire, and were adept at detecting errors in completed
questionnaires, were designated as field editors.

A Macro International consultant conducted the anthropometry training and was assisted by two staff

from the Nutrition Unit (MOHSS). Arrangements were made with nurseries, day care centers, and hospitals
for practice measuring of infants and children. All trainees received anthropometric training,
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Composition of the Fieldwork Teams

At the end of the one-month training course, the fieldworkers were selected from the larger pool of
trainees. A total of 28 interviewers and 7 field editors were selected. Fieldwork teams were composed of
four female interviewers, one female editor, one male or female supervisor, and one driver. Initially three
supervisors were used as drivers and later a driver was made available 10 one supervisor. In all, a total of 7
teams were engaged for the main survey. One team was used in the southem part of the country (South
region), 1 in the central part (Central region), 3 in the northwestern part (Northwest region) and 2 teams were
used in the northeastern part of the country {Northeast region).

Main Survey Fieldwork

The tnain survey fieldwork commenced immediately after training. For most of the teams the first
week of fieldwork was conducted in Windhoek where the training took place, covering the selected urban
EAs.

Al the end of the first week, a debriefing session was held, during which field staff and trainers
related their experiences and problems. There were question and answer sessions and solutions to problems
were discussed. The procedures and fieldwork plan and itinerary were discussed before the teams were
posted to their respective regions for the fieldwork.

Fieldwork for the main survey was conducted between July and November 1992, Although the
exercise for the main survey was planned to last only for three months (July to September 1992), it was
extended and the last team continued to work into early December. There were logistic problems, including
shortage of transport, two teams have beeninvolved in accidents, some interviewers had to leave prematurely
to rewrite their standard 10 (O-level) examination, some quitted the NDHS for permanent jobs and three
supervisors had to leave the NDHS for personal reasons in October. The fieldwork of one team in Northeast
region (Kavango) stopped fieldwork in December, although they still had to compete nine more of the 30
selected EAs. Continued fieldwork would delay the survey considerably, and since Northeast regionhad been
oversampled, it would not affect estimates of fertility and mortality too much.

Sixty-seven EAs were selected from the Northwest region, 45 for Northeast, and 63 for the combined
Central/South region. Women eligible for the individual interview were identified during the household
interview. Tearn supervisors located the housing units and assigned selected households to the interviewers.
Completed household and individual questionnaires were handed over 1o the field editor, who checked to
ensure that all relevant questions were correctly recorded, that the skip instructions were properly followed,
and that responses were intemally consistent. This field editing was done before the team left the EA so that
the interviewer could retum to the respondent to resolve any errors. Each questionnaire was field edited prior
to being sent to the office in Windhoek for data entry.

Supervisors made sure that all the selected housecholds and eligible respondents for an EA were
interviewed, and that assignment sheets for the interviewers and supervisors were duly completed. All
completed records were then tied together and sent to the Epidemiology Section office for data entry.

Data Processing
Data processing staff for the NDHS consisted of five data entry clerks of which one was used to
control all incoming completed EAs from the field, and one supervisor (the head of data processing) from

the Epidemiology Section. Periodic assistance was given by the Macro Intemational staff. Four
microcomputers were installed in the project office, Epidemiology Section, MOHSS, and were used to
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process the data utilising ISSA sofiware for processing, All data entry occurred in the project office in
Windhoek.

Before questionnaires were passed for data entry, office editing was conducted. This entailed
checking for intemal consistency of responses recorded in the questionnaire, that skip instructions were
properly followed, that there were no omissions, and that all entries were legible. This secured completeness
of the questionnaires and speeded up the work of data entry staff.

Data entry started in July and was completed in the second week of December 1992, As data entry
continued, editing was carried out every second week by running the ISSA program to check for
inconsistencies, and corrections were made (when possible) by referencing the original questionnaire. A
standard set of data quality tables were run every second week. These tables provided data on the
performance of each team and were taken into the field to discuss the results with the supervisors to improve
data collection. The staff from the Epidemiology Section visited the teams in the field every second week

The staff from the Epidemiology section with assistance from the Macro Intemational staff completed
the final editing in December 1992, and secondary editing was done by Macro Intemational staff. Preparation
and presentation of the Preliminary report was conducted in November and December 1992, The preliminary
report was published in December 1992,
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SCHEDULE OF ACTIVITIES FOR THE
NAMIBIA DEMOGRAPHIC AND HEALTH SURVEY

Activity

1.

10.

11,

12,

13,

14,

15.

16.

Survey and questionnaire development,
translation of questionnaires; preparation
of interviewers’ and supervisors’ manuals
Development of sampling frame using the
listings of census held in October 1991
and household listing

Pretest: training and fieldwork
Finalisation of questionnaires

Preparation of tabulation and analysis plan
Training of field personnel

Fieldwork for main survey

ISSA training for data eniry

Data entry and editing

Preparation and publication of preliminary
report

Tabulation, analysis and preparation of
final report

First draft of final report

Preparation of summary report
Publication of final and summary reports
National Seminar

Audit
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Month
begun

September

January
March
April
April
June
July
July

July

November

December
February
March
May

June

May

Month
ended

January

April

May

May

June
November
July

December

December

January
February
March
May
June

June

Year

199192

1992
1992
1992
1992
1992
1992
1992

1992

1992

1992/93
1993
1993
1993
1993

1993
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APPENDIX C

ESTIMATES OF SAMPLING ERRORS

The estimates from a sample survey are aftected by two types of errors: (1) nonsampling error, and
(2) sampling error. Nonsampling error is the result of mistakes made in implementing data collection and
data processing, such as failure to locate and interview the correct household, misunderstanding of the
questions on the part of either the interviewer or the respondent, and data entry errors. Although numerous
efforts were made during the implementation of the NDHS to minimize this type of error, nonsampling errors
are impossible to avoid and difficult to evaluate statistically.

Sampling errors, on the other hand, can be evaluated statistically. The sample of women selected in
the NDHS is only one of many samples that could have been selected from the same population, using the
same design and expected size. Each of these samples would yield results that differ somewhat from the
results of the actual sample selecied. The sampling error is a measure of the variability between all possible
samples. Although the degree of variability is not known exactly, it can be estimated from the survey results.

Sampling error is usually measured in terms of the standard error for a particular statistic (mean,
percentage, etc.), which is the square root of the variance. The standard error can be used to calculate
confidence intervals within which the true value for the population can reasonably be assumed to fall. For
example, for any given statistic calculaled from a sample survey, the value of that statistic will fall within a
range of plus or minus two times the standard error of that statistic in 95 percent of all possible samples of
identical size and design.

If the sample of women had been selected as a simple random sample, it would have been possible
to use straightforward formulas for calculating sampling errors. However, the NDHS sample is the result of
a three-stage stratified design, and, consequently, it was necessary (0 use more complex formulas. The
computer package CLUSTERS, developed by the International Statistical Institute for the World Fertility
Survey, was used to compute the sampling errors with the proper statistical methodology.

The CLUSTERS package treats any percentage or average as a ratio estimate, r = y/x, where y
represents the total sample value for variable y, and x represents the total number of cases in the group or
subgroup under consideration. The variance of r is computed using the formula given below, with the
standard error being the square root of the variance:

var(r)

Iz
.M:

in which
Ly = Yy~ Xy and 2, = y,-r.x,
where h represents the stratum which varies from 110 H,
m, is the total number of enumeration areas selected in the h™ stratum,
Yi is the sum of the values of variable y in EA i in the h™ stratum,
Xy is the sum of the number of cases (women) in EA i in the h™ stratum, and
f is the overall sampling fraction, which is so small that CLUSTERS ignores it.
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In addition to the standard errors, CLUSTERS computes the design effect (DEFT) for each estimate,
which is defined as the ratio between the standard error using the given sample design and the standard error
that would result if a simple random sample had been used. A DEFT value of 1.0 indicates that the sample
design is as efficient as a simple random sample, while a value greater than 1.0 indicates the increase in the
sampling error due to the use of a more complex and less statistically efficient design. CLUSTERS also
computes the relative error and confidence limits for the estimates.

Sampling errors for the NDHS are calculated for selected variables considered to be of primary
interest. The results are presented in this appendix for the country as a whole, for urban and rural areas, and
for the three regions: Northwest, Northeast and Central/South. For each variable, the type of statistic (mean
or proportion) and the base population are given in Table C.1. Tables C.2 to C.7 present the value of the
statistic (R), its standard error (SE), the number of unweighted (N) and weighted (WN) cases, the design
cffect (DEFT), the relative standard error (SE/R), and the 95 percent confidence limits (R+2SE), for each
variable.

In general, the relative standard error for most estimates for the country as a whole is small, except
for estimates of very small proportions. There are some differentials in the relative standard error for the
estimates of sub-populations. For example, for the variable EVBORN (children ever bom to women aged
15-49), the relative standard error as a percent of the estimated mean for the whole country is 1.7 percent;
they are 3.3 and 2.0 percent for urban and for rural areas, respectively.

The confidence interval (e.g., as calculated for EVBORN) can be interpreted as follows: the overall
average from the national sample is 2.436 and its standard error is .041. Therefore, to obtain the 95 percent
confidence limits, one adds and subtracts twice the standard error to the sample estimate, ie. 2.436+.082.
There is a high probability (95 percent) that the true average number of children ever born to all women aged
15 to 49 is between 2.354 and 2.518.
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Table C.1 List of selected variables for sampling errors, Namibia 1992

Variable Estimate Base population

URBAN Urban Proportion  All women

NOEDUC No education Proportion All women

SECOND With secondary education or higher Proportion All women

NEVMAR Never marrjed Proportion  All women

CURMAR Cumently married Proportion  All women

MAR20 Married before age 20 Proportion ~ Women aged 20 and older

SEX18 Had first sexual intercourse before 18 Proportion ~ Women aged 20 and older
EVBORN Children ever bomn Mean All women

EVB4049 Children ever bom to women over 40 Mean All women aged 40-49

SURVIV Children surviving Mean All women

KMETHOD  Knowing any contraceptive method Proportion  Currently married women
KSOURCE Knowing source for any method Proportion Currently married women

EVUSE Ever used any contraceptive method Proportion Currently married women
CUSING Currently using any method Proportion ~ Cumrently married women
CUMODERN  Curmently using a modemn method Proportion  Currently married women
CUPILL Currently using pill Proportion  Currently married women

CUIUD Currently using IUD Proportion  Currently married women
CUSTERIL  Curently using female sterilisation Proportion  Currently married women
CUPABST Currently using periodic abstinence Proportion Currently married wemen
PSOURCE Using public FP source Proportion  Current users of modemn methods
NOMORE Wanting no more children Proportion Currently married women

DELAY Wanting to delay at least 2 years Proportion  Currently married women

IDEAL Ideal number of children Mean All women

TETANUS Mothers received tetanus injection Proportion  Births in last 5 years

MDCARE Received medical care at birth Proportion Births in last 5 years

DIARR2 Had diarrhea in last 2 weeks Proportion Children under 5

ORSTRE Treated with ORS packets Proportion  Children under 5 with diarrhea in last 2 weeks
MEDTRED  Consulted a medical facility for diarthea Proportion  Children under 5 with diarrhea in last 2 weeks
COUGH Had cough and difficult breathing Proportion Children under 5 in last two weeks
MEDTREC Consulted a medical facility for cough Proportion  Children under 5 with cough in last two weeks
HCARD Having health card Proportion  Children 12-23 months

BCG Received BCG vaccination Proportion Children 12-23 months

DPT3 Received DPT vaccination (3 doses) Proportion  Children 12-23 months

POLIO3 Received polio vaccination (3 doses) Proportion Children 12-23 months

MEASLES Received measles vaccination Proportion  Children 12-23 months

FULLIM Fully immunised Proportion Children 12-23 months
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Table C.2_Sampling errors, entire sample, Namibia 1992

Number of cases

Standard Design  Relative Confidence limits
Value error Unweighted Weighted  effect error

Variable (R} (SE} {N) (WN) (DEFT)  (SER) R-25E R+2SE
URBAN 383 015 5421 5421 2.212 .038 354 412
NOEDUC 145 .008 5421 5421 1.750 .058 128 162
SECOND 371 014 5421 5421 2.115 037 344 .399
NEVMAR 513 010 5421 5421 1.433 .019 494 533
CURMAR 417 .009 5421 5421 1.415 023 398 436
MAR20 230 .008 4130 4162 1.190 034 215 246
SEX18 373 012 4130 4162 1.655 033 348 397
EVBORN 2.436 41 5421 5421 1.124 017 2.354 2.518
EVB4049 571 A15 855 865 1.087 020 5.482 5.940
SURVIV 2.188 .036 5421 5421 1.091 016 2116 2.259
KMETHOD 904 010 2297 2259 1.624 .011 884 924
KSQURCE .821 013 2297 2259 1.608 .016 795 846
EVUSE 519 016 2297 2259 1.547 031 486 .551
CUSING 289 .015 2297 2259 1.600 .052 259 319
CUMODERN .260 015 2297 2259 1.605 036 231 290
CUPILL 083 .007 2297 2259 1.186 .082 069 .096
CUIUD 021 .002 2297 2259 811 117 016 025
CUSTERIL 074 .009 2297 2259 1.732 127 055 .093
CUPABST 007 .002 2297 2259 1.117 .284 003 010
PSQURCE .864 019 1083 1162 1.798 022 827 902
NOMORE 258 013 2297 2259 1.380 49 233 .283
DELAY 297 .011 2297 2259 1.196 .038 274 320
IDEAL 5.008 .069 4992 4969 1.592 014 4871 5.145
TETANUS 611 011 3872 3814 1.236 019 589 633
MDCARE .682 012 3872 3814 1.419 .18 657 707
DIARR2 206 .009 3603 3562 1.296 {045 .188 224
ORSTRE .635 019 834 733 1.038 031 596 673
MEDTRED .683 018 834 733 1.007 026 647 719
COUGH .180 009 3603 3562 1.215 047 163 497
MEDTREC .670 063 732 642 1.051 094 544 796
HCARD 702 017 796 787 1.054 025 .668 736
BCG 913 011 796 787 1.107 012 391 936
DPT SB8 020 796 787 1.136 .034 548 628
POLIC 588 020 796 787 1,136 034 548 .628
MEASLES 57 017 796 787 1.104 022 723 791
FULLIM .500 023 796 787 1.276 046 455 546
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Table C.3 Sampling errors, urban areas, Namibia 1992

Number of cases

Standard Design  Relative  Confidence limits
Value error  Unweighted Weighted  effect error

Variable (R) (SE) (N) (WN) (DEFT)  (SER) R-28E  R+2SE
URBAN 1.000 .000 1891 20m 000 .000 1.000 1.000
NOEDUC .088 012 1891 2077 1.817 135 064 J11
SECOND .569 028 1891 2077 2.472 049 513 626
NEVMAR 502 017 1891 2077 1.446 033 .468 535
CURMAR 422 015 1891 2077 1.360 037 392 .453
MAR20 180 011 1540 1696 1.104 060 159 202
SEX18 371 024 1540 1696 1.960 065 323 419
EVBORN 2.185 012 1891 207 1.366 033 2.040 2.330
EVB4049 4.736 237 263 299 1.351 .050 4.262 5.210
SURVIV 1.973 .062 1891 2077 1.298 031 1.849 2.097
KMETHOD 955 .013 811 877 1.748 013 930 981
KSOURCE 940 016 811 817 1.877 017 909 971
EVUSE 142 .031 811 877 2.034 042 680 805
CUSING AT8 .033 811 877 1.893 069 412 545
CUMODERN .466 .033 811 877 1.881 07 400 532
CUPILL 147 014 811 877 1.088 092 120 A74
CUIUD .040 005 811 877 748 128 .030 051
CUSTERIL 129 023 811 877 1.924 176 .084 174
CUPARBST .006 003 811 877 1.119 497 000 012
PSOURCE 838 025 721 825 1.796 029 .189 .B88
NOMORE 320 021 811 877 1.292 066 278 362
DELAY 237 017 811 877 1.140 072 203 27
IDEAL 3.790 110 1818 1992 1.881 029 3.570 4.010
TETANUS 546 019 1163 1253 1.121 .035 508 584
MDCARE .861 016 1163 1253 1.403 019 828 893
DIARR2 135 014 1085 1174 1.290 104 107 .163
ORSTRE .613 036 174 158 .878 059 540 686
MEDTRED J14 037 174 158 975 052 640 188
COUGH JA31 013 1085 1174 1.181 .100 105 158
MEDTREC 137 .073 169 154 1.045 099 591 883
HCARD .589 .031 251 265 984 .053 526 651
BCG 929 018 251 265 1.049 019 893 564
DPT .538 031 251 265 963 058 A76 600
POLIO .538 031 251 265 963 058 476 600
MEASLES 118 025 251 265 938 032 128 828
FULLIM 462 036 251 265 1.106 017 391 534
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Table C.4 Sampling errors, rural areas, Namibia 1992

Number of cases

Standard Design  Relative Confidence limits
Value emor  Unweighted Weighted  effect error

Variable R) (SE) N) (WN) (DEFT)  (SER) R-2SE R+2SE
URBAN 000 .000 3530 3344 .000 000 000 .000
NOEDUC 180 011 3530 3344 1.697 061 158 202
SECOND .248 .013 3530 3344 1.811 053 222 275
NEVMAR 521 012 3530 3344 1.433 023 .497 545
CURMAR 413 012 3530 3344 1.442 029 389 437
MAR20 265 011 25%0 2466 1.272 042 243 .287
SEX18 371 .013 25%0 2466 1.394 035 347 400
EVBORN 2.592 051 3530 3344 1.036 .020 2.491 2.693
EVB4049 6.227 119 592 565 935 .019 5.990 6.465
SURVIV 2.321 045 3530 3344 1.025 019 2.231 2411
KMETHOD 872 014 1486 1382 1.617 016 844 900
KSOURCE 745 018 1486 1382 1.574 .024 709 180
EVUSE 377 018 1486 1382 1.392 046 342 412
CUSING 169 010 1486 1382 1.061 .061 148 189
CUMODERN .130 010 1486 1382 1.111 075 110 149
CUPILL .042 006 1486 1382 1.172 .145 .030 .054
CUIUD .008 .002 1486 1382 950 272 .004 013
CUSTERIL 040 006 1486 1382 1.112 142 028 051
CUPABST 007 .002 1486 1382 1.110 344 .002 012
PSOURCE 927 016 362 337 1.194 018 895 960
NOMORE 219 015 1486 1382 1.394 .068 189 .249
DELAY 335 015 1486 1382 1.238 045 304 365
IDEAL 5.823 077 3174 2977 1.396 013 5.669 5.977
TETANUS 642 015 2709 2561 1.378 024 612 672
MDCARE 395 017 2709 2561 1.497 028 562 628
DIARR2 .241 011 2518 2387 1.281 048 218 .264
ORSTRE 641 023 660 575 1.089 035 595 686
MEDTRED 675 021 660 575 1.033 030 633 716
COUGH .205 011 2518 2387 1.275 055 182 227
MEDTREC .649 066 563 488 1.094 102 296 781
HCARD 760 021 545 521 1.171 028 5177 802
BCG 906 014 545 521 1.146 016 877 934
DPT 613 026 545 521 1.251 042 61 665
POLIO .613 026 545 521 1.251 042 561 .665
MEASLES 746 022 545 521 1.181 029 J02 790
FULLIM .520 .029 545 521 1.376 056 461 578
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Table C.5 Sampling errors, Northwest Region, Namibia 1992

Number of cases
Standard Design  Relative Confidence limits
Value error  Unweighted Weighted  effect error

Variable (R) (SE) N (WN) (DEFT) (SER) R-2SE R+28E
URBAN 079 .018 2149 2246 3.156 233 042 115
NOEDUC 112 .010 2149 2246 1.433 .087 092 131
SECOND 310 020 2149 2246 1.968 .063 271 349
NEVMAR .639 012 2149 2246 1.145 .019 616 663
CURMAR 317 on 2149 2246 1.117 .035 .295 .340
MAR20 142 007 1556 1626 796 .050 128 .156
SEX18 192 012 1556 1626 1.182 062 .168 215
EYBORN 2.407 063 2149 2245 982 026 2.281 2.533
EVB4049 6.539 126 345 360 191 019 6.286 6.792
SURVIV 2.181 .056 2149 2246 962 026 2.070 2.293
KMETHOD 821 022 682 713 1.518 027 1 866
KSOURCE .669 .030 682 713 1.667 045 .608 129
EVUSE 189 .024 682 713 1.577 125 142 236
CUSING 087 .017 682 713 1.5719 197 052 121
CUMODERN .073 .013 682 713 1.314 179 047 .100
CUPILL .026 009 682 713 1.537 358 .008 045
CUIUD 007 .003 682 713 989 441 001 .014
CUSTERIL 031 .007 682 713 1.040 224 017 045
CUPABST 010 .004 682 713 1.122 422 002 019
PSOURCE 838 046 130 136 1.409 .054 147 930
NOMORE 163 017 682 713 1.215 .106 128 197
DELAY 378 022 682 713 1.199 059 334 423
IDEAL 6.201 106 1876 1960 1.468 017 5.990 6.413
TETANUS N7 017 1588 1659 1.232 023 J683 51
MDCARE 669 .020 1588 1659 1.443 .030 629 10
DIARR2 1M 012 1496 1563 1.224 070 147 .195
ORSTRE 621 031 256 267 990 049 560 682
MEDTRED 652 032 256 267 1.053 049 588 N7
COUGH 169 013 1496 1563 1.188 074 144 194
MEDTREC 621 098 253 264 1.116 158 425 817
HCARD 745 026 341 356 1.116 035 692 797
BCG D44 .015 n 356 1.192 016 915 974
DPT .680 030 341 356 1.211 045 619 741
POLIO 680 030 341 356 1.211 045 619 41
MEASLES 198 024 341 356 1.099 030 750 846
FULLIM 572 036 341 356 1.343 .063 .500 .644
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Table C.6 Sampling errors, Northeast Region, Namibia 1992

Number of cases
Standard Design  Relalive Confidence limits
Value error  Unweighted Weighted effect error -
Variable (R) (SE) N (WN) (DEFT) (SE/R) R-2SE R+2SE
URBAN 170 026 1360 879 2.569 154 118 222
NOEDUC .186 012 1360 879 1.129 064 162 210
SECOND 228 026 1360 879 2.246 12 A77 279
NEVMAR 303 019 1360 879 1.530 063 265 341
CURMAR 542 024 1360 879 1.767 044 .494 589
MAR20 607 023 1005 652 1.461 037 562 652
SEX13 657 014 1005 652 947 022 629 635
EVBORN 2.738 .085 1360 879 1.145 .031 2.568 2,909
EVE4049 6.603 .261 192 122 1.251 .040 6.080 7.126
SURVIV 2.343 072 1360 879 1.137 031 2.199 2.488
KMETHOD 955 006 724 476 795 008 943 967
KSOURCE 834 014 724 476 1.029 017 806 B63
EVUSE 558 018 724 476 977 032 522 594
CUSING 215 U016 724 476 1.053 075 183 .247
CUMODERN .109 010 724 476 .902 096 088 130
CUPILL 048 008 724 476 997 165 032 064
CUIUD 001 001 724 476 924 996 -001 004
CUSTERIL 017 .004 724 476 843 .239 009 025
CUPARST 011 005 724 476 1.190 415 002 021
PSQURCE 953 022 188 108 1.436 023 908 997
NOMORE 144 015 724 476 1.179 107 113 175
DELAY 430 .018 724 476 952 041 395 465
1DEAL 5.845 079 1312 842 1.008 014 5.687 6.003
TETANUS .668 024 1094 726 1.516 037 620 716
MDCARE 521 025 1094 726 1.482 049 470 571
DIARR2 472 024 989 656 1.491 052 424 521
ORSTRE 710 027 448 310 1.155 038 .656 764
MEDTRED 755 016 448 310 736 n1 124 786
COUGH 388 020 989 656 1.192 .051 348 427
MEDTREC 17 073 376 254 1.195 102 SN 863
HCARD 57 020 206 131 672 027 716 798
BCG 862 024 206 131 973 028 813 910
DPT 431 048 206 131 1.356 110 336 526
POLIO 431 048 206 131 1.356 110 336 526
MEASLES .687 050 206 131 1.541 073 586 787
FULLIM 366 043 206 131 1.256 117 280 451
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Table €.7 Sampling errors, Central and South Regions, Namnibia 1992

Number of cases
Standard Design  Relative  Confidence limits
Value error  Unweighted Weighted  effect error

Variable (R) (SE) (N) (WN) (DEFT) (SER) R-28E R+2SE
URBAN 763 022 1912 2296 2.294 .029 718 .807
NOEDUC 162 017 1912 2296 1.961 .102 129 .195
SECOND 486 026 1912 2296 2.232 052 435 537
NEVMAR 47 017 1912 2296 1.470 036 437 504
CURMAR 466 016 1912 2296 1.434 035 433 499
MAR20 177 .013 1569 1884 1.310 0N 151 202
SEX18 .430 024 1569 1384 1.891 055 383 477
EVBORN 2.349 068 1912 2296 1.253 029 2.213 2.484
EVB4049 4.645 212 318 382 1.289 .46 4,221 5.068
SURVIY 2.134 059 1912 2296 1.188 027 2.017 2.251
KMETHOD 937 014 891 1070 1.763 015 508 966
KSOURCE 916 017 891 1070 1.785 .018 .883 949
EVYUSE 121 030 891 1070 1.970 041 661 780
CUSING 457 029 891 1070 1.708 062 400 514
CUMODERN 452 .028 891 1070 1.692 .062 396 .509
CUPILL 136 .013 891 1070 1.100 .093 A1 161
CUIUD 038 005 891 1070 713 120 029 a7
CUSTERIL 129 .019 891 1070 1.706 .149 091 167
CUPABST 002 002 891 1070 1.034 130 -.001 .006
PSOURCE .838 022 765 919 1.761 026 813 502
NOMORE 373 021 891 1070 1.322 .058 330 415
DELAY .183 016 891 1070 1.224 .087 151 215
IDEAL 3.603 106 1804 2166 1.861 .029 3.391 3.814
TETANUS 457 021 1190 1429 1.273 047 415 .499
MDCARE 779 021 1190 1429 1.521 .027 37 821
DIARR2 116 01 1118 1342 1.167 .099 .093 139
ORSTRE 508 .042 130 156 933 082 425 591
MEDTRED 592 .048 130 156 1.085 .080 497 .688
COUGH 092 012 1118 1342 1.255 126 069 115
MEDTREC J10 039 103 124 1.029 055 632 .788
HCARD 627 030 249 299 963 047 567 .686
BCG 500 020 249 299 1.052 022 .860 940
DPT 546 030 249 299 946 .055 486 606
POLIO 546 030 249 299 946 .055 .486 606
MEASLES 139 025 249 299 906 .034 .688 789
FULLIM 474 037 249 299 1.155 077 .400 547
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APPENDIX D

DATA QUALITY TABLES

Table D.1 Household age distribution

Single-year age distribution of the de facto household population by sex (weighted), Namibia 1992

Males Females Males Females

Age Number Percent Number Percenmt Apge Number Percent  Number  Percent
<1 422 37 397 31 36 102 0.9 129 1.0
I 393 34 385 3.0 37 90 0.8 104 0.8
2 429 3.7 418 33 38 93 0.8 132 1.0
3 389 34 387 3.0 39 88 0.8 94 0.7
4 350 3.1 364 29 40 108 0.9 106 0.8
5 395 34 380 3.0 41 44 04 106 0.8
6 348 3.0 360 28 42 104 09 119 0.9
7 341 3.0 36% 25 43 80 0.7 56 0.8
B 333 2.9 330 2.6 44 61 0.5 96 0.8
9 305 27 311 24 45 57 0.5 85 0.7
10 302 2.6 348 27 46 63 0.5 31 0.6
11 269 23 291 23 47 65 0.6 63 0.5
12 328 2.9 307 24 48 78 0.7 1) 0.6
13 260 23 333 2.6 49 48 0.4 T0 0.5
14 265 23 284 22 50 60 0.5 81 0.6
15 300 2.6 276 22 51 57 0.5 T0 0.6
16 280 24 268 2.1 52 80 0.7 117 0.9
17 244 2.1 269 21 53 47 0.4 9 0.6
18 276 24 280 2.2 54 53 0.5 57 0.4
19 238 2.1 249 2.0 55 43 0.4 55 0.4
20 255 2.2 260 2.0 56 46 0.4 58 0.5
21 162 1.4 219 1.7 57 38 0.3 42 0.3
22 208 1.8 246 1.9 58 39 03 53 0.4
23 161 1.4 226 1.8 59 36 0.3 53 0.4
24 188 1.6 232 1.8 60 72 0.6 90 0.7
25 159 1.4 185 1.5 61 4 0.4 50 0.4
26 140 1.2 225 1.8 62 55 0.5 90 0.7
27 163 1.4 177 14 63 47 0.4 55 0.4
28 148 1.3 162 1.3 64 45 0.4 46 0.4
29 145 13 186 L5 65 44 0.4 54 0.4
30 159 14 150 1.2 66 23 0.2 37 03
31 92 08 152 1.2 67 37 0.3 54 04
32 124 1.1 166 1.3 68 38 03 71 0.6
33 82 0.7 128 1.0 69 24 02 42 0.3
34 106 0.9 140 1.1 T0+ 402 35 459 3.6
35 100 0.9 136 1.1 Don't know,

missing 208 1.8 63 0.5

Total 11478 100.0 12729 100.0

Note: The de facto population includes all residents and nonresidents who slept in the household the night before
the interview.
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Table D.2_Age distribution of eligible and interviewed women

Five-year age distribution of the de facto household population of women
aged 10-54, five year age distribution of interviewed women aged 15-49,
and percentage of eligible women who were interviewed (weighted),
Namibia 1992

Household papulation

of women Interviewed women Percent
interviewed
Age Number Percent Number Percent (weighted)

10-14 1563 NA . NA NA NA
15-19 1342 23.6 1259 232 93.8
20-24 1184 20.8 1119 20.6 94.5
25-29 935 16.4 890 16.4 95.3
30-34 737 13.0 722 13.3 97.9
25-39 594 10.5 567 10.5 95.4
40-44 523 9.2 507 9.3 96.8
45-49 369 6.5 358 6.6 96.8
50-54 404 NA NA NA NA
15-49 5685 100.0 5421 100.0 95.4

Note: The de facto population includes all residents and nonresidents who
slept in the household the night before interview.
NA = Not applicable

Table D.3 Completeness of reporting

Percentage of observations missing information for selected demographic and health questions (weighted),

Namibia 1992
Percentage Number
missing of

Subject Reference group information cases
Birth date Births in last 15 years

Month only 34 702

Month and year 0.4 9702
Age at death Deaths to births in last 15 years 08 918
Age/date at first union’ Ever-married women 48 2638
Respondent’s education All women 0.0 5421
Child’s size at birth Births in last 59 months 38.2 2758
Anthropometry? Living children age 0-59 months

Height missing 243 3599

Weight missing 26.4 3599

Height and weight missing 26.8 3599
Diarrhoea in last 2 weeks Living children age (0-59 months 94 3599

'Both year and age missing
Child not measured
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Table D.4 Births by calendar year since birth

Distribution of births by celendar years since birth for living (L), dead (D), and all (T) children, according to reporting
completeness, sex ratio at birth, and ratio of births by calendar year, Namibia 1992

Percentage with Sex ratio
Number of titths  complete birth date! at bink? Calendar ratic® Male Female

Year L D T L D T L D T L D T L D T L D T

92 591 24 621 99.8 956 99.7 1129 874 1118 NA NA NA 317 11 328 280 13 293
91 791 47 838 995 98.2 99.5 912 113.0 923 1152 1075 1147 377 25 402 414 22 436
90 717 64 841 993 893 986 101.0 707 983 1068 121.7 1078 390 26 417 387 37 424
89 664 57 721 98.0 87.7 972 850 57.1 825 949 1026 954 305 21 326 1359 36 395
88 622 48 671 932 952 98.0 951 1208 967 974 BL1 960 303 26 330 319 22 34)
87 614 61 676 976 908 97.0 89.0 1219 915 944 1123 957 28 M4 323 325 28 353
86 680 61 741 962 863 954 1062 1325 1082 1159 100.6 1145 350 35 385 330 26 356
85 558 61 619 968 92.4 964 959 1329 99.0 903 900 903 273 135 308 285 26 311
84 557 73 630 965 915 959 994 820 972 |04} 1103 1048 277 33 jio 219 40 319
83 5N 72 583 962 887 953 982 1638 1045 NA NA NA 253 45 298 258 27 285
§8-92 3451 240 3691 99.0 925 986 962 B41 934 NA NA NA 1693 110 1802 1759 130 1BE9
83-87 2920 329 3248 967 899 960 97.7 1226 1000 NA NA NA 1443 181 1624 1477 148 1624
78-82 2314 334 2648 959 855 946 955 1091 971 NA NA NA 1130 174 1305 1183 160 1343
73-77 1724 229 1954 957 B6.1 946 962 1080 975 NA NA NA 845 119 965 879 110 989
<73 1450 214 1664 93.5 B34 922 1041 1088 1047 NA NA NA 739 112 B51 710 103 813

All 11859 1347 13206 96.7 87.6 958 974 1069 983 NA NA NA 5851 696 6547 6008 651 6659

NA =Not applicable

'Bath year and month of birth given

}(B,/B)*100, where B, and B, are the numbers of male and female births, respectively
3[2B,/(B, ,+B,,,)1*100, where B, is the number of births in calendar year x
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Table D.5 Reporting of age at death in days

Distribution of reported deaths under 1 month of age by age at death in
days and the percentage of neonatal deaths reported to oceur at ages 0-6
days, for five-year periods of birth preceding the survey, Namibia 1992

Number of years preceding the survey

Apge at death Total
(in days) 04 59 10-14  15-19  0-19
<l 44 54 27 21 146
1 23 23 17 15 79
2 12 9 8 9 38
3 6 4 4 3 17
4 1 0 2 3 7
5 3 8 1 0 12
6 4 0 0 1 6
7 13 16 6 7 41
8 1 0 1 2 4
9 1 0 0 0 2
10 )] 4 1 0 5
12 2 0 0 0 2
13 o 0 1 0 1
14 5 4 5 4 18
18 o 0 0 1 1
21 1 1 1 1 4
23 1 0 0 0 1
25 1) 0 1 0 1
27 1 0 0 0 1
29 1 0 0 0 1
30 1 3 1 1 6
Missing 1 0 0 0 1
Total 122 128 77 68 394

Percent early neonatal'  76.5 7.3 7.5 774 77.1

}(0-6days/0-30days) * 100

174




Table D.6 Reporting of age at death in months

Distribution of reported deaths under 2 years of age by age at death in months
and the percentage of infant deaths reported to occur at ages under one month,
for five-year periods of birth preceding the survey, Namibia 1992

Number of years preceding the survey

Age at death Total

(in months) 0-4 5.9 10-14 15-19 0-19

<12 122 128 n 68 395
1 16 29 17 8 70
2 9 11 20 5 45
3 11 5 13 7 36
4 11 10 8 2 31
5 10 5 9 7 30
6 7 7 17 13 45
7 7 6 5 6 24
8 4 3 4 3 15
9 3 2 10 4 19
10 3 4 y) 1 11
11 6 3 4 0 13
12 11 20 ) 7 61
13 0 5 6 4 15
14 1 6 5 6 19
15 0 4 4 3 12
16 1 1 3 1 7
17 2 1 1 0 3
18 6 2 6 3 17
19 0 1 2 1 5
20 0 3 1 0 4
21 0 1 1 0 3
22 1 0 1 0 2
23 1 2 0 0 3
1 year 2 1 4 1 8
Total 0-23 209 212 187 125 733
Percent neonatal®  58.6 60.2 41.1 54.4 53.9

“Includes deaths under 1 month reported in days
b(Url.dt:r 1 month/under 1 year) * 100
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NAMIBIA MINISTRY OF HEALTH

AND SOCIAL SERVICES/

CENTRAL STATISTICAL OFFICE

CENSUS DISTRICT.......

CENSUS EA CODE.....

DEMOGRAPHIC AND HEALTH SURVEYS
HOUSEHOLD SCHEDULE

IDENTIFICATION

PLACE NAME

NAME OF RESPONDENT

REGION (Northwest=1,

URBAN/RURAL {(urban=1,

LANGUAGE OF QUESTIONNAIRE

Northeast=2,

TUral=2) ...vvevivernnsrnnnsssonsonnnas

P.S.U. NUMBER. .. et ntsuucetaasorsosnctetstsssassnssssstssnssns
HOUSEHOLD NUMBER. ¢« c s v s ccvvtassssseecesssasrssssanssssssssns

Central=3, South=4}......

INTERVIEWER VISITS

1 2 3 FINAL VISIT
DATE DAY
MONTH
YEAR
INTERVIEWER'S NAME NAME
RESULT#** RESULT
NEXT VISIT: DATE TOTAL NUMBER
TIME OF VISITS
***RESULT CODES:
1 COMPLETED TOTAL IN
2 HOUSEHOLD PRESENT BUT NO COMPETENT RESP. AT HOME HOUSEHOLD
3 HOUSEHOLD ABSENT
4 POSTPONED
5 REFUSED TOTAL
6 DWELLING VACANT OR ADDRESS NOT A DWELLING ELIGIBLE
7 DWELLING DESTROYED WOMEN
8 DWELLING NOT FOUND
9 OTHER
(SPECIFY)
FIELD EDITED BY | OFFICE EDITED BY | KEYED BY | KEYED BY
NAME
DATE
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081

HOUSEHOLD SCHEDULE
Now we would like some information about the people who usually live 1n your household or who are staying with you new.

NO._ J USUAL RESIDENTS AND ELATIONSHIP RESIDENCE SEX AGF EDUCATION PARERTAL SURVIVORSHIP AMD RESIDENCE ELIGT-
VISITORS TO HEAD OF . - — BILITY
HOUSEHOLD* 1F AGED 6 OR OLDER [F AGED LESS THAN 15 YEARS
Please give me the Mhat 35 the [Does Did Is How old] Has What is IF Is IF ALIVE Is IF ALIVFE CIRCLE
names cof the persoms Jrelationship[{NAME) (NAME) J(NAMEX ] is {NAME) the highest| AGED (NAME ) s — -—| (MAME}'s LINE
who usually Live in  Jof (NAME) toWusually sleep | male | (NAME)?] ever level of LESS natural Does natural Daoes NUMBER
[your household and the head live here or been school THAN mother (MAME)'s| father (NAME)'s JOF WOMEN
guests of the house- Jof the here? last Jfemale to (NAME » 25 alive? natural alive? natural FLIGIBLE
inotld who stayed here fhousehold? night?}] ? lschool? | attended? YEARS mother father fOR
last night, starting live in live in INDI -
ith the head of the What is the|- this this VIDUAL
ousehold., highest house- house- INTER-
grade hold? hold? VIEW
(NAME) Is iF YES: 1F YES:
completed {NAME) that is what is
at that still in her rame? his name?
level? school? RECORD RECORD
MOTHER'S FATHER'S
LINE LINE
KUMBER MUMBER
(1) (2) (3) {4) (5) (6) (7} (8) (9) 10y (11) (12} (13) (14) (15)
P PR RN | ]
[YES NO JYES NO | M F JIN YEARSJYES NO | LEVEL GRADE| YES NO YES NO DK YES NO DK
01 1 2 12 1 2 E 1 2 (41 1 2 1 2 8 1t 2 8 01
D2 1 2 1 2 2 12 (_“ 1 2 1 2 8 1 2 8 02
03 1 2 1 2 1 2 1 2 t 2 1.2 8 1 2 8 03
04 1 2 1 2 1 2 1 2 t 2 1 2 8 1 2 8 04
a5 1 2 1 2 1 2 1 2 1 2 1 2 8 12 8 05
06 1 2 1 2 1 2 i 2 1 2 1 2 8 1 2 8 06
07 1 2 1 2 1 2 1 2 —_1 1 2 1 2 8 1 2 8 o7
08 1 2 1 2 1t 2 1 2 1 2 1 2 8 1.2 8 08
a9 1 2 1 2 1 2 1 2 [—h 1 2 1 2 8 1.2 8 s
10 1 2 12 1 2 1 2 [:: 1 2 12 8 1 2 8 10
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HOUSEHOLD SCHEDULE CONTINUED

E . n | I | N |
EZ (3) (4) sy | ® (N (8) (9 €10) (11 (12) (13) (14) E
I | —— . _____n_ 1 |
YES NO [YES No § M F [IN YEARs [YES WO | LEVEL GRADE| YES NO | YES NO DK YES ND DK
11 12 |12 |12 52 T 1 2 12 8 128 1
12 12 |12 |12 1 2 _t 1 2 12 8 1 2 8 12
13 12 12§12 1 2 I_] 12 128 1 28 13
1w 12 |12 |12 12 —-‘ 1 2 12 8 128 14
15 12 {12 |12 1 2 _E 1 2 128 12 8 15
16 12 [12 |12 T 2 —l 12 12 8 12 8 16
17 12 b1 2 |12 1 2 T 1 2 12 8 1 2 8 17
18 12 |12 §1 2 1 2 i 1 2 1 2 8 128 18
I i
19 12112 |12 1 2 T 1 2 12 8 12 8 19
i

TIEK HERE IF CONTINUATION SHEET USED D TOTAL NUMBER OF ELIGIBLE WOMEN

"~ " " T

Just to make sure that ] have a complete listing:

1) Are there any other persons such as smail children or

infants that we have not Llisted? YES D—- ENTER EACH IN TABLE NO D
2) In aoddition, are there any other people who may not be

members of your family, such as domestic servants,

lodgers or friends who usually live here? YES D——- ENTER EACH IN TABLE NG (I
3) Do you have any guests or temporary visitors staying

here, or anyone else who slept here last night? YES [:L, ENTER EACHK IN TABLE NO D
* CODES FOR Q.3 ** CODES FOR Q.9

RELATIONSHIP TO HEAD OF HOUSEHWOLD: LEVEL OF EDUCATION: GRADE :

01= HEAD 05= GRANDCHILD 09= OTHER RELATIVE 1= PRIMARY 00=LESS THAN 1 YEAR COMPLETED

02= WIFE OR HUSBAMD 06= PARENT 10= ADOPTED/FOSTER CHILD 2= SECONDARY 98=0K

03= SON OR DAUGHTER 07= PARENT-IN-LAW 11= NOT RELATED 3= HIGHER

Q4= SON OR DAUGHTER-IN-LAW 08= BROTHER OR SISTER 98= DK 8= DK




NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
16 What is the source of water your household uses PIPED INTO |
for handwashing and dishwashing? RESIDENCE/YARD/PLOT ..vvvvunnns 11— 18
PUBLIC TAP. ... ecvrinunnns [P 12
WELL IN RESIDENCE/YARD/PLOT..... 21— 18
PUBLIC WELL..... ... ... .cvuun... 22
SPRING......connnunn eabrmerenan 31
RIVER/STREAM. .. ........¢cnuuen .32
POND/LAKE. .. oo iieisnanerannans 33
DAM, oo veicenenanainanarnnanaanas 34
RAINWATER.......... crearaenanean 47-~——»18
TANKER TRUCK....... beseenenarans 51
OTHER 71
{SPECIFY)
17 How long does it take to go there, get water, MINUTES........... eean I
and come back?
ON PREMISES......cvvinarmannnn 96
18 Does your household get drinking water YES e ieient e aanrsnenesanan 1—20
from this same source?
NO. . ieuerioaaracnnananarnnsnannns 2
19 What is the source of drinking wWater PIPED INTO
for members of your household? RESIDENCE/YARD/PLOT . ovcvucunn, 11
PUBLIC TAP.. ... ..o ticovnnnanana 12
WELL IN RESIDENCE/YARD/PLOT..... 21
PUBLIC WELL....... Nasaramaannns 22
SPRING. ... viririinrinicncnrnes n
RIVER/STREAM. ... ......cvevevu--. 12
POND/LAKE. .. .. ... veiiineiann 33
DAM. oo v rrisrereraraannnnennsrane 34
RAINMATER. ....cocvininrnrannens 41
TANKER TRUCK.......ccccmvunnnana 51
QTHER 71
(SPECIFY)
20 what kind of toitet facility does your household have? FLUSH TOILET. siviiinnnasccvanens 1M
TRADITIONAL PIT LATRINE......... 21
VENTILATED IMPROVED PIT
CVIPY LATRINE . . uesenecncenenes 22
BUCKET .. v ie i cnannnae s ferararan 23
NO FACILITY/BUSH/FIELD... csuvu. LY
OTHER 41
(SPECIFY)
21 Does your household have: YES NO
Electricity? ELECTRICITY... .. ........ | 2
A radio? RADIO. ...vvirniriranannnnns 1 2
A television? TELEVISION. .......coivnnnen ] 2
A refrigerator? REFRIGERATOR .. .........sues 1 2
22 How many rooms in your household are used for sleeping? ROOMS, cvverieien i ianaras D:l
MAIN MATERIAL OF THE FLOOR.
RECORD OBSERVATIONM.
PALMS/BAMBOO
PARQUET OR POLISHED WOOD
VINYL OR ASPHALT STRIPS
24 Does any member of your household own: YES NO
A donkey cart or horse? DONKEY CART OR HORSE....... 1 2
A bicycle? BICYCLE. ... .iviniieicinnnns 1 2
A motorcycle? MOTORCYCLE .. vveivanannenna 1 2
A car? Y 1 2
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NAMIBIA MINISTRY OF HEALTH CENSUS DISTRICT.......

AND SOCIAL SERVICES/
CENTRAL STATISTICAL OFFICE CENSUS EA CODE.....
EMOG HIC SURV
IDENTIFICATION
PLACE NAME
NAME OF HOUSEHOLD HEAD
P.S.U‘ NUMBERIl"....i...-“..I‘CI-l..t...l........".....l
HOUSEHOLD NUMBER.: ¢ ¢ « t t st e asnuanantunsussosssassssssssetacsan

REGION (Northwest=1, Northeast=2, Central=3, South=4)......

URBAN/RURAL (urban=1l, Fural=2)....ceeececessoesssstosscnnasss

NAME AND LINE NUMBER OF WOMAN

INTERVIEWER VISITS

1 2 3 FINAL VISIT
DATE DAY
MONTH
YEAR
INTERVIEWER'S NAME NAME
RESULT#* RESULT
NEXT VISIT: DATE TOTAL NUMBER
TIME OF VISITS
*RESULT CODES: 1 COMPLETED 3 POSTPONED 5 PARTLY COMPLETED
2 NOT AT HOME 4 REFUSED 6 QTHER
(SPECIFY)
LANGUAGE OF THE QUESTIONNAIRE.....0ceurernonnnsnocns
1 ENGLISH 3 OSHIVAMBO 5 KWANGALI
2 AFRIKAANS 4 HERERO 6 LOZI
TRANSLATOR USED (YES = 1, N0 = 2)euvvvransnneennanns ]

FIELD EDITED BY OFFICE EDITED BY KEYED BY KEYED BY

NAME
DATE
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SECTION 1., RESPONDENT'S BACKGROUND

QUESTIONS AND FILTERS

RECORD THE TIME.

CODING CATEGORIES

HOUR. .. vvastsvasnsrsnasann

MIMUTES....... veracaeas

sKiP

102 First [ would like to ask some questions about you and [ 1 P |
your household, For most of the time until you were 12 TOMN. . oivnrierncanasasasnsnenan 2
years old, did you live in a city, in a town, COUNTRYSIDE. . .......cuuus vereann 3
or in the countryside?
103 How long have you been living continuously in {NAME OF YEARS .. cvernrnnscnnrancrnns [::[::
CURRENT PLACE OF RESIDENCE)? |
ALWAYS .. ......... emssavannannns 95
VISITOR. ... e it imana - 105
106 Just before you moved here, did you live in a city, CITY it ieitesnesananancnacncnann 1
in 8 town, or in the countryside? TOMN. c v cvrrvrnesrnsnenssonsnrsnn 2
COUNTRYSIDE. . vvvrcronvavanrrons 3
105 In what month and year were you born? MONTH. .. eivenan PO e
DK MONTH. ... it visr i aneannnas 98
VEARL .1 eteeeeeeneeananss Dj
DK YEAR . .ovvrvanennsennaransnns °8
106 How old were you at your last birthday? AGE IN COMPLETED YEARS..... [::[::
COMPARE AND CORRECT 105 AND/OR 106 1F INCONSISTENT.
107 Have you ever attended school? YES . i ieiiictaeeieians eeaaan 1
T 2—111
108 what is the highest level of school you attended: PRIMARY .. v vvvvenarsncacacananl
primary, secondary, or higher? SECONDARY ... cvcvenenncconnnanans 2
HIGHER . c cvcvneceunaracanaancaassd
109 what is the highest grade you completed at that GRADE .. .vuvernnsncionenenes

level?

CHECK 108:

SECONOARY
OR HIGHER

-

PRIMARY

v
11 Can you read and understand a letter or newspaper EASILY . e errinrnrrrraenernnrren 1
easily, with difficulty, or net at all? WITH DIFFICULTY .o iinsivaevncnasl
HOT AT ALL..civunrrvvvonnrnsnes-3——2113
112 Dc you usually read a newspaper or megazine at least YES. . ivecrannnnss ienesasarnens 1
once a week?
L essasesena 2
113 Do you usually listen tc a radio at least once a week? YES . eiervrnononorarnonansannsa .
. o N errnnens 2
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES 1o

114 Do yuu usually watch television at least once a week? b - |
[ ferinensrsranas 2
ROMAN CATHOLIC......0cvivnununas 1

115 what is your religion? PROTESTANT . cveecncancncnnnranen 2
MO RELIGION....c.ccuicecnonarsnsna 3
OTHER &

{SPECIFY)

ENGLISH, v rrre i i iiiitanieannen 1

114 What is the main language spoken in your home? AFRIKAANS . . ... . ivvanerrnrernnss 2
OSHIVAMBO. c.vovnvensnarsnscnens-3
DAMARA / NAMA. . ................. &
HERERD. ..vcuevrnnanranarenansnsns 5
KWANGALL . . .iniiiitiiinenciannnns ]
[Ke 74 PR P PP 4
TSHANA . ... iiiiiiiiainnnisnanas 8
SAN. .. iiiiiercnas e e nsranna 9
GERMAN . . .ovvvuvnvrenvanansaraaall
OTHER 1

{SPECIFY)

THE WOMAN INTERVIEWED 1S NOT A

CHECK Q.4 IN THE HOUSEHOLD OUESTIONMAIRE

?‘ USUAL RESIDENT

v

THE WOMAN INTERVIEWED IS A USUAL RESIDENT

1

118 Now [ would like to ask sbout the place in which
you usually live.
Do you usually live in a city, in a town, or in the ClTY e rererererenenarnnnannanares 1
countryside? OTHER TOWN. ...ovvrvnrmnnnennanan 2
IF CITY: In which city do you live? COUNTRYSIDE. .. ... e meeeaa e 3
19 In which region is that located? MORTHWEST .. .encvivnranrarnnnrans 1
MORTHEAST ... cvvvnnonrssvnrarnans z
CENTRAL....ioveneranancacncanans 3
SOUTH. . i isieicasacniccnanannnns &
PIPED INTO
120 Now ] would Like to ask about the household in which RESIDENCE/YARD/PLOT........... 1M1—122
you usually Llive. PUBLIC TAP....viieecncncsncnnensal?
WELL IN RESIDEMCE/TARD/PLOT..... 21——122
what is the source of water your household uses PUBLIC WELL .. .ovvvcrrannnnranens 22
for handwashing and dishwashing? SPRING. .o vivieeenesnnsnnrnnnnns 3
RIVER/STREAM. . ... vvenrancrnrens 32
POND/LAKE. . coerirnrerinannannnns 33
DAM. .t sierenennnernne Crrrasreens 34
RAINWATER ... veenurivrnacunrannss 41——122
TANKER TRUCK......ciineennnnnnas 51
OTHER ral
(SPECIFY)
121 How long does it take to go there, get water, MINUTES. ... .ovoiioanns I:D:I
and come back?
ON PREMISES.....0ovcurarerenss 996
|
122 Does your household get drinking water YES . o ittt it e 1——124
from this same source?
ND.  iieineranvnanannnananamnnsns 2
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NO.

QUESTIONS AND FILTERS

CODING CATEGORIES

PIPED INTO
123 What is the source of drinking water RESIDENCE/YARD/PLOT........... 110
for members of your household? PUBLIC TAP..,....... P 12
WELL 1N RESIDENCE/YARD/PLOT.....2%
PUBLIC WELL....vsintvunncrorunans 22
SPRING...... Nereenrennan [P 1 |
RIVER/STREAM, ... .0vvrnvrscvasnsed2
PORD/LAKE .4 . ovreierannnnnrnann 33
DAM......... Nessnsrtesstanasuaa Y
RATHWATER .. . 0ivenvnocananneannes 41
TANKER TRUCK.......... [ v 51
OTHER 71
{SPECILFY)
FLUSH TOILET...ccvivinnancrennan 1
124 What kind of toilet facility does your TRAD[TIONAL PIT LATRINE......... 21
household have? VENTILATED IMPROVED PIT
(VIP) LATRINE.......cvvuieurans 22
BUCKET...... reverrrrrrrevnran P2
NO FACILITY/BUSH/FIELD.......... 3
OTHER &1
{SPECIFY)
125 Does your household have: YES NO
Electricity? ELECTRICITY .. ivernrnrnuns 1 4
A radia? RADIO.....\huns [ | 2
A television? TELEVISION. ... .vivnrnnnnnen 1 2
A refrigerator? REFRIGERATOR......uciancasn 1 2
126 How many rooms in your household are used for sleeping? ROOMS fibidaasacenananans [[]
EARTH/SAND ... ... ... ciiiiiiinnn 1
127 Could you describe the main material of the floor DUNG. e vvrvrmciiicannononanananas 12
of your home? WOOD PLAMKS. ... ..viecncnnnnrans 21
1s it: PALMS/BAMBOO, . .. ..... - ¥ ]
Earth or sand? PARQUET OR POLISHED WOOD'........ LY
Dung? VINYL OR ASPHALT STRIPS......... 32
Wood planks? CERAMIC TILES. .. ..iiiiusunannans 33
Palms or bamboo? CEMENT...... revevenrresaveaninas 34
Parquet or polished wood? CARPET . it int it iiaesancnasannana 5
Vinyl or asphalt strips? OTHER 41
Ceramic tiles? {SPECIFY)
128 Does any member of your household own: YES NO
A donkeycart/horse? DONKEYCART/HORSE . . o vnvuunan 1 2
A bicycle? BICYCLE........ [P | 2
A motorcycle? MOTORCYCLE. ...vvvennnnnns el 2
A car? CAR..vivnenncranns A | 2
129 what 1s the name of the nearest health facility that
provides health services to this (LOCALITY)?
(NAME )
130 How far is it from here (in Km}?

(RECORD '000* IF LESS THAN 1 KXM.
IF UNKNOWN RECORD '998')

s, e [T1]
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SKIP

NO, QUESTIONS AND FILTERS CODING CATEGORIES T0
3 How do you get from here to (HEALTH FACILITY NAME)? CAR / MOTORCYCLE.......vivveuuel —» 132
PUBLIC TRANSPORT (BUS, TAXI)..... 2 I
ANIMAL / ANIMAL CART............
MALKING. . ... v cvviiercianvnnnnan 4 ]-;132
OTHER 5
(SPECIFY) |
131Af FOR RURAL CLUSTERS OMLY: How often per week is motorized
transport avajlable to you to go to the facility? NO. OF TIMES PER UEEK....[:::E:]
(RECORD '00* IFf LESS THAN ONCE PER WEEK)
IF UNKNOWN RECORD '98'})
132 How long does it take you to get from here to
(HEALTH FACILITY NAME)? MINUTES . covvinvenens 1 ‘:Dj
{RECORD IN MINUTES IFf LESS THAN 2 HOURS AND IM HOURS
1F 2 HOURS OR MORE) HOURS..ionvecnnsnsal [0
133 Does (HEALTH FACILITY NAME) provide: YES NO DK
antenatal care? ANTENATAL CARE...... . | 2 8
delivery care? DELIVERY CARE.......... 1 2 8
child immunization? CHILD IMMUNIZATION.....1 2 ]
family planning services? FAMILY PLANNING........ 1 2 8

134

CHECK 129:
IS THE NEAREST NO YES
FACILITY A
HOSPITAL? (1

—

» 140

135 What is the name of the nearest hospital that
provides health services to this locality? D:[l
(NAME)
136 How far is it from here (in Xm)?
(RECORD '000' 1F LESS THAN 1 KM. KILOMETERS. . .........- D:]]
[F UNKNOWN RECORD '998')
I
137 How do you get from here to (HOSPITAL NAME)? CAR / MOTORCYCLE.....c.vnvauauns 1—» 138
PUBLIC TRANSPORT (BUS, TAXI)....Z2 |
ANTMAL (CART)......cvvirevmnanan 3
MALKING. ... i ciiiiiiani i tannnas 4]-»138
OTHER S
(SPECIFY) |
1374 FOR RURAL CLUSTERS ONLY: How often per week is motorized
transport available to go to the hospital? NO. OF TIMES PER UEEK....D:I
(RECORD '00* IF LESS THAN ONCE PER WEEK)
IF UNKNOWN RECORD '98')
138 How long does it toke you to get from here to
(HOSPITAL NAME)? MINUTES.....civuunn 1 ‘ |
(RECORD IN MINUTES IF LESS THAN 2 HOURS AND IN HOURS
IF 2 HOURS OR MORE) HOURS. ... iiuicnnn 2 IE[D
139 Does (HOSPITAL NAME) provide: YES NO DK
antenatal care? ANTENATAL CARE......... 1 2 8
delivery care? DELIVERY CARE.......... 1 2 21
child immunization? CHILD IMMUNIZATION..... 1 2 8
family planning services? FAMILY PLANNING........ 1 2 8
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SK1P
NO. QUESTIONS AND FILTERS CODING CATEGORIES T0

140 Is (THIS LOCALITY) served by a PHC clinic (Mobile
ocutreach)?

IF YES, what is the name of the outreach point?

1F NG, RECORD ‘000‘.

NO USE OF MOBILE CLINIC ......000—END

{NAME)
141 How far is it from here (in Km)?
(RECORD '000' 1F LESS THAN 1 KM. KILOMETERS............ ..D:D
IF UNKNOWN RECORD '998')
142 How do you get from here to (OUTREACH POINT)? CAR / MOTORCYCLE............c00.1—=143

PUBLIC TRANSPORT (BUS, TAXI)....2 |
ANIMAL (CART ). cuvvnrvinuuriansad

WALKING., . cvunnnnn Pressasianennn & 143
DTHER 5
(SFECIFY) i
142A FOR RURAL CLUSTERS OKLY: How often per week is motorized
trensport avallable to go to the outreach point? NO. OF TIMES PER LEEK....ED
(RECORD 'D0' OF LESS THAN ONCE PER WEEK)
1F UNKNOWN RECORD '98')
143 How long does it take you to get from here to
(OUTREACH POQINT)? MINUTES..........n A D:D
{RECORD IN MINUTES [F LESS THAN 2 HOURS AND IN HOURS
IF 2 HOURS OR MORE) HOURS......civvvrun 2|0
144 Does (OUTREACH POINT NAME) provide: YES NGO DK
antenatal care? ANTENATAL CARE......... 1 2 8
child imnization? CHILD 1MMUMIZATION.....1 2 8
family planning services? FAMILY PLANMING........ 1 2 8
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SECTION 2. REPRODUCTION
SKIP
NO. QUESTIONS AND FILTERS CODING CATEGORIES TO
201 Mow 1 would Like to ask sbout all the births you have 1 37 1
had during your life. Have you ever given birth?
1 22— 206
202 | Do you have sny aons or daughters to whom you have YES. i eceminnrsvnnnnninnns Ceenen 1
given birth who are now living with you?
o R 4114
203 How mary sons Live with you? SONS AT HROME.........cccu0an
And how many daughters live with you?
DAUGHTERS AT HOME........ .
IF MONE RECORD '00',
204 Do you have any sons or daughters to whom you have YES. civvcucnvaisinanisnnsasannaal
given birth who are alive but do not live with you?
NO..iovirrveconancsncrnmnrrnenss 2—=206
205 How many sons are alive but do not live with you? SOMS ELSEMWHERE,.......... ..
And how many deughters are alive but do not live with
you? DAUGHTERS ELSEWVHERE........
IF NONE RECORD '00',
206 Have you ever given birth to » boy or a gir!l who was YES .o iiranrncrenarnnsenns PO
born alive but later died? IF NO, PROBE: Any
baby who cried or showed any sign of (ife but MO eoiiiiianisnsnnnnroneraransss2—>208
only survived & few hours or days?
207 In all, how many boys have died? BOYS DEAD. .....cvvverenan .

209

And how meny girts have died?

IF NONE RECORD *00'.

SUM ANSWERS TO 203, 205, AND 207, AND ENTER TOTAL.

IF NONE RECORD '00'.

CHECK 208:

Just to meke sure that I have this right: you have had

in TOTAL births during your Life, 1s that
correct?
— - PRORF ANKD
YES r ] NO [_—l,h, CORRLCY 201-209
| AS NECESSARY

v

CHECK 208:

NO BIRTHS L1

GIRLS DEAD.....cnvvecnnnnns

TOTAL.....

ONE OR MORE
BIRTHS
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211 ow 1 would Like to talk to you about all of your births, whether still alive or not, starting with the first
one you had,

RECORD NAMES OF ALL THE BIRTHS IN 212.

RECORD TWINS AND TRIPLEYS ON SEPARATE LINES.

212 213 214 215 216 217 219 220
IF ALIVE: 1F ALIVE: 1F LESS THAN [F DEAD:
13 YRS. OF AGE:
What name was 1s In what month | Is ¢(MAME) | How old was | Ls (NAME) How old was he/she
given to your CHAME ) and year was stitl (MAME) at living With whom when he/she died?
(first,next) a boy or | (MAME) born? alive? his/her last ] with you? does he/she
baby? a giri? birthday? Live? IF "1 YR,“, PROBE:
How many months
RECORD PROBE: RECORD AGE IF 15+: GO TO old was (MAME)?
SINGLE What is hi1s/ 1% COMPLETED MEXT BIRTH.
OR her birthday? YEARS. RECORD DAYS IF LESS
MULTIPLE OR: In what THAN 1 MOWTH,MONTHS
BIRTH Season wWas 1F LESS THAN TWO
STATUS. he/she born? YEARS, OR YEARS.
il SING...1 BOY. .. MONTH. . YES.. AGE IMN | YES....... 1 FATHER .. ....... 1] DAYS....1
YEARS T0 HElj —
MyLT...2 GIRL. . YEAR. .. MO.... BIRTH) OTHER RELATIVE.Z2|] MONTHS..2
........ 2 SOMEONE ELSE...3J YEARS...3
(GO NEXT 8[RVH}
EI SING. .. 1 BOY. MONTH. . YES... AGE IN | VES....... 1 FATHER . . vvvvann 1] DAYS,...1
YEARS TO MEXT —1—
MULT...2 GIRL.. YEAR. .. NO, ... BIRTH)« OTHER RELATIVE.Z] MONTHS..2
HAME) I:D BN
........ 2 | SOMEOME ELSE...3] YEARS...3
(GO HEXT 8IRTH)
EJ SING...1 BOY... MOKTH. . YES... AGE IN | YES....... 1 FATHER. ........ 1] DAYS....1
YEARS T0 NEXT]
LT, .2 GIRL.. YEAR... NO. . BIRTH = OTHER RELATIVE.C ] MONTHS..2
1]
........ 2 | SOMEONE ELSE...3 ] YEARS...3
(GO NEXT BiRTH)
ﬁl SING...1 BOY. MCWTH. . |_ YES. .. AGE IN | YES....... 1 FATHER, . ....... 1] pars....1
YEARS T0 NEXT]
WULT,..2 GIRL.. YEAR... NO. ... BIRTH) = DTHER RELATIVE.Z] MONTHS..2
T
........ 2 F SOMEONE ELSE...3 | YEARS...3
(GO NEXT BIRTH)
EJ SING._ .1 aay. . MONTH. . ﬂ YES. .. AGE IN | YES....... 1 FATHER . _....... 1) pavs. .1
YEARS | NEXT] S a
MULT...2 GIRL.. YEAR. .. NO. ... BIRTH}« OTHER RELATIVE.Z] MONTHS .2
T -
........ 2 SOMECNE ELSE...3 | YEARS...3
(GO NEXT BIRTH}
CEJ SING...1 BOY. MONTH. . YES... AGE 1N JYES....... 1 FATHER......... 1] DAYS....1
YEARS 10 NEH]
MULT...2 GIRL..2 YEAR. .. ) ND....2 BIRTH) « OTHER RELATIVE.Z2 | MONTHS..2
(NAME) | D]
v § —— M., 2 SOMEONE ELSE...3 | YEARS...3 {

(GO NEXT BIRTH)
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212 213 214 215 216 217 218 219 220
1F ALIVE: IF ALIVE: 1F LESS THaM IF DEAD:
15 YRS. OF AGE:
What name was 1s In what month | [s (MAME)] How old was | Is (NAME) How old was he/she
given to your (NAME )} and year was still (NAME) at Living With whom when he/she died?
next baby? a boy or || (NAME) born? alive? his/her Llast | with you? does he/she
a girl? birthday? live? IF ™1 YR.“, PROBE:
How many months
RECORD PROBE : RECORD AGE IF 15+: GO TO old was (NAME)?
SINGLE What ia his/ 1IN COMPLETED MNEXT BIRTM,
OR her birthday? YEARS. RECORD DAYS 1F LESS
MULTIPLE OR: In what THAN 1 MONMTH MONTHS
BIRTH season? {F LESS THAN Tw)
STATUS, YEARS, OR YEARS.
EzJ SING...1 1oy S | MONTH, . YES.. .1\ AGE IN YES..on... 1 FATHER......... 1] DAYS, ...}
YEARS {GO TO NEKT]
MULT...2 GIRL,.2 YEAR... NO....2 BIRTH)«! | OTHER RELATIVE,2 | MOMTHS. .2
(NAME ) | D:]
v NO...... .2 SOMEOME ELSE...531 YEARS...3
220
(G0 NEXT BIRTH)
ng SING...1 80y, ..1 MONTH. . YES...1 AGE IN YES.uauasal FATHER......... DAYS, ... 1
YEARS (GO TO NEI:J
wuLY...2 GIRL..2 YEAR... KO....2 BIRTH) OTHER RELATIVE.Z2 | MONTHS, .2
| [
v NO..... ead SOMEOME ELSE...3 | YEARS...3
220
(GO MEXT BIRTH)
ESJ SING...1 BOY...1 MONTH. . YES...1 AGE IN 13 TAN | FATHER..... .. 1) DAYS. L
YEARS (GO 10 HE!:]
MLT,..2 GIRL..2 YEAR. .. NO....2 BIRTHY OTHER RELATIVE,Z2 | MONTHS. .2
(NAME) | [D
v NO........2 | SOMEOME ELSE...J|] YEARS.,.3
220
(GO WEXT BIRTH)
IEJ SING...1 govY...1 MONTH. . YES.. .1 AGE IN YES. . v a 1 FATHER,........ DAYS....1
YEARS (GO TO MEXT
MULT...2 GIRL..2 YEAR... NO....2 BIRTH)« OTHER RELATIVE.2 | MONTHS..2
(NANE) | D:]
v NO........ 2 SOMEONE ELSE. .. YEARS...3
220
(GO MEXT BIRTH)
1 SING...1 BoY...1 MONTH. . YES.. . AGE TN YES....... 1 FATHER ... ...... nays....1 ]
— YEARS (GO TO KEXT F—1—
MULT...2 GIRL..2 YEAR... NO....2 BIRTH)« CTHER RFLATIVE.2 | MONTHS. .2
(HAMF ) | [Ij] - -
v s NO........ 2 SOMECNE FLSE...3] YEARS...3
220 b
(GO NEXT BIRTH)
IEJ SING. .. BOY...1 MONTH. . YES...1 AGE IN YES: i innaad FATHER......... DAYS... .1
YEARS {GO TO NE)(T}
MULT...2 GIRL..2 YEAR... NO....2 BIRTH) OTHER RELATIVE 2Y MONTKS.,?
(HAML ) | D:] r— }-—
v NO,.......2 | SOMEONE ELSE...3{ YEARS...3
220

*

191

(GO WEXT BIRTH)




¢z

What name was
given 10 your
next baby?

213

RECORD
SINGLE
OR
MULTIPLE
BIRTH

214

1s
(HAME )

a bay or
a girl?

215

in what month
and year was
(NAME)} born?

PROBE :

what is his/
her birthday?
OR: In what
season?

218

Is {NAME)
still
alive?

217
1F ALIVE:

How old was
{NAME) at
his/her last
birthday?

RECORD AGE
IN COMPLETED
YEARS.

218
IF ALIVE:

is (MAME )
living
with you?

219
IF LESS THAN
15 YRS, OF AGE:

With whom
does he/she
Live?

IF 15+: GO 10
MEXT BIRTH.

20
1F DEAD:

How old was he/she
when he/she diad?

IF 1 YR.", PROBE:
How many aonths
old was (NAME)?

RECORD DAYS IF LESS
THAN 1 MOsiTH, MOWTHE
IF LESS TWAN TWOD

STATUS, YEARS, OR YEARS.

1-1J SING...1 | BOY...1 | MONTH.. YES...1 AGE [N YES....... 1,0 FATHER. ........ 1] oavs....1
YEARS (GO T0 IEIT']
mit_..2 |eimeo.z | ovear. .. ND....2 BIRTH)«! | OTHER RELATIVE.2| MONTNS. .2
(WANE ) | ED
v NO.uernnns 2 { someose ELSE.. 3| vEARS...3
220
(GO WEXT BIRTH)
1—¢J SING...1 ] BOr...1 | MONTH.. YES...1 AGE 1N YES....... 1| FATHER......... 1] oars... .1
YEARS (GO TO us::]
muLT...2 | cire..2 | vear... HO....2 BIRTH)«! | oTHER RELATIVE.2| MOMTHS..2
e | [
¥ ND........ 2 | SOMEONE ELSE...3| YEARS...3
220

COMPARE 208 WITH NUMBER

NUMBERS
ARE SAME

[s13

T

¥
CHECK: FOR
FOR
FOR

FOR

BIRTHS IN HISTORY ABOVE AND MARK:

NUMBERS ARE
DIFFERENT

EACH BIRTH:

I:l_. {PROBE AND RECONCILE)

YEAR OF BIRTN IS RECORDED.

EACH LIVING CHILD: CURRENT AGE |S RECORDED.

EACH QEAD CHILD: AGE AT DEATH 1S RECORDED.

(GO NEKT BIRTH)

AGE AT DEATH 12 MONTHS: PROBE TO DETERMINE EXACT NUMBER OF MONTHS.

CHECK 215 AKD ENTER THE WUMBER OF BIRTHS SIMCE JANUARY 1987,
[F WOME, RECORD 0.
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
223 Are you pregnant now? .1 32 1 I
NO........ kb ier i sar e s e 2
UNSURE.........civrmeinnncnnnnss 51226
224 How many months pregnant are you? MONTHS . ..o ieisrenennnns Ijj
225 At the time you became pregnant, did you want to become THEN . . oo iveennrnennarrnananrnann 1
pregnant then, did you want to wait until jater, LATER. .. .o e e 2
or did you pot want to become pregnant at all? NOT AT ALL.....covemooiinauiinns 3
rrd When did your last menstrual period start? DAYS AGO,...ccnvnnnn.n. vl
WEEKS AGO.......00cnnnnnn 2
MONTHS AGO........v0nunen 3
TEARS AGO.........ccvuven 4
TN MENOPAUSE. . ..........i.iuun 994
BEFORE LAST BIRTH............. 995
NEVER MENSTRUATED............. 904
227 Between the first day of » woman's period and the YES . ittt tvnnrvemem i e ctnteraaas 1 |
firet day of her next period, sre there certain L T 2
times when she hes a greater chance of becoming pregnant] DEK...... ... ..ovvninniiiiia, 301
than other times?
228 Guring which times of the monthly cycle does a woman DURING HER PERIGD..............u 1
have the greatest chance of becoming pregnant? RIGHT AFTER HWER PERIOQD
HAS ENDED. ............ drsanaman 2
[N THE MIDOLE OF THKE CYCLE...... 3
JUST BEFORE HER PERIOD BEGINS...&
OTHER 5
{SPECIFY)
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delay or avoid a pregnanhcy,

CIRCLE CODE 1

. CONTRACEPTION

Now [ would like to talk about family plahning - the various ways or methods that a couple can use to

Which ways or methods have you heard about?

LN 302 FOR EACH METHOD MENT|OMED SPONTANEOUSLY.
THEN PROCEED DOWN THE COLUMN, READING THE MAME AND DESCRIPTION OF EACH METHOD WOT MEWTIOMED SPONTANEOUSLY.
CIRCLE CODE 2 IF METHOG {S RECOGWIZED, AND CODE 3 IF NOT RECOGNIZED.
THEN, FOR EACH METHOD WITH CODE 1 OR 2 CIRCLED Im 302, ASK 303-304 BEFORE PROCEEDING 70 THE NEXT METHOD.

302 Have you ever
heard of (WETHOD)?

READ DESCRIPTION OF
EACH METHOO.

303 Have you ever
used (METHOO)?

304 Do you know where
a person could go
to get (METHOD)?

PILL Women can take a pill YES/SPONT ..ot iiiiiinn s 1 YES..ivrrrrnnnnnes B I R -3 1
every day. YES/PROBED. ... .......cvvvnnn 2
L 3 1 A I | erarsnans 4
v
1UD  women can have a loop or | YES/SPONT.. ... ... ............ ] L 1 YES...... Cerevssssetannanas 1
cotl placed inside them by a YES/PROBED. .....oovcnvarrnas 2
doctor or a nurse. HO. . e, I T I PR - . [ 2
v
INJECTIONS  Women can have an | YES/SPOMT.... ... .. .......... 1 YES. oot iiiin 1 YES. uvernannnnnssnnnnnsnes 1
injection by a doctor or purse | YES/PROBED.............----. 2
which stops them from becoming | MO. ... .vniennnnrianeevens L - 1 2
pregrant for several months.
v
DIAPHRAGM, FOAM JELLY Women can| YES/SPONT.............0 rendd YES.iiiivnvinnnnnnl YES ... vaunas O |
place a sponge, suppository, YES/PROBED. .. .vuvnncunmoasons 2
diaphragm, jelly or cream in- L 3 L 1 2 MDDt iieeencnercaancanarannen 2
side them before intercourse. ]
¥
COMDOM Men can use a rubber YES/SPONT . ... ..ot inaan 1 YES. i ininiinaaas 1 .4 3 1
sheath during sexwal inter- YES/PROBED, .. vvnecvrnrnnnnn 2
course, L0 T T T 3 NOL Ll T2 I 11 T R 2
—_ v
FEMALE STERILIZATION Momen YES/SPONT .. L iviuriiiannnnns 1 Have you ever had an| YES...cciemerrrinmnannn, 1
can have an operation to avoid | YES/PROBED.................. 2 operation to avoid
having any more children, NO. . iievrnirnannnnnsns PR 3 having any more T 2
children?
YES. ..civrvninnnns 1
[0 2
v
MALE STERILIZATION Men can YES/SPONT ... vurivninnrioans 1 L1 1 YES.euwnevorornsarsrnansanal
have an operaticn to avoid YES/PROBED. .........0nvemnn- 2
having any more children. . L T 3 1o P N T 19 2
¥
PERIOD|C ABSTIMENCE Couples YES/SPONT ..., i ciannnns 1 YES .. it iiiinnnes 1 Do you know where a person
can avoid having sexual inter- | YES/PROBED..,...........c... 2 can obtain advice on how to
course on certain doays of the o 3 T 2 use periodic abstinence?
month when the swoman 15 more
lLikely to become pregnant,
¥
WITHDRAWAL  Men can be careful | YES/SPONT......cnvvaranenaan 1 YES. i viinanienn 1
and pull out before climax. YES/PROBED. ......cvuuvennnns 2
1 31 . 2
1%
Have you heard of any other YES/SGPOMT ..o ir e iiicaaene e 1
ways or methods that women
or men can use to avord o 3.
pregnancy?
1 YES. . iiinisiannnn 1
(SPECLFY) L 2
2 YES.eeuronuinrennns 1
(SPECIFY) 2 2
3 TES. i ranmeniiaenn 1
(SPECIFY) e P 2 ; A i s d
v
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QUESTIONS AND FILTERS

CHECK 303: MOT A SINGLE "YES"

{NEVER USED)
v

AT LEAST OME "YES"
(EVER USED}

SKIP
CODING CATEGORIES

Ll sxie 1o 308

306 Have you ever used anything or tried in any way to YES . eeriermsranisanarocnnnnnns D
deley or svoid getting pregrnant?
MO vvemernneeeenes IS I .0
|
3a7 What have you used or done?
CORRECT 303-305 (AND 302 IF NECESSARY),
308 Now I would like to ask you about the time when you

first did something or used e method
to avoid getting pregnant.

How many Living children did you have st that time,
if any?

1F NONE, RECORD *00',

CHECK 223:

NOT PREGMANT PREGMANT l———]

NUMBER OF CHILDREW......... ED

OR UNSURE

CHECK 303:

WOMAN NOT

WOMAN [
STERILIZED STERILIZED

v
31 Are you currently doing something or using any method 4 2N 1
to delay or avoid getting pregnant?
NO . e it nicriiaussosnanunnnnnnns 2——u324
e Vhich method are you using? I o1l I
L o2
INJECTIONS. ... ... it 03
DIAPHRAGM/FOAM/JELLY . .. cvuneusn 04
CONDOM. ... i iininrananunnnrs 05 318
312a] CIRCLE '06* FOR FEMALE STERILIZATION. FEMALE STERILIZATION........... 06
MALE STERILIZATIOM.....cconunss 07
PERICDIC ABSTIMENCE............ 0
WITHDRAWAL............ fesaaneas 09 |-323
OTHER 1
(SPECIFY) |
313 At the time you first started using the pill, did you YES.ivurrennns issasresraaannnns 1
consult a doctor or s nurse ?
NO.iouvnanooncnuuuncscssaananuns 2
DK e ce i iata e -]
34 At the time you last got pills, did you consult a doctor] YES......vveeoioiviininurananas 1
or a nurse?
L 2
|
s May | see the package of pills you are using now? TRIPHASIT . veiiivarrornannmmrnnns 1
OVRAL....ovvnerns ermrssesanmares 2
RECORD MAME OF BRAND. MICROVAL .. iuvisninnencnnrnnnns ..3 nz
NORDETTE. i vuiiisesraamarsnnnns &
OTHER 5
(SPECIFY)
PACKAGE NOT SEEM................ -]
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
TRIPHASIT....ccannns [P |
316 Do you know the brard name of the pills OVRAL...covvirnrennnnnnnnana rered
you are now using? MICROVAL..covverancnnnana .
NORDETTE...vovrvvannannmens Y
OTHER 5
{SPECIFY)
RECORD WAME OF BRAND. DK, erinannanns rarenmrrenan ...8
317 How much does one {(packet/cycle) of pills cost you? COST (rand)........ I—j I—j
FREE .« iieiccincncnannnansons 996
DK....... Ceserenerenmasa e, .998
318 CHECK 312: GOVERNMENT HOSPITAL........ P 3 |
GOVERNMENT MEALTH CENTER /
SHE/HE STERILIZED USING AMOTHER METHOD GOVERNMENT CLINIC........... 12
I]TJ [F] PHC CLINIC (MOBILE).............13
, p FIELD WORKER.....ovevuranesnn. ..14:[.321
v v PRIVATE DOCTOR. .. .ovvrnvnrnnnes 21
where did the Where did you obtain PRIVATE HOSPITAL OR CLINIC......22
sterilization take (METHOD) the Last time? PHARMACY . ............ srererenans 3
ptace? SHOP. . oevineianans eemreanuna 3
FRIENDS/RELATIVES....cvvvevnrann 32
DTHER &1
(WAME OF PLACE) (SPECIFY}
DK et N L et T4
319 How long does it take to travel MINUTES. ..cieieinnans .|
from your home to this place?
HOURS . .. ivvrininnannnnnss 2
IF 90 MINUTES OR LESS, RECORD MINUTES.
OTHERWISE, RECORD HOURS. DKttt iiini i 998
320 Is it easy or difficult to get there? EASY .. viierirenetcnnnnnan Cesenes 1
DIFFICULT. it iniiiianccnancnnnnan 2
CHECK 312:
USING

SHE/HE AMOTHER
STERILIZED F] ME THOD 1l

¥

322 In what month end year was MORTH . . .veveierenencnanas .
the sterilization operation performed? }'329
YEAR. ..o irierrenannna PR
323 For how many months have you been using l
(CURRENT METHOD) continuously? MONTHS . .. iivvernrcnancnanan
329
[F LESS THAN 1 MONTH, RECORD '00D°*. 8 YEARS OR LONGER..... RPN -4 I
326 Do you intend to use a method to delay or avoid YES. i iviiinrnnraannas P e T4-3
pregnancy 8t any time in the future? L F |
DK, v cnvnernenanas vasrsrarsnas.B—330
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SKIP

NO. QUESTIONS AND FILTERS CODIMG CATEGORIES TO
325 what is the main reason you do not intend to use WANTS CHILDREN.......vvnnnsy--.01—
a method? LACK OF KNOWLEPGE........... ...02
PARTNER OPPOSED...... verransanrs03
COST TOO MUCH........ ceenranana0b
SIDE EFFECTS..icinrrannnecans ..05
HEALTH CORCERNS......ccvv0snq..06
HARD TO GET METHODS........ v 07
RELIGION.......... essaenennann 08 330
OPPOSED TO FAMILY PLAMNING.,.,..09
FATALISTIC.......cvnuennnan., .10
OTHER PEOPLE OPPOSED........ e
INFREQUENT SEX.....cvveecauaaaa12
DIFFICULT TO GET PREGNANT...... 13
MENOPAUSAL /HAD HYSTERECTOMY....%4
ENCONVENIENT . .. ... .00unns eeara15
NOT MARRIED... ..o cunaanvnen S ¥
OTHER 17
(SPECIFY)
DK..eeennnan heamaamaaaas voess 98—
326 Do you intend to use a method YES. . vnrencranns etraaam e, 1
within the next 12 months? NO....... tertianananen emeanaeans 2
DKerrrvisnnncannnan veseasseanrnn 8
327 When you use a method, which method would you PILL s sscennrascsanansaarannans m
prefer to use? IUD. e e rimreiiaenennrnrs eaena02
INJECTIONS..... baasensnen, verss03
DIAPHRAGM/FOAMSJELLY ... ........ 04
CONDOM . . .vaveiinnnsnans sesasana 05
FEMALE STERILIZATION........... 06
MALE STERILIZATION....vovuvenns o7
PERIODIC ABSTINENCE............0
WITHORAWAL . .....cvuvne [ 09
QOTHER 10 3130
(SPECIFY)
UNSURE ... vouevrrvnsnnsannnnnsn 9
|
328 Where can you get (METHOD MENTIONED IN 327)? GOVERNMENT HOSPITAL............. 1
GOVERNMENT HEALTH CENTER / ’~332
GOVERNMENT CLINIC........ vael2
PHC CLINIC (MOBILE).............13
FIELD WORKER. .. ...vvuvvorvaransa 14 334
PRIVATE DOCTOR......covaerurv-nn 21
PRIYATE ROSPITAL OR CLINIC...... 22 I-332
PHARMACY . ... ivincnravnocrnannns 2
SHOP i mevvnmmnnrarsorannmmansasas 31—332
(NAME OF PLACE) FRIENDS/RELATIVES . oo ivuvunnnnnan JE—I
OTHIR H1—-1. 334
(SFICIFY) i
5 98— 330
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SKIP

QUESTIONS AMD FILTERS CODING CATEGORIES

CHECK 312:

USING PERIODIC USING A MODERN
ABSTIHEWCE, WITHDRAWAL, METHOD
QTHER TRADITIONAL METHOD

v
330 Do you know of a pleace where you can obtain YES i ereieiennirinnarenaneans .|
a method of family planning?
NO........ caesnssasnsnn ceresenan 22— 354
kXA Where is that? GOVERNMENT HOSPITAL..... [r——]
GOVERNMENT HEALTH CENTER /
GOVERNMENT CLINIC.......00c. 12
PHC CLINIC ¢(MOBILE)......uvu....13
FIELD WORKER......cc0uvenus- eeeTo——2 334
PRIVATE DOCTOR......... eeiaeean 21
PRIVATE WOSPITAL OR CLINIC...... 2
PHARMACY .. ... tesneseserenvaen ...23
SHOP. ..........vueas sessserennas 3
FRIENDS/RELATIVES...... ... ... 32
OTHER &1— 334
(NAME OF PLACE) (SPECIFY)
332 How long does it take to travel MINUTES........ ermaans 1
trom your home to this place?
HOURS...ovvnvunnncnns ..2|0
1F LESS THAN 2 HOURS, RECORD MINUTES.
QOTHERWISE, RECORD HOURS. OK..overvannnnn sersramrrresaan 9998
333 Is it easy or difficult to get there? EASY covnanann Hererenesnnas PR |
DIFFICULT.....coutn. tevvraamaan 2
338 Is it acceptable or not accepteble to you for family ACCEPTABLE. ... .vinicivrenrenans 1
planning information to be provided on the radio or NOT ACCEPTABLE...... feeranranans 2
television? DKeseieireeverencanacnrmrrnsnsens 8
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402

CHECK 222:

ONE OR MORE
BIRTHS SINCE JAN. 1987

v

ENTER THE LINE NUMBER, NAME, AND SURVIVAL STATUS OF EACH BIRTH SINCE JANUARY 1987
ASK THE QUESTIONS ABOUT ALL OF THESE BIRTHS.

USE ADDITIQONAL FORMS).

Now | would {1ke to msk you some more guestions about the health of all your children born in the past five years,

SFCTION 4A,

PREGMANCY AND BREASTFEFDING

WO BIRTHS

SINCE JAN. 1987

(We will talk about one child at & time )

LINE NUMBER
FROM Q. 212

LAST BIRTH

D——o (SKIP TO 501)

IN THE
BEGIM WITH THE LASYT BIRTH. (I1F THERE ARE MORE THAN 3 BIRTHS,

MEXT-TQ-LAST BIRTH

TABLE.

SECOND - FROM-LAST BIRTH

FROM @, 212 NAME NAME NAME
AND Q. 216 ALIVE I:] DEAD I:] ALIVE I:] DEAD I—_r] ALIVE I—_r] DEAD I:-]
v HEERENNE , D, BRI |, T o MR
403 At the time you became THEN. . ceniisvnmaannns a1 THER. .o cn i ieaerennmarans 1 THEN . v e v e insianennens A
pregrant with (NAME), did (SKIP 10 405)1———] (SKIP O 405}«———] (SKIP TO "005)4———]
you want to become
pregrant then, did you LATER.......... eevescana d | LATER. .. oiiiiiiiiiaanias 2 | LATER..... e aaaeaiaeaaa. 2
wWant to wait until later
or did you want no more HO MORE. .............. 31 MO MORE............ P 3] MO MORE. ... .onrieennnn. 3
children at all? (SKIP TD 4D5)« (SK1P TO 405)« — (SKIP TO 405)e—
404 | How much longer would you
like to have waited? MONTHS ., ..o ienan 1 MONTHS, ., .......... 1 MONTHS ., ... el 1
YEARS.....cvvvunns 2 YEARS ... vvvnnnnnns 2 YEARS . i vnnvnarnas 2
., ce...998 1 DK e i 98
405 § when you were pregnant DOCTOR. .o.vvsnunvnnnanaaanh IDOCTOR. .. o0iuviniiannann.s A |DOCTOR. . ..vviveaa e A
with (MaME), drd you see NURSE/MIDWIFE ... __....... B {WURSE/MIDWIFE. ._...._ ..... B |NURSE/MIDWIFE. .. .......... 2]
pnyone for antematal care TRADITIONAL BIRTH TRADITIONAL BIRTH TRADITIONAL BIRTH
for this pregnancy? ATTENDANT, .. ...........C ATTEMDANT. ... ...,......C ATTENDANT. . ... ... ... C
GTHER D JOTHER D |OTKFER D
1F YES, Whom did you see? (SPECIFY) (SPECIFY) (SPECIFY}
Anyone eisc? HO OHE. . souavrnasnrmansnn E-1 (NG ONE. ... ecvnssvsrannnnn EqINOONE.. ... ... .. ve-.E
RECORD ALL PERSONS SEEN, (SKIP TQ 409)4#——] (SK1# TO 409)-i] {SKIP 10 409} 4 B
406 | Were you given an ¥ES . i iirvenanrran [ £ 3 1 YES it iarr i 1
sntenatal card for
this pregnancy? L 2 NOL . 20 N0 el 2
DK seirs e iee e, 8 DK, .. ertdee e i1 DK, v ivrnns rrmen. ea..8
407 | How many months pregnant
Were you when you first MONTHS. .. .covieaen .. D:—I MONTHS, v veninianna MONTHS, .. ... T
saw someone for an antenatal - — -l
check on this pregnancy?
&0R § How many antenatal visits
did you have during
this pregnancy?
409 | when you were pregnant
With (NAME) were you given 3 N {2 - cens ] YES el 1
an injection in the upper arm
to prevent the baby from N, ianvrrnsnasancarnnaen 27| NO..... rverirere ey LT I [ P AR 2
getting tetanus, thet is, (SKIP TO 411)4———;] (SKIP TO 611)-——Aﬂ (SKIP TO 411)a ]
convulsions after birth? DK it DE...... ferraracarearaas o] SR I .
410 | During this pregnancy
how many times did you get TIMES oo vvvunnnnnss D TIHES..................D TIMES uvvvuunnnrinannn l:l
this 1njection?
3 . L PP T [ 1 . R P .
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- T |

LAST BIRTH
NAME

NEXT-TO-LAST BIRTH
WAME

SECOND - FROM-LAST BIRTN
NAME

&N Where did you give YOUR HOME...........cov0. 91 JYOUR HOME........ veareal? |YOUR MOME.......0veeueaal 11
birth to (MAME)? OTHER HOME.............. .12 [OTHER HOME............... 72 |OTHER HOME.......
G¥T. HOSPITAL............21 [GVT. HOSPITAL.. .. ........21 |GV¥T. WOSPITAL.....cue....21
GVT. HEALTH CENTER.......22 |G¥T. HEALTH CENTER.......22 |G¥T. MEALTH CEMTER.......22
GYT. KEALYH CLINIC.......23 |G¥T. HEALTH CLINIC.......23 [GYT. HEALTH CLIMNIC....,..23
PRLIVATE HOSPITAL/CLINIC. .31 |PRIVATE HOSPITAL/CLINIC..31 [PRIVATE HOSPITAL/CLINIC..31
OTHER &1 OTHER 41 [OTHER 41
(SPECIFY) (SPECIFY) (SPECIFY)
&12A] Who assisted with the DOCTOR......... eenasnnenaoh JDOETOR. iutiyiinasnesaash |DOCTOR. (.o iiiiinnernasnn A
delivery of (NAME)? NURSE /MIDWIFE..... vaveeed.B |NURSE/MIDMWIFE. .. ... ceveasB |MURSE/MIDWIFE....ovovuua..B
TRADITIONAL BIRTH TRADITIONAL BIRTH TRAD!TIONAL BIRTH
Anyone else? ATTERDANT . . ..0vvnunnnan c ATTEMDANT......v0vaeea.C ATTENDANT ... vuuscanasn
RELATIVE. .. ... ..ivvaiennns D [RELATIVE. ... .. iiiannnnas:D |RELATIVE. .., 0eeruussaaaqa.D
PROBE FOR THE TVYPE OF OTHER E |OTHER E |OTHER E
PERSOW AND RECORD ALL (SPECIFY) {SPECLFY) (SPECIFY)
PERSOMS ASSISTING. HO OWE........... vesvs-sa F [MO DME. . ourveeiuninnnnaasF [MOONE. ... ooiiireanannaadf
4124 | D1d you cxpericnce any LABOR MORE THAN 2& HOURS..A |LABOR MORE THAN 26 MHOURS..A |LABOR MORE THAN 24 HOURS..A
complications during labor and/|EXCESSIVE BLEEDING........ 8 [EXCESSIVE BLEEDIMG........B |EXCESSIVE BLEEDING........B
or delivery of (MAME)? CONVULSIONS. . ... Cisnsranna € [COMVULSIONS. . ......... 2ve.C [CONVULSIONS. ... c000aurae.C
MALPRESENTATION........... D |MALPRYSENTAVION... ev-.D |MALPRESENTATION., i vvery..P
Yo, What kirad of ptobilem(u)]| (bruech, tHabkvsl se) {iwich, tranuvel ae) (Wreech, transverse)
did yuu huvet MULTIPLL PRELNANLY,....... L |MULTLIFLE PHEGNANCY........E [MULTEPLE PHEGMANCY........E
HWIGH FEVER...........--.-. F |HIGH FEVER....... veevraensF [HIGH FEVER,  uvuvsunernnasF
RECORD ALL PROBLEMS LISTED. OTHER G |OTHER G [OTHER G
{SPECiFY) (SPECIFY) {SPECIFY)
NOME. ............. wevases H JHONE . . L . iiiiiianas H |MONE. ... ... .o vvvarrvnnnnnn H
£13 Wa, (NAME ) Dorn on 1ime DN TIME. ... ... i 1 ON TIME. ., .......cvvennnn 1 ON TIML, . ... oa.es PR |
of prematurcly?
PREMATURELY . ..... e 2 PREMATURELY, ..., .. ,0.c..-.2 PREMATURELY......... -
DK.viviivinenns P I T - [ I I RN .
414 Was (MAME) delivered YES. ... .. T T 1 YES....... Geaiiiesrraraas 1 YES . v it iivier s A
by cacsarian scctyon?
HO..... I T z NO...... ettt e nan z O .2
&35 When (NAME) was born,
wds he/she;
very large, VERY LARGE............... 1 VERY LARGE...... RS | VERY LARGE........... . 1
larger than avcrage, LARGER THAN AVERAGE......Z LARGER THAW AVERAGE......2 LARGER THAM AVERAGE... 2
average, AYERAGE..........vvvnvean AVERAGE ............... AVERAGE..... PP 1
smalier thar averuge, SMALLER THAN AVERAGE..... & | SMALLER THAM AVERAGE..... 4 | SWMALLER THAN AVERAMGE.....&
or very small? WERY SMALL............... VERY SMALL.........-c.... 5 VERY SMALL........ -
5 8 DK....... Cheibiieenrnean 8 ] B
&16 | Was (NAME)} wWerghed YES..ovviiuinnn s LI I 15 T P N 0 1 2 1
at birth?
NO. ..o 2 L P HO....... e eraresanon, .2
(s5xIP 7O L1B)4*—f—} (skIpP TO 1-1‘3)--—»—1 {(SKIP TO 4!9)1*—]
417 How much did (WAME )} weigh?
GRANS........ E[D GRAMS........ D:ED GRAMS....... . [D:D
2 G B 1. B8 | DKevenvnriieannna veves. .98
418 | Haw your peried returnca YES tiiiiiianiiiaiae 1 v :'j,fq;.,',ill" ~;‘:E
since the birth of (NAME)? (SKIP TO f.zm.fJ TR ’!'-}
NO. .ot ie i inannnnrnnas 2 . I ;'“j."' |
(SK[P TO 421 )4—] ittt | L oot sk« Db LA il
419 | b1d your period return between YES .......... S YES .......... P |
the birth of (NAME} and your
next pregnancy? L [ Y L (= P eeneaan evenaaad
(SKIP TO 423)-—] (SKIP YO ‘23)0—]
420 For how many menths aftee
the byrth of (NAME) did MONTHS . . i einivanas D] MONTHS, ... .ovvnnune- D] HUNTHS..........-...D:}
you not have a period?
DKt 98 | DKoo e 98 | DKL drrieeera,98




CHECK 223:

RESPONDEMT PREGNANT?

LAST B.IRTII

NEXT-TO-LAST BIRTH

SECOND - FROM-LAST BIRTH

NaoT
PREGWANT

PREGWANT

Ousure []

(SKIP TO 423)
v

JEB I AP PR |
et

If‘! H' I
il mi%' B
‘IH"‘" ‘ "illi{ ‘ﬁlu“ill' J R HERE

4 Have vou resumed sexusl 3 PR B I - 1% um-n-ua;nunzu»-~umunmmmmuum SR RN 1
2 | e o remm voiat sfgm;:w;, i ;;g;;;*ﬂﬁ%-;ﬁis;ﬁ;;gg:wﬁﬁgﬁﬁ 2
TeRrE
of (NAME)? U g!ﬁgggyf‘f!’ N
(SKiP TQ 1’-2‘-)-—] m‘"“;mmm i i ey R L
423 | For how many months after
the birth of (NAME) did MIHS..............[D MONTHS..... MONTHS..... .D]
you not have jexual
relations? DKeveorvrrenrinnnnnnnn 98 | DK (ooo... . 2 - 1
424 | 01d you ever YES s renmasi i innnnanss b 1 1 LT BB 1 PR TR |
breastfeed (NAME)? (SKIP TO 626)-—] (SKIP TO 433} (SKIP TD 433)
M.ttt nnimassrnnmanans .+ 2 L 2
425 | why did you not MOTHER |LL/WEAK.........01 | MOTHER ILL/MWEAK..... wa-a019| MOTHER ILL/WEAK.........00
breastfeed (NAME)? CHILD ILL/WEAK..........02|| CHILD ILL/WEAK.... .. 020 ] CHILD ILL/GEAK..........02
CHILD DIED......vouu....03 CHILD DIED..cssasnssass.03 CHILD DiED........cc... .03
MWIPPLE/BREAST PROBLEM...04 NIPPLE /BREAST PROGLEM...04 NIPPLE/BREAST PROGLEM, . .04
IENSUFFICEENT MILK.......05 INSUFFICIENT MILK.......05 IMSUFFICIENT MILK.......0%
MOTHER WORKIMG..........068 MOTHER WORKING...... ...06 MOTHER WORKING..........08
CHILD REFUSED........... 07|} CHILD REFUSED...........07|{ CHILD REFUSED...........07
OTHER 084 | OTHER 08{ | OTHER 084
{SPECIFY) (SPECIFY} (SPECIFY}
(SKIP TO 435)« (SKIP TO 435)« (SKIP TO 435)«
426 | How long after birth did

you first put (NAME) to
the breast?

[F LESS THAN 1 HOUR,
RECORD 00! HOURS.

LF LESS THAN 24 HOURS,
RECORD HOURS.

OTHERWISE, RECORD DAYS.

CHECK 216:

CHILD ALIVE?

IMMEDIATELY............ 000

HOURS..covuuivnnnaaal

ALIVE

DEAD
[

v
(SKIP TO 433}

428 | Are you still breast~ YESeueciivarnnnncnnnnnnee 1
fecding (HAME)?
noz]
{(SKIP T0 433)
429 | How many times did you NUMBER OF
breastfeed last mght W IGHTTIME I:D
between sunset and sunrise? FEECINGS
IF ANSWER S NOT NUMERIC,
PROBE FOR APPROXIMATE WO.
430 | How many times did you NUMEER OF
breastfeed yesterday OATLIGHT D]
during the daylight hours? FEEDINGS

1f ANSWER 1S NOT NUMERIC,
PROBE FOR APPROXIMATE NO.
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4«31 At any time yesterday

or LusT night was (NAME)
given any of

the following?-

Platn watler?

Sugar water?

Juice?

Herbal teo?

Baby tormula?

Fresh fsour mylk?

Tinned or powdered miix?
Other Liquids?

Any solid o~ muuhy fcod/

432 CHECK 431,
FOOU OR LIUUID GIVEN
TESTERDAY?

NO
FLAIW WATER.......... 2
SUGAR WATER. 2
JUICE.....vuuuas . 2
HERBAL TEA........... 2
BABY FORMULA..... 2
FRESH/SOUR MILK...... 2
TINNED/POWDERED MILK.1 2
OTHER LIGUIDS. ..., [
SOLID/MUSHY FOOD..... 12
T
"EEY TO
ONE OR UNOY TO AlL
HOREl—J [,J
I
v (SKIP TO 436)

LAST BIRTH

NAME

NEAT-TO-LAST BIRTH
NAME

SECOND-FROM-LAST BIRTH
NAME

(SKIP TO &3/

[RIUR 1 TN TR i}
R TR T
w1 !
r [RRT N

o .
[EREE I

it

it

5

655 Fur how marty montbs did
you breastteed (NAME )Y

434 why did you stop
breostfecding (NAME )7

CHECK 216

CHILD ALIWE?

436 Wus (NAME) cver given
Water or anything clec
to dripk or cat

{other thon broastmr lk)?

MUNTHS .. ... ..., [ [ J MONTHS.............. } MONTHS, . .ur i iunnnnn )
UNTIL DIED.. ... oeilnn. 96 UNTIL DIED.............. L) UNTIL DIED.......s e 6
(SKLP TO 436)1—] (SKIP TO 436)4—] {SKIP TO Glb)-g»——J
MOTHER TLL/WEAK......... 01 MOTHER ILL/WEAK......... 01 MOTHER [LL/WEAK,.... .01
CHILD TLL/WEAK.,....,...02 | CHILD JLL/WEAK.,,.......02 CHILD ILL/WEAK.. ..02
CHILD DIED....ovvvnnnnns 03 | CHILD DIED.....oviuuennn 03 CHILD DIED........ .03
NIPPLE/BREAST PROBLEM...04 | NIPPLE/BREAST PROBLEM...04 NIPPLE /BREAST PROBLE .04
IMSUFFICIENT MILK....... 05 INSUFFICIENT MILK....... 05 INSUFFICIENT MiLK.......05
MOTHER WORKING, .. MOTHER WORKING.......... 06 MOTHER WORKINWG... D&
CHILD REFUSED...... {HILD REFUSED........... 07 | CHILD REFUSED. ..07
WEANING AGE WEANING AGE............. 08 | WEANING AGE..... ..08
BECAME PREGNANT......... BECAME PREGNANT......... 09 | BECAME PREGNANT......... 0
STARTED USING STARTED USING STARTED USING
CONTRACEPTION. coouwous 10 CONTRACEPTIOH. ... ouvus 10 COMTRACEPTION.......... 10
QOTHER 1" OTHER 1 OTHER n
{SPECIFY} {SPECIFY) (SPECIFY)

ALLVE [Q

¥
(SKIP TO 437)

ALIVE
t

¥
(SKIP TO 437)

ALIVE
-

v
(SKIP TO 437)

YES. oo 1 YES . . i 1
L 2 NO, L it e 2
(SKIP TGO QLD)qAAAJ {SKIP TO ﬁ#ﬂ)-———J




437

u39

440

How mary months old was
(NAME) when you
started giving the
following on a regular
bagis?:

Formula or milk other
than breastmilk?

Plain water?

Other [iquids?

Any solid or mushy food?

IF LESS THAN 1 MONTH,
RECORD '00'.
CHECK 216:

CHILD ALIVE?

Did (NAME) drink anything
from a bottle with a nipple
yesterday or last night?

GO BACK TO 403 FOR NEXT BIRTH; OR,

LAST BIRTH

NEXT-TOD-LAST BIRTH

SECOND-FROM-LAST BIRTH

NAME NAME

AGE IN MONTHS....... AGE IN MONTHS....... [::I::] AGE IN MONTHS.......

NOT GIVEN........c0vvras 96 | NOT GIVEM........civuuns 96 | NOT GIVEN. . .........u... 6
AGE [N MONTHS....... —I AGE IN MONTHS....... D:] AGE W MONTHS....... D:I
NOT GIVEN......c.... Wa-.P6 | NOT GIVEN.. ... ........ 96 | NOT GIVEN..........c.u.. 9%
AGE IN MONTHS....... _] AGE IN MONTHS,.,.... [::I::] AGE IN MONTHS....... [::[::
NOT GIVEN.....ovveaeaus 96 | NOT GIVEN. .. .. ..ies. 96 1 NOT GIVEN. . .......ccuua.. 96
AGE TN MONTHS....... D:' AGE IN MONTHS....... D:I AGE TN MONTHS....... D:'
NOT GIVEN.. .. coviunenenn 96 | NOT GIVEN.........0 0nnae 96 | NOT GIVEN. ..vnvrnnernnnn 94

(SKIP TO 4450)

YES vviriausirercannnnansl

L .2
DKo iiireinienes veean8

[F NO MORE BIRTHS, GO YO FIRST COLUMN OF 441
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SECTION 4B. IMMUNIZATION AND HEALTH

4647 | ENTER THE LINE NUMBER, NAME, AND SURVIVAL STATUS OF EACH BIRTH SINCE JANUARY 1987 IN THE TABLE. ASK THE QUESTIONS
ABOUT ALL OF THESE BIRTHS. BEGIN WITH THE LAST BIRTH. (IF THERE ARE MORE THAN 3 BIRTHS, USE ADD!TIONAL FORMS).

LINE NUMBER
e [ T T

LAST BIRTH MNEXT-TO-LAST BIRTH SECOND-FROM-LAST BIRTH
NAME NAME NAME
442 | Do you have a health passport YES, SEEN........civovuen 19| YES, SEEM.....c...ivvunnnn 1 YES, SEEM.........c...... 1
or card where (NAME'S) (SKIP TO 444)-——»——] (SKIP TO 444)-——»——] (SKIP TO 444)

vaccinations are written down?

YES, WOT SEEN............ 2 YES, NOT SEEN............ Z2 YES, NOT SEEN..... eareenn 2
[F YES: May [ sec 1t, please? (SKIP TO 446)-——] (SKIP TO “6)-—] (SKIP TO 0’.66)-—]
NO CARD. ... .iisicacanss 3 HO CARD....iivovenasanaans 3 NO CARD....iivininccnnaan 3

443 1 Did you ever have a health YES . i i ciiiiicitiianannan 1] YES . iiiiiernsiornnncaasaa 1 YESiiiiisiinannnsnanns .1
passport or vaccination card (SKIP TO 446)-—] (SKIP TO #46).—] (SKIP TO 466).—]
for (NAME)}? NO 2 NO 2 NO 2

(241 (1) COPY VACCINAIION DATES
FOR EACH VACCINE FROM
THE CARD.

{2) WRITE *44' 1M 'DAY®
COLUMN, [F CARD SHOWS
THAT A VACCINAT]ON
WAS GIVEN, BUY

NO DATE RECORDED. DAY MO YR DAY MO YR DAY MO YR
POLIO O PO PO PO
BCG BCG BCG BCG
POLIO 1 P1 P1 P1
DPT 1 D1 D1 (2]
POLIO 2 P2 P2 P2
DPT 2 D2 D2 D2
POLIO 3 P3 P3 P3
DPT 3 D3 D3 D3
MEASLES MEA MEA MEA
445 | Has (NAME) received YES . it Sl YES. LT =5~ 14
any vaccinations that (PROBE FOR VACCIMATIONS (PROBE FOR VACCINATIONS {PROBE FOR VACCINATIONS
are not recorded on AND WRLTE '6&6' 1IN THE AND WRITE '66' [W THE AND WRITE ‘*66* IN THE
this card? CORRESPONDING DAY -« CORRESPONDING DAY - CORRESPONDING DAY -
COLUMN IN 444) ——— COLUMN IN 444) ———— COLUMN N 444)
RECORD ‘YES' OKLY IF
RESPONDENT MENTIDNS BCOG, L -2 B -2 I . 1 N 2
OPT 1-3, POLIC V-3 AND/OR DK . e i e e - T I 1 3 G 8
MEASLES VACCINE(S). (SKLIP TO 447A)a (SKIP 10 447A)a (SKIP TO 44TA)«

446 | Did (NAME) ever recelve YES . ittt ittt r e 1 TES e i iinsnenenenenennn 1 YES. .ttt iierereraranians 1

any vaccinations to NO. .o 29 N .. 210 N -
prevent him/her trom (SK1P TO 447!\)1# (sKiP TO foLTA)o——] (SK1P TO 44?A)q——ﬂ
getting discascs? DK DK 8/l bk




L ______________________________________________________________________________ ]
LAST BIRTH NEXT-TO-LAST BIRTH SECOND- FROM-LAST BIRTH

NAME NAME NAME

LT Please tell me if (NAME)
(has) received any of the
following vaccinations:

A BCG vaccination against YES eumrnnnannaonnnnannas I R = T YES it ititinrnrararan 1
tuberculosis, that is, an o A I 2 B L O, tarennana 2
injection in the {eft upper 2 - < . S N | D B
arm that caused a scar?
a scar?
Polio vaccine, that is, YES . ncencansannnannarann B R T { = 2 P B I 1 1 T |
drops in the mouth? L . [ o - o O 2
DK,.oecnnnsnonaonnansnnes 8 DK, rvnisssrtssnosasaneres 8 DK it e r e B
1F YES:
How mapy times? NUMBER OF TIHES........D NUMBER OF TIMES........ D RUMBER OF TIMES, . ...... I:I
An injection against YES eieerionnannonannnnnes 1 YES..iovcannosnonnnarones 1 YES . i iiiiecmemicsreasnnas 1
measies? [ - T T - o A 2
DK.vvernsnnarnncnannnnnes B
LLTA] Did (NAME) ever have measles? YES . o iiiiiiiia i 1
o - 2
(SKIP TQ L48)e—— |
2] . [ . £
4478 ] How old was (~AME) when he/she
had measles? MONTHS . ....... PR | MONTHS ... i e v -t 1 MORTHS .. . .......... 1
RECORD IN MONTYS [F LESS THAN YEARS .. verennnrran 2 YEARS . cverevrr-n-- 2 YEARS .. ovveiaia. 2
2 YEARS. OTHERWISE RECORD
IN YEARS. DK.eiciiiinicenennennes Lo T I . 998 | DK...ovirierirninnnnann 998

CHECK 214:
ALIVE [J DEAD ALIVE [J DEAD ALTVE [3 DEAD
v v

v
(SKIP TO 450) (SK1P TO 450) (SKIP TO 450)
v T

GO BACK TO 442 FOR NEXT BIRTH; OR, IF NO MORE BIRTHS, SKIP TO &477.

CHILD ALIVE?

450 | Has (NAME} been ill with
a fever at any time in
the last 2 weeks?

451 | Has (NAME) been ill with
a cough at any time in
the last 2 weeks?

452 | Hes (NAME) been ill with YES..... rssassaneerraas 1 TES it tnnnscrncioresannnss T YES ittt 1
a cough in the lest o S eararersanwan 2 WO, . ioevennann eaeaseanas 2 NO . it iriremanananananns 2
24 hours? 1] weeoe B | DKeanaaa.. e ierraeaeae 8| DKivreiiii i PR

453 | For how many days (has the
cough lasted/did the cough DAYS. . cvenenrnn e ..m DAYS . i ieeiernnnnnen- [l] [5.3 4 D:'
last)?

IF LESS THAN 1 DAY,
RECORD '00*.

454 | when (NAME) had the YES . iriurncuanoonmanannas TR T T = T YES. i i 1
illness with a cough,
did he/she breathe NO..verieanannans P I, 1+ PO R B .« N 2
faster then usual with
short, rapid breaths? DK...... sessanaenenrrrnan - J T 1IN - I 8




456

450

CHECK 450 AND 4&51:

FEVER OR COUGH?

Was anything given to treat
the fever/cough?

LAST BIRTH
WAME

“YES"™ IN EITHER
450 OR 451

NEXT-TO-LAST BIRTH
NAME

“YES" [N EITHER
430 OR 451
OTHER

+(SK[P

SECOND- FROM-LAST BIRTH
NAME

"YES" IN EITHER
450 OR 451

QTTHER
(SKIP

10 460)

What was given 1o treoat
the fever/cough?

Anything clse?

RECORD ALL MENTJONED,

YES . iimi i trnirnanrinnen 1 YES. . ooiiea e raabes YES...vuus
L e P20 [ [ P [ PR
(SKIP TO ssa)./—BJ (SKIF TO 458}« (SKIP TO 458)

DK.weeeeannn Cirarierans oK, i 1] S
INJECTION.........oiilnns A INJECTION. ... .connanat, A INJECTION... .. eteriarean A
ANTLRBIOTIC ANTIBIOTIC ANTIBIOTIC

(PLLL OR SYRUP)......... B {PILL OR SYRUP}......... B (PILL OR SYRUP).........B
ANTTMALARTAL ANTIMALARIAL ANTIHALARIAL

(PILL OR SYRUP)......... C (PILL OR SYRUF}.........C {PILL OR SYRUP).........C
COUGH SYRUP......... svessD | COUGH SYRUP....vevuivannn D COUGH SYRUP.....couuunnnn D
QIMER PLLL OR SYRUR...... £ | DTWER PILL OR SYRUP.,.... £ ] OTHER PILL OR SYRUP...... E

UNKNOWN PILL OR SYRUP..,.F
HOME REMEDY/

UNKNOWN PELL OR SYRUP,...F
HOME REMEDY/

UNKKHCWH PILL OR SYRUP....f
MOME REMEDY/

Did you scck advice or
consultation for the
tever/cough?

wWhere did you seck
advice or consultation?

Anywhere cisc?

RECORD ALL MENTIONLD.

Has (WAME) had diarrhoca
in the last two weeks?

61

HERBAL MEDICINE......... G | HERBAL MEDICINE......... G | HERBAL MEDICINE......... G
OTHER H | OTHER W | DTHER H
(SPECIFY) (SPECIFY) (SPECIFY)
YES e eiiaaaaaae vt | YES...... e 1] YESaeennn.., e 1
[ P D A s T 29| NOL. e cereaena2
KIP 10 460y e {SKIP 10 4603 a1 (SKIP 10 abdy e
GYT. HOSPITAL........ vev--A |GNT. HOSPITAL..... R A [GUT, HOSPITAL..,..........A
GYT. WEALTH CENTER....,...B [GVT. HEALTH CENFER........B [GWT, HEALTH CENTER........RB
GYT. CLINIC......ovuvnen.. C [G¥T. CLINIC........ eeveeesC [GVT. CLINIC.. ...t R 4
PHC CLINIC (MOBILE}....... O [PHC CLINIC (MOBELE).......D [PHC CLINIC (MOBILE).......D
COMMUNITY HEALTH WORKER,..E |COMMUNLTY HEALTH WORKER...E |COMMUWITY HEALTH WORKER...E
PVT. HOSPITAL/CLINIC...... F |PVT. HOSPITAL/CLINIC...... F |PVUT. HOSPITAL/CUINIC......F
PHARMACY .. ... ... ...o... .G |PHARMACY....... R G |PHARMACY...._ ... creieen. G
PRIVATE DOCIOR............ H [PRIVATE DOCTOR............ H [PRIVATE DOCIOR............H
SHOP . o e e ieeeeaanaannnns JO[SHOP. ... do[sHOPL o J
THAD | T ORAL TRAD 17 [ONAL TRAD 1T 10NAL
PRACTITIONER. . ........... K [ PRACTITIOMER. . ..ovvnnen.. K | PRACTITIONER............ X
OTHER L |GTHER o L [QUHER v
(SPECIFY) (SPECIFYY (SPECIFY)
YES . oot i R, s ciead
(SKIP 10 461A)am—] (SKIP 10 4614)«
[ PR o T N 12 dareeinananaad

............. s B

461A | How many stools did {NAME) have —1
on the worst day of the NUMBER OF STOOLS.... ]
cptsode? —
L 28
4618 | Was the dirarrhoca cpisode of Mild. ..ol .- LT 1< O
(NAME) mild or severe? | Severe...................2 [ Severe.........cciiiunnnn
Lb2 Has (WAME) had diarrhoca | YESeeoeiiiiicnrvrannna==-1 | YES. ., iuiuiiun.-
1In the last 24 hours? | NO..vininvnunnesuenennaaa8 | MOL oot
463 | For bow many days {(has the
diarrheca Lasted/did DAYS . ..ottt I:]] .........
the diarrhoca Last)?
IF LESS THAN 1 DAY,
RECORD '00'.
L&t | was there any blood YES e e vv v vrrnnr i Yl YES . e e
in the stools? o . 2 | NDuwovr it iiereiinns
DK....... Crrersrrierennne - T 1

(SKIP TO 448) o

(SKIP TO 45,
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CHECK 424/428:
LAST CHILD STILL
BREASTFED?

LAST BIRTH

NEXT-TO-LAST BIRTH

") I'r_—'
v
(SKIP TO 468)

Y

SECOND - FROM-LAST BIRTH
HAME

R N F R TR PR T
b ey o

466 | During (NAME)'s disrrhoea, 1 2
did you change the frequency
of bresstfeeding? WO ieniiairrnrranrarenad
(SKIP TO 668)-—]
467 §0id you increase the ber of | INCREASED. .. ... ..neovensid TG TR 1% 1
brepstfeeds or reduce them, REDUCED. . .evnunranrrnsnnad b et
or did you stop completely? STOPPED COMPLETELY.......} ; ' i
448 1 (Aside from breastmilk)
Was he/she given the same SAME., .. ..ocvanunnnnaasnnad | SAME. ..iiiiiiiniinnaan. ] 11— |
smount to drink as before MORE...... cenrrene-s2 | MORE... R 4
the diarrhea, or more, or LESS... .3 | LESS... 3
L5387 DKivusnans R ——.] [+]. N
469 | Vs anything given to treat ) {3 7R B T {2 PR I T {1 P |
the diarrhes? L Y- 1 S [ RO (|« J A RN
(SKIP TO k?'l}-ﬁ (SKIP TO ATI)ﬂ (SKIP TO J.'ﬂ)-—ﬁ
DK eecernrrnarrcrrnrioan 1 DK ettt raas
470 | whar was given Lo treat FLUID FROM DRS PACKET....A | FLUID FROM ORS PACKET....A | FLUID FROM ORS PACKET....A
the diarrhoea? RECOMMENDED HOME FLUID...B | RECOMMENDED HOME FLUID...B | RECOMMENDED HOME FLUID...B
ANTIBIOTIC PILL OR ANTIBIOTIC PILL OR ANTIBIOTIC FILL OR
Anything else? SYRUP. . ..vvvvnrarcucaaaal SYRUP, . ... . 000000 0e0e..C SYRUP. ..uviieevianeseonaall
OTHER PILL DR SYRUP......D | OTHER PILL OR QTHER PILL OR
RECORD ALL MENTIOMED. UNKNOWM PILL OR SYRUP....E SYRUP . . svvrnnarnneerraasl SYRUP . . ovviieraenrennsa.D
INJECTION......oueunneesF INJECTION....oveunnvanas.E IRJECTION. . .ooveneanaas B
(1.V.) INTRAVEWOUS.......Q (1.¥.) INTRAVENOUS.......F {1.¥.) INTRAVENOUS.... ,..f
HOME REMEDIES/ HOME REMEDIES/ HOME REMEDIES/
HERBAL MEDI!CINES........H HERBAL MEDICIMES........G HERBAL MEDICINES,..,....G
OTHER 1 OTHER H | OTHER H
(SPECIFY) (SPECIFY) {SPECIFY)
471 ] pid you seek advice or YES. i vsnaassmsnvmnanenand | YES o iiavininannrmanns ool YES . i iivnannm e, vt
consultation for the
dierrhoea? o - S e~ S 14
{SKIP TO 573)-—] (SKIP TO ‘73)¢——-—] (SKIF 10 473)-——-—]
472 || where did you seek GVT, MOSPITAL....vvecernn A |GYT. HOSPITAL..y.cuvaans. A |GVT, HOSPITAL...cvvvus,nnah

advice or consultation?
Anywhere else?
RECORD ALL MENTIONED.

GVT. HEALTH CENTER........8
GVT. CLINIC..cevscausaaaant
PHC CLINIC (MOBILE).......D
COMMUNITY HEALTH WORKER...E
PYT. HOSPITAL/CLINIC......F

GVT. HEALTH CENTER........B
GYT, CLINIC........c0uvael.C
PHC CLINIC (MOBILE),......D
COMMUNITY HEALTN WORKER...E
PYT. HOSPITAL/CLINIC......F

GVT. HEALTH CENTER........B
GvT. CLINIC..... [P
PHC CLINIC (MOBILE)...,...D
COMMUNITY HEALTH WORKER,..E
PVT, HOSPITAL/CLINIC.,....F

PHARMACY . . evivvvvrvnnnea-a [PHARMACY . ouiuvevinereeu -G [PHARMACY..0vunnncnne. BN A
PRIVATE DOCTOR........c.uH |PRIVATE DOCTOR,...... ..N |PRIVATE DOCTOR............H
SHOP . it rraennaenan sessend [SHOP . L Liiiiicanveannns weed [SHOP,  vninnannennns veeasd
TRAD | T 1ONAL TRADITTONAL TRAD[T1ONAL
PRACTITIONER........uau. K | PRACTITIONER. ... 0vor-n K | PRACTITIONER... .. N
OTHER OTHER L |OTHER L
(SPECIFY) (SPECIFY) (SPECIFY)




LAST BIRTH

CHECK 470: NO,
RS FLUID
ORS FLUID FROM

PACKET MENTIONED?

NOT MENTIOMED

YES,
ORS FLUID
MENT 1 OMED

-

v
(SKIP TO 473)

HEXT-TO-LAST BIRTH

NAME

SECOND-FROM-LAST BIRTH
NAME

NO,
ORS FLUID
NOT MENTIOMED

(

YES, NC, YES,

ORS FLUID | ORS FLUID ORS FLUID
MENTIONED | NOT MENTIONED  MENTIONED
v v
SKIP TO 475) (SKIP TO 475)

v v v
474 | Was (MAME) given fluid from TES . ieiietinsamnarnnnmnn T [ YES...vriincinnaninnanna] L1 1 7P |
ORS packet when he/she had L 2 L T [ H
the diarrhoea? (SKiPF TO &476) (SKIP TO &476)
475 | For how many days was

(MAME) given (LOCAL WAME)?

IF LESS THAN 1 DAY,
RECORD

'00°" .

GO BACK 70 442 FOR MEXT BIRTH; Ok, 1F WO MORE BIRTHS, GO TO &77.

NO. QUESTIONS AND FILTERS

CHECK &70 AND 474 (ALL COLUMNS}:

ORS FLUID
FROM PACKET

O

oars. e[ ]

[+] P -]

SKIp
CODING CATEGURIES 10

MENTIONED

FLUID
MENT [ONED
CR

AND 474 WOT ASKED

%78 HWave you ever heard of s special product called ORS 13 veseeaee s 1l—ea80
packet you can get for the treatment of diarrhea?
L 2
479 Have you ever secn a packet Like this before? YES. . vt ir it anranas caaeald I
SHOM PACKET. WO............ R e F 12
480 Have you ever prepared s solution with one of these YES. o ciieiiinnnanaanaas A |
packets to treat diarrhes 1n yourself or someone else?
DL et tranaarnaraioannnnnn 22— 4B3
SHOM PACKET. t

4B1 The last time you prepared the ORS packet selution,

did you prepare the whole packet at once or only part

WHOLE PACKET AT ONCE............}

of the packet? PART OF PACKET.........ccuvneunn 2— 483
482 How much water did you use to prepare ORS LESS THAN 1/4 LITER............ 01
packet the last time you made 1t? 176 LITER. ..o oe i aaa .02
/2 LEITER. oot ine i ranenas 03
8 0 1 va 08
FOLLOWED PACKAGE INSTRUCTIONS, .05
OTHER 06
(SPECIFY)
1] ittt bt beanaas 9B
483 wWhere can you get the ORS packet? GVT. HOSPITAL...........0ivauea..h
GVT, HEALTH CEMTER........cevuas 3
GVT. HEALTH POST.......o00uuv.-.C
PROBE: Anywhere else? PHC CLIMIC (MOBILEY............. 0

RECORD ALL PLACES MENTIONED.

COMMUNITY HEALTH WORKER.........E
PRIVATE DOCTOR. .

PYT. HOSPITAL/CLINIC..... PR ¢}

PHARMACY ..., .. . iricinrinenasei

SHOP . .o raaaal

TRAD | T 1OMAL

PRACTITIONER. ..... [ |

OTHER K
{SPECIFY}
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SECTION &L,

CHECK 216:
OME OR MORE
DEATHS SIWCE JAN. 1987

v
EMTER IN THF TARLF, THF
ASK THE QUESTIONS ABOUT
USE ADDITIONAL FORMS).
1 would now like to ask
he/she died. 1 know it

LINE WUMRER
fROM O, 212

ALL DF THFSE BLIRTHS.

CAUSE OF DEATH OF CHILDREM BORN AND DYTMG_IN PAST 5 YEARS

HO DEATHS
SINCE JAN. 1987

1]

LAST DFCFASFD CHILD

BEGIN WITH THE LAST OF THESEC BIRTHS

C1l . (sap 10 so1)

LINF WUMETR AND NAME OF EACH CHILD RORN SINCE JAMUARY 19ATF UHO (ATIR DIFD.

It

you some apecific questions about the events and aymptomm (NAME) hnd during the time before
may be difficult to talk about children you have had who died after they were born, but thia

information is very igrtant in h!lglnﬂ to glon health Brogrm to prevent other children from dying,

NEXT-TD-LAST DFCFASED CHILD

THERE ARE MORE THAN 3 BIRTHS,

L]

CECOND fROM LAST DFETASID

(1.1} FROM 0. 212 NAME NAME CHILD
NAMF
A84A | what do you think was the
cause of (NAME)'s desth? D:! [D EI:]
4868 During the illness that led to | GVT, HOSPITAL.......cauo A | GVT. HOSPITAL....ucovee oA | GVTL HOSPITAL...vvviunandh
(NAME)'s desth, did you seek GVT. HEALTH CENTER.......B | GVT. HEALTH CENTER.......B | GVT. HEALTH CENTER.......H0
advice or treatment from GVT, HEALTH POST.........C | GVT. HEALTH POST.........C | GVT. HEALTH POST.........C
snywhere/anyone? PHC CLINIC (MOBILE)}......D { PHC CLINIC (MOBILE}......D PHC CLINIC (MOBILE)......D
COMMUNITY HEALTH WORKER,.E | COMMUNTTY HEALTH WORKER..E COMMUNTTY HEALTH WORKER..E
1F YES, SPECIFY. PRIVATE DOCTOR.......-...F PRIVATE DOCTOR...........F PRIVATE DOCTOR...........F
CTRCLE ALL THAT APPLY. PVT. HOSPITAL/CLINIC,....G | PVT. HOSPITAL/CLINIC..... G P¥T, HOSPITAL/CLINIC.....G
PHARMACY .. ... .svuausses. . H | PHARMACY . .vonsvvnucnnes H PHARMACY , .. 0vamncnrnannn L]
L1 Lo, e | 1. Lo P | SHOP....... O |
TRADIT [ONAL TRADITIONAL TRAD!TLONAL
PRACTITIONER......vvanuud PRACTITIOMER. ... ...... 3 PRACTITIONER.......... el
OTHER X OTRER K OTHER K
{SPECIFY) {SPECLFY) (SPECIFY)
MOME. . .......icovacasnnaalb NOME. ......converenenanaab NOME ., ... vvervunnnns .
484C | where did (NAMEY die? AT HOME. .. ..ocovunverrvaal AT HOME.......oopvevnnanal AT HOME. ... ..ovennnnnarr-]

A88A

CHECX 9. 220
AGE AT DEATH

Wes (NAME) born after s
difficult delivery?

IN A HEALTH FACILITY.....2

ON THE WAY TO FACILITY,,.3

OTHER [3
{SPECIFY)

LESS THAN
1 MONTH

]

v

13—

1 HONTH OR
OLDER

HO. . inrcrirsanannanas

o P .

D_.SKIP ¢
4914

IN A HEALTH FACILITY.....2

ON THE WAY TO FACILITY...3

OTHER 4
(SPECLFY}

LESS THAN
1 MONTH

]

v
YES eorusarvres

L

1 MONTH 0%
OLDER
SKIP TO

S

IN A HEALTH FACILITY.....2

ON THE WAY TO FACILITY...3

DTHER 4
(SPECLEFY)

LESS THAN
1 MONTH

1 MOMTH OR
OLDER
SKIP ¥
4914
v
YES .. vunenrnmnannranassal
ND. .o iiiiriereniaan 2

4888

Was (MAME) malformed in any
way?

IF YES, SPECIFY,

L A

YES.invesrronvnesnasnansnl

L1 3 A |

{SPECIFY)

L Y

=L PP .

(SPECIFY)
L Y
1 -

{SPECIFY)
HO. o iiiiviieiirannen 2
oK. vnnnnnnas

488C

Did (NAME) suck or drink
normally during the firat
two days of Life?

4 |

DK, trraanrrarnnaunussnna.B

L1 PN
NO. . iieianesreannen

1] . |

4880

Did (NAME) heve a decrease in
sucking or difficulty sucking
during the daya before death?

YES . uemrnsonnaaaernenasl
L

L

YES. . enanarrrannn
NO...

DKevevvnnencrnnansranne-8

P Y 4

488

Did (WAME) have comailsions or
spasms during the disesse that
led to death?

{3

L1 .

L T |

Y
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LAST DEGEASED CHILD WEXT-TO-LAST DECEASED CHILD |SECOND-FROM-LAST DECEASED
FROM Q. 212 NAME NAME CHILD
NAME
489A [ During the disease that led to YES. i reiinenns S I -1 7T |
death, did (KAME) have a cough? L . L. [
{SKIP TO 490)e— {SKIP TD 490)
g 1 DK.everinieraaonaanannerss
4898 | For how many days did the
cough last? DA\'S................I::D DAYS...ivveuns D:j DAYS................[:l]
IF LESS THAN 1 DAY,
RECORD *00*.
489C | When (NAME) had the i1llness YES .o viiirainannnnarssansl
with the cough, did he/she NO......... temarraeaaneanl
have difficult or rapid (SKIP TO 490)=—
breathing? 1
4390 | for how many days did the
difficult or rap)d breathing DAYS. .. ....... ......[:]::]
last?
IF LESS THAN 1 DAY,
RECORD +00'.

GO BACK TO 4B5 FOR MEXT DECEASED

CHILD; IF ND MORE DECEASED CHILDREN, GO TO 501,

491A] During the disease that led to | YES......... PR eeael | YES.ievvrvvenenonennnnanad | YES..... . |
death, did (NAME) have loose or| ND....vuvvannssnnnnnnnins HO........ P e WO, . uirnnnns havsraranansd
liguid stools, that is (SKEP TO 492a) (SKipP TO ¢92A)<ﬁ {SKIP TO WZA)-ﬁ
diarrhoea? DK...... reaann [ DKt DK i s ar s
4918 | was the diarrhoea episode of MILD. . it icieiccinaannns L I T 1
{HAME) mild or severe? SEVERE ... .vvvuavarnnasascd | SEVERE. .. ... ... .ooian... 2
4« I 7| < B
491C| For how long did the diarrhoea -
last?
IF LESS THAN 1 DAY,
RECORD '00°',
4910 | was there any blood 1n the
stool?
492Af During the discase that led to YES..... [ |
death, did (NAME) have a cough?| HD........ccvneviiinnanssed
(SKIP 70 4934)— (SKIP TC &493A)
11 DK.uieisenimncieanmananas Ceeeveerrrarrara e,
49283 For how long did the cough
last? PAYS. . ionracarnasl DAYS, ... ivvunead DAYS. .o vuvnnaan]
1F LESS THAN 1 DAY, WEEKS......nvns. 2 WEEKS............2 WEEKS............ 2
RECORD '00°.
MONTHE...........3 MONTHS . .......... 3 MONTHS .. ...v0eus B
DKuviivrnnnmnnnrannnans 2= T I T PIB | DKo vririnn i 798
$92C| When (WAME) had the tllness YES . turinmennnarnnnnn-- 1 YES .ot iirirarraiienranaa] YES .t et m i vend
with the cough, did he/she Lo .2 0 [ |« [ A AT I |« B T 4
have difficult/rapid breathing? {SKIP TO 493A)e— (SKIP TO 693»)-—————7j (SKIP TO 493a)
DK, r i iir s a e DK....... sisatecairvaeere 1] Cemaarrraaren
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. ______________________________________ |
LAST DECEASED CHILD NEXT-TO-LAST DECEASED CHILD |SECOND-FROM-LAST DECEASED
FROM Q. 212 NAME NAME CHILD

NAME
L ]
4920 | For how long did the difficults
rapid breathing last? (11} |- DAYS....iivesunsed DAYS .. iiiieraens 1

IF LESS THAN 1 DAY,
RECORD '00°.

49341 puring the disease that led to
death, did (KAME} have &
fever?

4938 ] Was the fever of (NAME) mild or
severe?

493C | How long did the fever last?

1F LESS THAN 1 DAY,
RECORD '00°'.

49301 During the disease thet led to
death, was (NAME) unconscious?

A93E] during the diseage thet led to
death,did (NAME) have
convulsions?

494A ] During the disepase that led to
death, did (NAME) have a skin
rash all over his/her body and
face?

4948 ] How long did the rash last?

IF LESS THAN 1 Day,
RECORD '00°.

495A] During the disease that led to
death, was (NAME) very thin?

4958 ) How Long was (NAME)} very thin?

495C| During the dizease that led to
death, did (MAME} have swelling
of the feet or legs?

495D | How tong was the swelling ' g _
present? DAYS, ... i, 1 DAYS........ucn.n t DAYS . . . 1 i
1F LESS THAN 1 DAY, WEEKS....iiinnenn 2 WEEKS............ 4 WEEKS . .. iienns 2 l
RECDRD '00'. —-1— |>~« —
MONTHS . o 0ernrens 3 MONTHS . ..ovvvnens 3 MOMTHS . ...ovnenn 3.
LA

GO BACK TO 485 FOR MEXT DECEASED CHILD, IF MO MORE DECEASED CHILDREM, GO TO 501.
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ECT 5. MARR

MO, QUESTIONS ANiJ FILTERS CODING CATEGORIES s?ll'-‘P
501 Have you ever been married or Llived with s man? YES.  vevrresrrvnnnsasussnnranansl
L P e LT
502 Are you now married or living with a man, or are you now} MARRIED............... R |
widowed, divorced, or no longer {iving together? LIVING TOGETHER....... PR

L 3 T T
DIVORCED..... Cresesesernas P 4 507
NO LONGER LIVING TOGEVHER.......3

503 1s your husband/partner Living with you now or is he LIVING WITH MER......... venrsanal
staying elsewhere?
STAYING ELSEWHERE . .............. 2
S04 Does your husband/partrer have any other wives besides YES..ovvurrnanannens Cereesrraans 1 |
yourselif? ¢ T resrrereasseeaa z
I-vSOT
DK viie i nenrresernnannnnsnnmnrnns
505 How many other wives does he have? MUMBER. . .....covuiuinncnnnas D:]
DK iiiennensrann cersssrsssmernn 98— 507
506 Are you the first, second,...wife? RANK..... Chersssesesssesns D]
507 Have you been married or lived with a man only once, ONCE..... Ceeiarsseresneann PP |
or more than once?
MORE THAK OMCE............. 4
508 In what month and year did you start living with your MOMTH, . s oavviiiinncivnnnes D:]
first husband/partner?
DK MONTH. ... .. covesannnaann v P8
Moo [T]
DK YEAR . .. i inrrrnnnaaans 98
509 How old were you when you started living with him? AGE....coovtinvrarrnscnans .D:I

CHECK 508 AND 509:
YEAR AND AGE
GIVEN?

CHELK COWSISTENCY OF 508 Anp 509:

IF NECESSARY, CALCULATE
YEAR OF BIRTH

YLAR OF BIRTH (10%) [ l CURRENT YEAR

PLUS + MINUE

AGE AT MARRIAGE (509) D] CURRENT AGE (10&)

CALCULATED
YEAR OF MARRIAGE ED CALCULATED
YEAR OF BIRTH

IS THE CALCULATED YEAR OF WARRIAGE WITHIN ONE YEAR OF THE REPORTED YEAR OF MARRIAGE (508) ?
YES NO

D E:L—oPRmE AMD CORRECT 508 aND 509.

(SKIP 10 513y
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES 10
512 IF MEVER IN UN[ON: YES . cvvsrrnnans Nesesamesaanane A
Have you ever had sexual intercourse?
|+ TR P vesse2—817
513 Now we nead some details about your sexual activity in
orger to get a better understanding of family plamning
and fertility.
How many times did you have sexusl intercourse in the TIHESED
last four weeks?
514 How many times in a month do you ygyally have TIMES. .. ore i iitvnnaciaans [:]:I
sexusl fntercourse?
515 when was the lLast time you had sexual intercourse? DAYD AQD. . ..cvnnnnnnn. - )
WEARE Abl, . uvvarrannnrrn £
MOMTME AGOD.......coccuunn s
TRARD AL, . ... ... 000 4
BLFORE LABY BIRIN. ... .0..ou- Loy
318 How old were you when you firat had sexusl intercourse? AGE...... serrrveean ceenena I |

PRESENCE OF GTHLRS AT THIS POINT,
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OTHER MALES............- aeel
OVHER FEMALES




CTLOM FERT

QUESTIONS AND FILTERS

CHECK 312:

SHE/HE NOT
STERILIZED

v
CHECK 501 AND 502:
CURRENTLY MARRIED

OR LIVING
TOGETHER

HE OR SHE
STERILIZED

|

Y PREFEREMC

CODING CATEGORIES

SKIP

NOT MARRIED/
WOT LIVING
TOGETHER

=

WAVE A (ANOTHER} CHILD..........1 I

603 CHECK 223:
NO MORE/NOME................n veol
HOT PREGMANT OR UNSURE [FI PREGNANT l;] SAYS SHE CAN'T GET PREGNANT.....3
610
r — UNDECIDED OR DK....... crenenanns
¥ ¥
Now 1 have some guestions How | have some guestions
about the future. sbout the future.
Would you like to have After the child you are
(a/another) child or expecting, would you like
would you prefer not to to have another child or
have any (more) children? would you prefer not to
have any more children?
604 CHECK 223:
MONTHS .. ... c0iaucnan., PN
NOT PREGNANT OR UNSURE PREGMANT
[F ;j YEARS ......ivreunnn. R 4
r — 310
v v SODN/NOM. .. cvvieiiiicinnenenan 994

606

&07

How long would you like
to wait from now before
the birth of (a/fanother}
child?

CHECK 216 AND 223:

HAS LIVING
CHILDREN
OR
PREGWANT?

CHECK 2Z23:

NOT PRECNANT OR UNSURE
o e
A\

How old would you like
your youngest child 1o
be when your next child
1s born?

How long would you like to
wait after the birth of
the child you are expecting
before the birth of another
child?

SAYS SHE CAN'T GET PREGNANT...99%

OTHER

996

(SPECIFY)

PREGNANT
O

v
How 0ld would you like the
child you are expecting

to be when your next child
is born?

AGE OF CHILD

Given your present circumstances, 1f you had to do 1t
over agayn, do you think you would moke the same
decision to have a sterilization?
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sK1P

NO. QUESTIONS AND FILTERS CODING CATEGORILES T0
608 Do you regret that {you/your husband) had the operation YES........ enseransneana PPN |
not to have any {(more) children?
HOuuvovoanannnen Y ¢ 1 L)
609 Why do you regret it? RESPONDERT WAMTS ANOTHER CMILD..%
PARTHER WANTS AMGTHER CHILD..... 2
SIDE EFFECTIS.crunnecisrnvnnsnans 3 614
OTHER REASON
(SPECIFY) i
610 Do you think that your husband/partner approves or APPROVES ... vveuunvin-e PR |
disapproves of couples using a method to aveid DISAPPROVES.ovovnnnrnunan pevensal
pregnancy? 5 ]
611 How often have you talked to your husband/partner about NEVER.,......... Camersmanananns o
family planning in the past year? ONCE OR TWICE...v..vivununs ereeal
MORE OFTEN...... Nesrassararens ..3
612 Have you and your husband/partner ever discussed YES..civveianen drearasasanar [ |
the number of children you would like to have?
NO..... fesrasans wereen fasssenans 2
613 Do you think your husbamd/partner wants the same SAME NUMBER..... Casrerrrranantes 1
number of children that you want, or does he want more MCRE CHILDREN...... .cciauanane. 2
or fewer than you want? FEWER CHILDREN........ .ciovenna. 3
DKttt i e 8
614 How long should a couple wait before starting sexual MONTHS....... teinaemanens 1
intercourse after the birth of a baby?
YEARS......... Ceasaaaenes 2
OTHER P96
{SPECIFY)
615 Should a mother wait until she has completely stopped WAIT, covuninen Crrbaisasresannen, 1
breastfeeding before starting to have sexual retations
again, or doesn't it matter? DOESH'T MATTER......cuvvcnnranns 2
616 [n general, do you approve or disapprove of couples APPROVE . .o vvvivnonnnnnnnnmenns 1
using a method to avoid pregnancy?
DISAPPROVE. . v v oo it i e iiniimanns 2
817 CHECK 216:
HAS LIVING CHILDREN I_I___l NO LIVING CHILDREN IF]
v v
If you could go back to the [f you could choose
time you did not have any exactly the number of
children and could choose children to have in
exactly the number of children your whole Llife, how
to have in your whole tife, many would that be?
how many would that be? OTHER ANSWER 96
(SPECLFY)
RECORD SINGLE NUMBER OR OTHER ANSWER.
618 What do you think is the best number of months or MONTHS t v vvmeirnansnees 1
years beiween the birth of one child and the birth
of the next chitd? YEARS . ... iiierinaane e 2
OTHER 998
{SPECIFY)
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SECTION 7, HUSBAND'S BACKGROUND AND WOMAN'S WORK

QUESTIONS AND FILTERS

CHECK 501:

EVER MARRIED NEVER MARRIED/

CODING CATEGORIES

SKI1P

OR LIVED MEVER LIVED il
TOGETHER P TOGETHER

v
ASK QUESTIONS ABOUT CURRENT OR MOST RECENT HUSBAND/PARTNER.

702 Did your (last) husband/partner ever attend school? YES...antn trdrerena tarerasanaen .1
T Cerranes 22— 705
703 What was the highest level of school he attended: PRIMARY ....... ereranaranenn O |
primary, secondary, or higher? SECONDARY.......... hewssasnsa .-
HIGHER....... Phrriveners FPPRR.
2 Ceaeereneana B—u705
704 What was the highest grade he completed GRADE.......... esrraanenan D:I
at that level?
1] QN s erenens .58
705 what kind of work does (did) your ED

{las1) husband/partner mainly do?

CHECK 705:

WORKS (WORKED) DOES (D1D) ]
IN AGRICULTURE NOT WORK
IN AGRICULTURE

v
707 {Does/did) your husband/partner work mainly on his HIS/FAMILY LAND......covvvnravene 1
own land or family Land, or (does/did) he rent land, RENTED LAND...... bersareraneaean 2
or (does/did) he work on communal land, COMMUMNAL LAND.......... varewenen 3
or (does/did) he work on someone else's land? SOMEONE ELSE'S LAWND............. 4
_ l
708 Aside from your own housework, are you currently YES e vuoitaaiacrsveronsnononnnss 1——710
working?
ND. .ttt iinnsnanarvsennan .2
709 As you know, some women take up jobs for which they YES .t ii i rrrenareranan [ 1
are paid n cash or kind. Others sell things, have a
small business or work on the family farm or in the NO..vreniarnansnnncnnnsnranarans 2—717
fami ly business.
Are you currentiy doing any of these things or eny
other work?
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SK1P

NO. QUESTIONS AND FILTERS CODING CATEGORIES 10
710 what is your occupation, that is, I:Ij
what kind of work do you do?
711 In your current work, do you work for a member of your FOR FAMILY MEMBER............... 1
family, for someone else, or are you self-employed? FOR SOMEONE ELSE................ 2
SELF-EMPLOYED.........cc-cotuiuee 3
Tz Do you earn cash for this work? 122 1
PROBE: Do you make money for working? o 2
713 Po you do this work 8t home or away from home? HOME , ..t ivrnr s ciiinann e nenaas 1
CHECK 215/216/218:
HAS CHILD BORN SINCE
JAN. 1987 AND LIVING

AT HOME?

715 while you are working, do you usually USUALLY . . .vicivirinnannnnns e le—e 717
have (NAME OF YOUNGEST CHILD AT HOME) with you, SOMETIMES .. ..cvvvcivarnnvnes veeel
sometimes have him/her with you, or NEVER. .. ..ciiiereminciirnencnann 3

never have him/her with you?

716 Who usually takes care of HUSBAND/PARTNER . . ... ... .. c.vn-- 03
(NAME OF YOUNGEST CHILD AT HOME) OLDER CHILD(REN)............... 02

while you are working? OTHER RELATIVES. ... ... ......... 03
HEIGHBORS, .....cveinniinnanenan 04

FRIEMDS. . .vcennvniiinainaens 0s

SERVANTS/HIRED HELP......... ...06

CHILD IS IM SCHOOL.......vv-0ux o7

JNSTITUTIONAL CHILDCARE _....... 08

OTHER o9

{SPECIFY)
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SECTION 8, MAT

TALITY

801

803

CHECK B01:

TWO OR MORE BIRTHS

)

v

Now 1 would Like to ask you some qyestions about your brothers
and sisters, that is, sll of the children born to your natural
mother, including those who are Living with you, those living
elgewhere, and those who have died.

How many children did your mother give birth to, including you?

ONLY

WUMBER OF BIRTHS TO
MATURAL MOTHER.,.........

ONE BIRTH

(RESPONDENT OMLY)

How many of these births did your mother have before you were

WUMBER OF

E]—:' SKIP TO END

wore? T I
m 21 (&3] 14 51 [6) n
804 What are
the names of
all your moth-
er's children,
starting with [-------ccwmmrfomrm e e e e v e e B R R
the firatborn?
805 [s (MAML) MALE..,. ... 1 MALE....... 1 MALE....... 1 MALE....... 1 MALE....... 1 MALE....... 1 MALE.......1
male or
female? FEMALE, .... 2 FEMALE..... 2 FEMALE..... 2 FEMALE..... 2 | FEMALE.,...2 FEMALE. .., .2 FEMALE..... 2
806 1s (NAME} YES........ 1 YES...onans 1 YES cuenunnn 1 YES. .. -.... 1 YES.....-.. 1 YES........ 1 YES. . ...t 1
still alive? NO......... 21 NO......... 2] MO......... 2] NO......... 2 NO..... ....Z] [ 2] NO......... 2]
GO TO 808« GO TO 808< GO TO 808¢< GO 10 808« GO TO 808« GO 10 808« GO TO 808¢
PK.iocuinnn [ 1] DE.veannnss [ ] DK..... s [ 1] DK.veuonoo.,
G0 TO [2]3] GO 10 [3]3] GO 10 [ﬁ]?:] GO 10 [5]2] GO To [6]3] GO TO [T1« GO 10 [B]E]
807 How old is
ms | (T | CO | Co | o | oo oo | o
GO TO (2] GO 1O [3) GO 10 [4) GO TO [5] GO To [6] GO T0 (7] GO TO [8]
808 How many
w0 | (D |0 |0 | O | 0 | O
(NAME ) die?
809 How old
Zedee (11 (1| (0|0 | CO L0 | O]
sheshe died?
LF MALE OR [F MALE OR 1F WALE OR IF MALE OR LF MALE OR LF MALE CR LF MALE OR
DIED BEFQRE 13|DIED BEFORE 13|DIED BEFORE 13|DIED BEFORE 13|DIED BEFQRE 13yDIED BEFORE 13(DIED BEFORE 13
YEARS OF AGE YEARS OF AGE YEARS OF AGE YEARS OF AGE YEARS OF AGE YEARS OF AGE YEARS OF AGE
GO To f2}) GO TO (3] GO TD (4] GO TO [5} GO TO (6] GO TO (7) GO TO [8)
810 wWas (NAME) | YES........ YES........ 1‘] YE!
pregnant when G0 TO B13< GO TO B13« GO TO Bid<
she died? NO....... NO......... 2 | WO
DK......... DK......--- 8 DK
811 Did (NAME) YES. . vvu--- 1] YES........ 1—] YES...ouaan 1] YES. .. ..., 1~| TES........ 1] TES........ 1] YES...uuats D
die during GO T0 813« GO 70 813« Go To 813« GO TO 813« GO TO B13< GO TO B13« GO TO 813«
childbirth? | [v P, 2 NO.....uuus 2 NO......... 2 |10 2 NO......... 2 NO......... 2 |10 D F4
DK...... a8 DR L LB | DKL veaeaB | DKLLLLaas LB DKL, ... 8 | DK.vvrnnnas 8 | DK..... .8
812 D1d (NAME)
die within six | YES......_. 1] Yes........ 1| YES...oo.... 1| YEs........ 1 YES........ 1| YES........ 1] YES........ 1
weeks affer
the end of a NG......... 29| NO...oill. 29| NO...ovan. 27| MO ..ol 2-{ NO......... 21| NO. .l 21| NOL.el Ll 2
pregnancy or GO TO [2]<—] GO TO [3) <—] GO 10 [4]<—] GO 1O [5]‘:—*I GO TO [6) ‘\—] GO TO [?l<—] 6o TO [31<—]
childbirth? 1 S |- 20 I ] B[ DK.vvernunn - I ¢ | G 8| DK..ovornn, 8 ] 8 [+] QR 8

813 How many
children had
(NAME) given
birth to befare
that pregnancy?
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DIED BEFORE 13
YEARS OF AGE

DIED BEFORE 13
YEARS OF AGE

DIED BEFORE 13
YEARS OF AGE

DIED BEFORE 13
YEARS OF AGE

DIED BEFORE 13
YEARS OF AGE

DIED BEFORE 13
YEARS OF AGE

8 9] o) [ [123 [131 [14)
804 what are
the names of
all your math-
er's children,
starting with |-------r--e-eofommecnc e [ emcmcacmmec e f e ec i m e ettt acncec e e ot oo [ m et m
the firstborn?
803 s (NAME) MALE....... 1 | MALE.......%1 | MALE....... 1 | MALE....... 1 | MALE....... 1 | MALE.......1 | MALE....... 1
male or
female? FEMALE,....2 | FEMALE.....2 | FEMALE..... 2 | FEMALE..... 2 | FEMALE.....2 | FEMALE.....2 | FEMALE..... 2
806 1s (NAME) YES........ 1| YES..... vl | YES. . oiun.s 1| YES.....ee. ] YES ..., 1] YES...ovool1 | YES..uuens 1
still alive? NOD......... 2] L J 2] HO....ocvna 2] NO....uveus 2] NO......u.s 2] NO...evnnn 2] RO, oovunnn 2}
GO TO BOB< GO TO 808« GO TO B0B« GO 1O BOB« GO TO BOB«< GO TO 808« GO TO 808<
[+ [+] G 1] S 1] QR [ +] QR DK..... cens 2]
GO 1O (9]5] Go 10 l;‘lO]g:| GO 10 {11]3] GO TO [12]2] Go 10 [13]3:| GC TO (16]3] GO 10 HEITE]
807 How old 13
w1 | (0O | O | OO (OO0 | OO | O
GO To [9) GO TO [10) GO TO [11) GO 1O [12} GO 10 (13] GO TO [14) GO TO NEXT
SECTIOM
B08 How many
s | (T [0 | O | DO (O | O | T
(NAME) die?
809 How old
st (1|0 C0) | [0 | OO | O | O
she/he died?
{F MALE OR IF MALE OR IF MALE OR IF MALE OR IF MALE OR 1F MALE OR 1F MALE OR

DIED BEFORE 13
YEARS OF AGE

GO To [¥] Go To [10) GO TO [11] 60 TO [12) GO T0 13) GO TO [14] GO TO NEXT

e S i P EEER¥EZSEZ |SE=S=S===E==z=zmT E|wmZ==== - EEEEEECIERTS SR s==S3Es==x EREr | SFFSSSCS SRS X |FEEESIECESSIES
810 Was (NAME) | YES........ 1] YES...ruuns 1_] YES.eoanunn 1J YES.oovvnns 1_] YES.......n l_-I YES........1_-| YES........ 1]
pregnant when GO TO B13« GO TO 813« GO To 813« GO TO B13« G0 TO B13< GO TO 813« GO TO B13<
she died?

MO, .,...... 2 NO......oues 2 NO......... F4 NO......... 2 KO........s 2 ND..... vesal ND......... 2

[ »] 8 | DK..oannns. B | DK.eovuunns B DK.ivuurnnns 8 |DK......... 8 | DK..... vena8 DKL 8
B11 Did (NAME) | YES........ 19| YES.... ..., 19| YES........ 19| YES........ 11| YES........ 13| YES....a... 19| YES.e...... N
die during GO TO 8134—-| G0 To B13<—] GO TO 513<J GO TD Bl!t—] GO TO 813<—] GO 10 813<J G0 TO 813<]
childbirth?

[+ P, 2 I NO....uuts 2 [ NO...ovennn A B o P, 2| WOl 2 | NOo.oaul., 2 [ WO .unnnnn 2

DK, ..vvvsns 8 [ ] P 8 ] S 8 1] G 3] DK.vorsinns 8 [ ] R a DK.....u..s a
B12 Did {NAME)
die Within six | YES........ | YES........ 1] YES........ 1| YES........1 | YES........1 | YES........ 1] YES........ 1
weeks after
the end of a WO,........ 2] ND....... eeln| NOL L., 2] NO.........Z] RO.....nuns 2] HO......... 21 WO......... 2
childbirth? GO TQ [9)1< GO TO [10]<!| 60 TO [11]¢ GO TO 121« GO TO (131« GO TO [14)< Go 10 NE!Tt]

DK.vvessun B | DEunanass B OKevveavse B I DKacvveann 8 [ DKL, ..8 DKevowrvan 83 ] DR.oaalt .8

813 How many
chitdren had
{NAME} given
birth to before
that pregnancy?

L]

L1

L]

L]

RECORD THE TIME WHEW INTERVIEW COMPLETED.

NINUTES...... Cersnesannnanes
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SECTION 9. HE]JGHT AND WEIGHT

CHECK 222:

OME QR MORE BLRTHS NO BIRTHS D_
SINCE JAN. 1987 SINCE JAW. 1987 » END
v

INTERVIEWER: 1IN 902 (COLUMNS 2-4) RECORD THE LINE MUMBER FOR EACH CHILD BORW SINCE JAMUARY 1987 AND STILL ALIVE.
I 903 AND 904 RECORD THE MAME AND BIRTH DATE FOR THE RESPONDENT AND FOR ALL LIVING CHILDREM BORN
SINCE JANUARY 1987. IN 906 AND 908 RECORD HEIGHT AND WEIGHT OF THE RESPONDENT AND THE LIVING CHILDREN.
(NOTE: ALL RESPONDENTS WiTH ONE OR MORE BIRTHS SINCE JANUARY 1987 SHOULD BE WEIGHED AND MEASURED EVEN
IF ALL OF THE CHILDREN HAVE DIEC).

UJ [Z_] YOUNGEST 3| NEXT-10- Ii] SECOND-TO-
RESPONDENT LIVING CHILD YOUNGEST YOUNGEST
LIVING CHILD LIVING CHILD
902 P
m | m | m™
FROM @.212
Q03 (MAME ) (NAME) (MAME) {NAME)
NAME
FROM Q.212 FOR CH]LDREN
P04
DATE OF BIRTH DAY...... DAY...... DAY......
FROM Q.103 FOR RESPONDERT MONTH. ... MONTH.... MONTH. ... MONTH....
FROM G.215 FOR CHILOREN, AND ASK
FOR DAY OF BIRTH TEAR..... YEAR..... YEAR..... YEAR.....
205
BCG SCAR OM TOP SCAR SEEM...... 1 SCAR SEEN...... 1 SCAR SEEM...... 1
OF LEFT UPPER ARM
ND SCAR.,....., 2 NO SCAR........ 2 NO SCAR........ 2

906

HEIGHT {1n centimcters)

IF AGE UNDER 24 MOS, MEASURE LYING,
LF 24 MOS OR MORE, MEASURE STANDING.

907
WE IGHT
(n kilograms}

208
M1D-UPPER ARM CIRCUMFERENCE
{inmllimeters)

P09
DATE DAY...... DAY...... DAY...... DAY......
WE | GHED
AND MONTH. . .. HONTH. ... MONTH. ., . MONTH. ...
MEASURED
YEAR..... YEAR..... YEAR..... YEAR.....
910 MEASURED....... 1 CHILD MEASURED.1 CHILD MEASURED.1 CHILD WEASURED.1
RESULT CHILD SICK..... 2 CHILD SICK..... 2 CHILD SICK..... 2
NOT PRESENT....3 CHILD WOT CHILD NOT CHILD NOT
PRESENT....... 3 PRESENT. ...... 3 PRESENT....... 3
REFUSED........ 4 CHILD REFUSED..4 | CHILD REFUSED..& [ CHILD REFUSED..&
MOTHER REFUSED.5 | MOTHER REFUSED.5 | MOTHER REFU%ED.5
OTHER.......... & OTHER. ......... 6 | OTHER.......... 6 1 OTHER.......... 6
(SPECIFY) (SPECLFY) {SPECIFY) {SPECIFY)

11
NAME OF D:I NAME OF m
MEASURER: ASSISTANT: -
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INTERVIEWER'S OBSERVATIONS
(To be filled in after completing interview)

Comments About Respondent:

Comments on Specific Questions:

Any Other Comments:

SUPERVISOR'S OBSERVATIGNS

Name of Supervisor: Date:

EDITOR'S OBSERVATIONS
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