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Secretary,
Ministry of Health & Family Welfare
Government of the People’s Republic of Bangladesh

FOREWORD

The Contraceptive Prevalence Surveys conducted during the period from 1979 to 1991 provided rapid
feedback to policymakers and program managers on the status of implementation of programs. This
information helped to formulate corrective measures on current program issues and to develop future policies
and plans.

A more comprehensive study, the Bangladesh Demographic and Health Survey (BDHS) was
conducted in 1993-94. This study provides information on basic national indicators of social progress,
ineluding fertility, mortality, contraceptive behavior, and maternal and child health.

BDHS data indicate a steady decline in fertility and infant mortality and a steady increase in
contraceptive knowledge and use. In addition, results show that a substantial number of Bangladeshi women
are either currently spacing or limiting their births or desire to do so. A small family norm thus appears to
have taken root in Bangladesh. Policymakers, program managers, and family planning personnel at the grass
roots level can take great pride in this achievement.

Mitra and Associates, a private Bangladeshi research firm, was given the responsibility for
conducting the Demographic and Health Survey 1993-94 under the auspices of the National Institute of
Population Research and Training (NIPORT). I am happy to note that they have completed the task with
professional excellence.

A Technical Review Committee was constituted by the Govemment of Bangladesh through NIPORT.
The Technical Review Committee included representatives from the Govemment, nongovemmental organiza-
tions (NGOs), USAID/Bangladesh, and prominent Bangladeshi researchers—another example of the close
cooperation between the Government, NGOs, donors and research communities in the health and family
planning sector.

I'thank all parties forthis excellent report, the findings of which will be useful in setting the direction
and priorities of future programs.

Sed ot

(Syed Ahmed)
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PREFACE

1 am pleased to introduce the final report of the Bangladesh Demographic and Health Survey
(BDHS), 1993-94.

The BDHS is the first of this kind of study conducted in Bangladesh. It provides rapid feedback on
key demographic and programmatic indicators to monitor the strengths and weaknesses of the national family
planning/MCH program. The wealth of information collected through the 1993-94 BDHS will be ofimmense
value to the policymakers and program managers in order 10 strengthen future program policies and strategies.

The Technical Review Committee (TRC) was composed of members with professional expertise in
the field of population/family planning research. Its membership was drawn from the Government, non-
governmental organizations, donor agencies and individual researchers. The professional contribution of the
TRC members in major phases of the study helped to ensure the collection of relevant information that is
needed to highlight the present status of programs and to provide future program directions.

The preliminary results of the 1993-94 BDHS, with its major findings, were released in a dissemina-
tion seminar held in July 1994. This final report contains more detailed information about both demographic
and programmatic issucs.

On behalf of the BDHS Technical Review Committee, 1 express my heartfelt thanks to all officers
of Mitra and Associates and also to the professional staff of NIPORT for their hard work in completing this

study on time and with professional excellence.
/L/\j
T

A.K.M. Rafiquz-Zaman

Director General

National Institute of Population Research
and Training (NIPORT)

Ministry of Health and Family Welfare

October 1994
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SUMMARY OF FINDINGS

The 1993-94 Bangladesh Demographic and Health Survey (BDHS) is a nationally-representative
survey of 9,640 ever-married women age 10-49 and 3,284 of their husbands. The BDHS was designed to
provide information on levels and trends of fertility, family planning knowledge and use, infant and child
moniality, and maternal and child health. Fieldwork for the BDHS ook place from mid-November 1993 to
mid-March 1994.

Survey data show that significant progress has been made toward achieving the goals of reducing
fentility, increasing contraceptive use, and reducing childhood monality; however, many challenges still
await.

FERTILITY

Fertility Decline. BDHS data indicate that the previously documented rapid decline in fenility in
Bangladesh is not only continuing, but probably accelerating. The total fertility rate has declined from 6.3
births per woman in the mid-70s to 3.4 births for the period 1991-93. Since 1989-91, fentility has declined
from 4.3 to 3.4 births per woman, a drop of 21 percent in a two-year period. This is the most dramatic drop
in fenility ever recorded in Bangladesh. BDHS data indicate that the decline in fertility has occurred among
all age groups of women and in all five administrative divisions of the country at almost the same ratc.

Fertility Differentials. Although the rate of fenility decline has been generally uniform across groups,
significant differences in fertility levels still exist. For example, fertility is considerably highcr in Chittagong
Division, with a total ferility rate of 4.0 births per woman, than in Rajshahi and Khulna Divisions, with a rate
of around 3.0 births per woman. Barishal and Dhaka Divisions have intcrmediate lcvels of fenility (3.5 births
per woman). Morcover, fertility is about 30 percent higher in rural areas than in urban areas, a patiern that
has persisted in various censuses and demographic surveys that have been carried out in the country.

Fenility levels are closely related to women’s education. Women with no formal education give birth
to an average of 3.8 children in their lifetime, compared to 2.6 for women with at least some secondary
education, a differcnce of 33 percent. Women with either incomplete primary or complete primary education
have intermediate fertility rates.

Age at First Birth, Although increased contraceptive use undoubtedly accounts for most of the
decline in fentility, increasing age at first birth has also had an impact. The age at which Bangladeshi women
have their first child has been increasing steadily, paralleling increases in age at marriage. For example, in
1975, the median age at first birth among women age 20-24 was 16.8; in 1989, it had risen to 18.0 and, by
1993-94, 10 18.3. Increases of similar magnitude have occurred for other age cohorts.

Despite the trend toward later age at first birth, childbearing still begins early in Bangladesh, with the
large majority of women becoming mothers before they reach the age of 20. One in three teenage women
(age 15-19) is already a mother or pregnant with her first child. Although data from 1991 indicate that there
has been a slight decline over time, early childbearing in Bangladesh remains a challenge to policymakers.
BDHS data shows that children bomn to young mothers suffer higher rates of morbidity and mortality.

Small Family Norm. BDHS data indicate that Bangladeshi couples have accepied the small family
norm. Fifty-six percent of ever-marricd women prefer a two-child family, and another 24 percent consider
a three-child family idcal, whilc only one perccnt of respondents said they would choose to have six or more
children, Overall, the mean idcal family size among currently marricd women is 2.5 children, which is &

XXi



decline from 2.9 in 1989. BDHS data also indicate a high degree of agreement between husbands and wives
as to fertility preferences.

The proportion of women who want to stop childbearing has increased substantially in Bangladesh over
the past decade. For example, the percentage of women with two children who want no more children has
risen from only 39 percent in 1991 to 50 percent in 1993-94, Half of all currently married women age 10-49
in Bangladesh say they want no more children and 12 percent either have been sterilized or say that they
cannot have any more children. An additional 22 percent say they would like to wait two or more years
before having their next birth. Thus, the vast majority of women want either to space their next birth or to
limit childbearing altogether. These women can be considered to be potentially in need of family planning
services.

Unplanned Fertility. Despite the relatively high and increasing level of contraceptive use, BDHS data
indicate that unplanned pregnancies are still common. Overall, about one-third of births in the three years
prior to the survey were reported to be unplanned; 20 percent were mistimed (wanted later) and 13 percent
were unwanted. If unwanted births could be eliminated altogether, the total fertility rate in Bangladesh would
reach the replacement level of 2.1 births per woman instead of the actual level of 3.4.

FAMILY PLANNING

Increasing Use of Contraception. A major cause of declining fertility in Bangladesh has been the
steady 1ncrease in contraceptive use over the last two decades. The contraceptive prevalence rate has
increased almost sixfold since 1975, from 8 to 45 percent of married women. Use of modern methods has
grown even faster. Between 1991 and 1993-94, contraceptive use increased from 40 to 45 percent of married
women and use of modern methods rose from 31 to 36 percent. Overall, there has been a steady growth in
the contraceptive prevalence rate with an average increase of about two percentage points a year.

Pill Dominated Method Mix. In terms of "method mix,” the dominant change since the late 19805
has been the large increase in the number of couples using oral contraception. The proportion of married
women relying on the pill almost doubled in the last four years, from 9 in 1989 to 17 percent in 1993-94 and
the pill now accounts for 40 percent of all contraceptive use. Conversely, use of female and male sterilization
has stagnated or declined slightly since 1989 and now accounts for only 20 percent of all contraceptive use.
This shift away from permanent methods to modem reversible methods has important implications for the
family planning program in terms of cost, supply logistics, and method efficacy and is especially important
given the increasing proportion of women who say they want no more children.

Aside from the pill and sterilization, use of injection, condoms, the IUD, periodic abstinence (rhythm
method) and withdrawal have increased slightly since 1991, but none is used by more than 5 percent of
married women.

Differentials in Family Planning Use. Differentials in current use of family planning by the five
administrative divisions of the country are large and indicate that Chittagong Division is stili lagging. More
than half of the married women in Khulna (55 percent) and Rajshahi (55 percent) Divisions and slightly less
than half in Barisal Division (48 percent) are current users. In contrast, less than one-third (29 percent) of
the married women in Chittagong Division are using a method of contraception. Intermediate 1s Dhaka
Division with a contraceptive prevalence rate of 44 percent. Over the past decade, surveys have consistently
shown a significantly lower rate of contraceptive use among women in Chittagong Division and a generally
higher rate among women in Rajshahi Division,

Knowledge of Contraception. Knowledge of contraceptive methods and supply sources has been
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almost universal in Bangladesh for some time and the BDHS results confirm this fact. For example, results
indicate that just slightly less than 100 percent of currently married women age 10-49 know at least one
method of family planning. Knowledge of the pill, female sterilization, and injection is almost universal,
while more than 4 out of 5 marricd women know the 1UD, condom, and male sterilization. Considering
traditional methods, periodic abstinence is more widely known than withdrawal (65 vs. 50 percent of
currently married women).

Knowledge about sources of supply for family planning methods is also widespread in Bangladesh.
Almost all currently married women are aware of a source of amodem method. Moreover, BDHS datareveal
that there are no significant differences in knowledge of methods and their sources of supply by background
characteristics of currently married women. Knowledge of at least one method, particularly a modem
method, is universal among both urban and rural women, among women in all five divisions, and across all
categories of educational attainment. These results regarding family planning knowledge imply that little
more can be done to improve general awarcness of methods and sources and that further education and
communication activities should focus on cither increasing motivation to use and/or increasing the depth of
knowledge of methods and dispelling rumors that may inhibit their wider use.

Family Planning Messages. One reason for the high level of contraceptive awareness is that family
planning messages are prevalent. Almost half of the women interviewed reported that they had heard or secn
a family planning message in the month prior to the survey. Radio is a more effective medium than
television, billboards or posters, which is related to the limited clectrical coverage and low female literacy
in Bangladesh. Two in five women had heard a family planning message on the radio in the month before
the interview, compared with less than one in five who had seen a message on television. Moreover, almost
all women who had secn a family planning message on television had also heard a radio message. Less than
one in ten women saw a family planning message on a billboard or poster in the month before the interview.

Initiation of Contraceptive Use. There is evidence that the family planning program has been
successful in encouraging women to initiate contraceptive use earlier in their reproductive lives. BDHS data
indicate that over 40 percent of married tecnage women have already used a family planning method at some
time. Morcover, survey results show that younger women are much more likcly than older women to have
started using contraception before having any children. Thesc two findings imply that young womcn are
more likely to use contraception to space births, while older women use it to limit births.

Unmet Need for Family Planning. Unmet need for family planning services has declined
considerably since 1991, Data from 1991 show that 28 percent of currently married women were in nced of
services, compared with 19 percent in the 1993-94 BDHS. Just over half of the unmet need is comprised of
women who want to space their next birth, while just under half is for women who want do not want any
more children (limiters). 1f all women who say they want to space orlimit their children were to use methods,
the contraceptivc prevalcnce rate could be increased from 45 percent to 65 percent of married women.
Currently, 70 percent of this "total demand” for family planning is being met.

Correct Use of Pill. Pill users are generally complying with aceepted standards for use. All but a
small fraction were able to show interviewers a pill packet, almost all of which indicated that the pills were
being taken in sequence. Moreover, almost all pill users said they had taken a pill in the last two days and
two-thirds knew what to do if they forgot to take a pill for two days.

Discontinuation Rates. One chalienge for the family planning program is to reduce the high levels
of contraceptive discontinuation. BDHS data indicate that half of contraceptive users in Bangladesh stop
using within 12 months of starting; one-fifth of thosc who stop do so as a result of side effects or health
concems with the method. Discontinuation rates vary by method. Not surprisingly, the rates for the condom
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(72 percent) and withdrawal (55 percent) arc considerably higher than for the TUD (37 percent) and the pill
(45 percent). However, discontinuation rates for injection are relatively high, considering that one dose is
usually effective for three months. Fifty-eight percent of injection users discontinue within one year of
starting, a rate that is higher than for the pill.

A sizeable proportion of women using injection, female sterilization, the IUD and the pill reported
having health problems with their methods. Common complaints were feeling weak or tired and having
headaches.

Availability of Services. Hcalth and family planning services arc widely available in Bangladesh.
BDHS daia indicate that 97 percent of ever-married women live in areas covered by [amily planning field
workers and the vast majority also have health workers and satellite clinics available.

Social Marketing. Aflera decline between 1989 and 1991 in the proportion of both pill and condom
users supplied through the Social Marketing Company, market share has been increasing slightly for pills and
substantially for condoms. In 1993-94, 14 percent of pill users were using social marketing brands, up
slightly from 1991. The proportion of condom users using social marketing brands dropped {rom 62 percent
in 1989 10 41 percent in 1991 and then rebounded to 52 percent in 1993-94.

Family Planning Field Workers. Field workers arc providing a slighlly larger share of family
planning services now than in 1991—42 percent of modem mcthod uscrs in 1993-94 vs. 38 percent in the
1991 CPS. This no doubt rcllects the fact that most of the increase in modem mcthod use since 1991 is due
1o increascd use of the pill, which is distributed primarily by field workers. The proportion of services
provided through cither pharmacics or shops has remained steady since 1991, Although still not a major
source of family planning services, satellite clinics have gained slightly in imporance, due almost entirely
to an increasc in the proportion of injection users who obtain services there.

Field Worker Visitation. Despile the impressive coverage in placement of family planning ficld
workers, survey data show only a slight increasc in field worker visitation rates over time. In 1993-94, 38
percent of currently marricd women said they had been visited by a family planning ficld worker in the
previous six months, up from 36 percent in 1991, Some women are more likely than others 10 have been
visited by a ficld worker. Younger and older women are less likely (o have been vistied, presumably because
they arc either more likely to want to get pregnant or to be either infecund or sicrilized. Women in
Chittagong and Dhaka Divisions are less likely and thosc in Khulna Division more likely 1o have been visited
by a field worker than women in Barisal or Rajshahi Divisions.

MATERNAL AND CHILD HEALTH

Declining Childhood Mortality. Survey resulls indicatc animprovement in child survival since the
early 1980s. Under-five mortality has declined from 180 deaths per 1,000 births in the period 10-14 ycars
before the survey (approximately 1979-82) to 133 for the period 0-4 years before the survey, a decline of 26
percent. The infant mortality rate declined by 25 pereent over the same period (from 117 to 87 per 1,000
births). Further evidence of a decline in childhood montality comes from a comparison of data from the 1993-
94 BDHS with previous data sources, which shows a gencral downward trend.  Under-five mortality has
declined from almost 190 deaths per 1,000 births in 1979-83 to 133 for the period 1989-93. Although
encouraging, the BDHS rates show that almost onc in seven children born in Bangladesh dies before reaching
the fifih birthday, an indication that there is still much improvement to be made.

Childhood Vaccination Coverage. One possible rcason for the declining monrtality is improvement
in childhood vaccination coverage. The BDHS results show that 59 percent of children 12-23 months are
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fully vaccinated, a vast improvement from less than 20 percent in a 1985 survey. Nonetheless, a large
proportion of children obtain one or two vaccinations but fail to complete the full course. If dropout rates
could be reduced, the level of full coverage could be improved still further.

Childhood Health. The BDHS provides some data on childhood illness and treatment, Approximale-
ly one in four children under age three had a respiratory illness in the two weeks before the survey. Of these,
over one-fourth were taken to a health facility for treatment. Thirteen percent of children under threc were
reported to have had diarrhea in the two weeks preceeding the survey. The fact that almost three-quarters of
children with diarrhea received some sort of oral rchydration treatment (fluid made from an ORS packet,
recommended home fluid, or increased fluids) is encouraging. Also notable is the fact that half of children
under age three received a Vitamin A capsule in the six months prior to the survey.

Breastfeeding Practices. The BDHS results document an exceptionally long duration of breastfecd-
ing, with a median duration of over 35 months. Although breastfeeding has beneficial effects on both the
child and the mother, BDHS data indicate that supplementation of breastfecding with other liquids and foods
occurs toocarly in Bangladesh. Forexample, among newboms less than two months of age, one-quarter were
alrcady receiving supplemental foods or liquids. One in ten of these very young babies are given infant
formula. Among children age 2-3 months, about half were exclusively breastfed and half were being given
supplements.

Maternal Health Care, BDHS data point (o several areas regarding matemal health care in which
improvements could be made. Results show that most Bangladeshi mothers do not receive antenatal care.
Among births that occurred in the three ycars before the survey, almost three-quarters (73 percent) received
no anienatal carc during pregnancy. Moreover, 96 percent of births in Bangladesh are delivered at home and
60 percent arc assisted by traditional birth anendants. Less than 10 percent of births are assisted by medically
trained personnel. Proper medical attention during pregnancy and hygienic conditions during delivery can
reduce the risk of complications and infections that can cause death or serious illness for either the mother
orthe newborn. Somewhat more encouraging is the fact that tetanus toxoid coverage is relatively widespread
in Bangladesh. For two-thirds of births, the mothers received a tetanus toxoid injection during pregnancy.
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CHAPTER 1

INTRODUCTION

1.1  Geography and Economy
Geography

Bangladesh, a small country of 147,570 square kilometers, and 111.4 million people, emerged on
March 26, 1941 as an independent country on the world’s map following a war of liberation. It is almost
entirely surrounded by India, except for a short southeasten frontier with Myanmar and a south deltaic
coastline on the Bay of Bengal. It stretches between 20° 34" and 26° 38" north latitude and 88° 01" and 92°
41’ east Iongitude.

The most significant feature of the landscape is the extensive network of large and small rivers that
are of primary importance in the socioeconomic life of the nation. Chief among these, and lying like a fan
on the face of the land arc the Ganges-Padma, Brahmaputra-Jamuna, and the Megna.

The climate of Bangladesh is dominated by seasonally reversing monsoons. It experiences a hot
summer season with high humidity from March to June, a somewhat cooler but still hot and humid monsoon
scason from July through early October, and a cool, dry winter from November to the end of February. The
fertile delta is frequented by natural calamities such as flood, cyclone, tidal-bore and drought.

For administrative purposes, the country is divided into five divisions,' 64 districts, and 489 thanas
(subdistricts) (BBS, 1993:3). Muslims constitute about 85 percent of the population of Bangladesh, Hindus
about 14 percent, and Christians and others less than one percent.

A small fraction of the population consists of several ethnic groups which are distinct in terms of
language, race, religion, and customs. The national language of Bangladesh is Bangla, which is spoken and
understood by all.

Economy

Agriculture is the most important sector of the nation’s economy. It accounts for nearly 34 percent
of the gross domestic product (GDP) and provides employment to about 66 percent of the workforce (BBS,
1893:224,104). Jute is the main non-food crop and the main cash crop of Bangladesh. About 15 percent of
the cultivated land is uscd for crops other than jule and rice, Industry, though small, is increasing in
importance as a result of foreign investments. Prospects for mineral resources, gas, coal, oil, appear to be
bright inthe near future. The per capitaincome is only US$210(GB, 1994:2). Unemployment/underemploy-
ment is a serious problem, and pressure on the land in rural areas has led to a constant influx of people from
rural to urban areas.

! The fifth division, Barisal, was created in 1992 by subdividing the fcrmer Khulna Division.

1



1.2  Population
Demographic Situation

The population size and growth rate of the country have undergone significant changes over the past
few decades. The population of the area which now constitutes Bangladesh was about 42 million in 1941,
Since then, Bangladesh has experienced relatively high rates of population growth. The total population of
Bangladesh grew from 76 million in 1974 to 90 million in 1981 and to 111 million in 1991 (BBS, 1993:92).
The intercensal growth rate of population peaked in the mid-1970s at around 2.5 percent per annum, followed
by a continuing decline to 2.2 percentin 1991 (BBS, 1993:92). The 1991 census indicated that 45 percent
of the population is below 15 years of age, 52 percent are between 15 and 64 years and 3 percent are age 65
or over (BBS, 1993:84). The relatively young age structure of the population indicates continued rapid
population growth in the future. From 1975 to 1990, the eldetly population (age 65 and above) increased
from 2 to 3.1 million, and it is expceted to increase o 4,3 million by the year 2005 (GB, 1994:17).

There has been a substantial rise in the age at marriage. The mean age at [irst marriage for women
has increased from 16.6 years in 1974 10 18.2 years in 1991; it increased from 23.9 to 25.3 years for men
during the same period (BBS, 1993:86).

The total fertility rate has decreased from about 6.3 inthe mid-1970s (MHPC, 1978:73) 104.2in 1990
(Mitraet al., 1993:35). There has been a substantial decline in the crude birth rate in Bangladesh. 1t was 34.4
births per 1,000 population in 1986, declined to 32.8 in 1990, and then to 30.8 in 1992 (BBS, 1993:87).

Striking changes in the fertility preferences of married Bangladeshi women have been observed. In
1975, the mean desired family size was 4.1 children. In 1989, the desired family size, on average, dropped
to 2.9 children, leaving the way open for further fertility decline (Huq and Cleland, 1990:53,54). Young
women desired even smaller families, 2.5 children on average, a level close to replacement fertility.

The crude death rate has fallen dramatically in Bangladesh from about 19 per 1,000 population in
1975to 11.3 in 1990 (GB, 1994:4). Although infant and under-live mortality rates are declining, they are
still high. The infant monrtality rate was 150 deaths per 1,000 live births in 1975, and fell to about 110 in 1988
and 88 in 1992 (GB, 1994:5). Under-live child mortality, estimated at 24 per 1,000 births in 1982, declined
to 19 in 1989 and to 14 in 1990 (GB, 1994:5). Matemal mortality has come down from 620 dcaths per
100,000 births in 1982 10 470 in 1992, This small but important decline is mainly attributed 10 increased
availability of family planning and immunization services, improved antenatal and delivery care, and a
reduction in the number of births to high-risk mothers.

There is evidence of modest improvement in life expectancy during the past decade. Life expectancy
at birth was 46 years for males and 47 years for females in 1974 (UN,, 1981:60). It increased 10 57.4 years
for men and 56.8 years for women in 1992 (GB, 1994:5).

Demographic Transition

[t can now be safely said that the demographic transition has started in Bangladesh. The country has
passed through two phases of the classic demographic transition. Ttis now in the third phase when birth rates
decline, but remain significantly higher than the death rates, resulting in continued but slower population
growth. The decline in the population growth raic would have been cven greater had it not been for the
decline in mortality.



Fentility in Bangladesh is declining, yet the growth rate of the population is still high and its
consequences have adverse effects on various development efforts. One significant consequence of high
fertility and the declining mortality trend is a built-in "pepulation momentum," which will continue to
generate population increases well into the future, even in the face of rapid fertility decline.

1n 1992, Bangladesh had around 22 million married women in the reproductive ages; by the year
2001, this number is projected to rise to 31 million (GB, 1994.8). The government has set a goal of reaching
replacement level fertility by the year 2005 (GB, 1994:6). Even if this occurs, the population will continue
to grow for the next 40 to 60 years after 2005. One projection suggests that the population of Bangladesh
may stabilize at 211 million by 2056. By the year 2010, Bangladesh is likely to have a population of about
150 million. The demographic goal is difficult but not impossible to achieve, in view of the trends already
established in the success of family planning, matemal and child health, and other socioeconomic
development programs.

1.3  Population, Family Planning and Maternal and Child Health Policies and Programs

Family planning was introduced inthe early 1950s through the voluntary efforts of social and medical
workers. The govermnment, recognizing the urgency of moderating population growth, adopted family
planning as a government sector program in 1965. The present family planning infrastructure of Bangladcsh
has evolved in a process of development over the last 35 years.

The policy to reduce fertility rates has been repeatedly reaffirmed since liberationin 1971, The First
Five-Year Plan (1973-78) of Bangladesh amplified "the necessily of immediate adoption of drastic steps to
slow down the population growth" and reiterated that, "no civilized measure would be too drastic to keep the
population of Bangladesh on the smaller side of fifteen crore (i.e., 150 million) for sheer ecological viability
of the nation" (GB, 1994:7). Through three five-year plans, successive population programs contained new
strategies to streamline administrative structures and reformulate program goals and objectives.

From mid-1972, the family planning program received virtually unanimous, high-level political
suppori. All subsequent governments that have come into power in Bangladesh have identified population
control as the top priority for govemment action. This political commitment is crucial in understanding the
ferility decline in Bangladesh. The national policy went through several phases of evolution in responsc to
emerging needs and circumstances. In 1976, accelerated growth of population was dcclared the country’s
number one problem; a population policy was outlined, operational strategies were worked out, specilic field
programs were developed, and organizational and management arrangements were made for implementing
the programs. Population planning was seen as an integral part of the total development process, and was
incorporated into successive five-year plans. The population policy is formulated by the National Population
Council (NPC), chaired by the Prime Minister and including about 350 members comprising ecminent
personalities from different walks of life.

Development of Program Approach

Bangladesh population policy and programs have evolved through a series of development phases
and have undergone changes in terms of strategies, structure, contents, and goals. The five distinct and broad
phases may be identified as: (a) private and volunlary clinic-based programs (1953-60), (b) family planning
services through limited government health care facilities (1960-65), (c) large-scale field-based government
family planning programs (1965-75), (d) maternal and child health (MCH)-supported multi-sectoral family
planning programs (1975-80), and (e) functionally integrated health and family planning programs with
emphasis on MCH, primary health care, and family planning as a package, since 1980. The latcst approach
has been a shift towards launching a family planning social movement to raise and sustain awareness and
interest in all segments of society about fertility reduction as a strategy for sustainable development.



The current policy and programs emphasize strategies that have an integrated approach to population
planning and development. These are:

. Tuming the family planning program into a social movement 1o increase social acceptance
of family planning;

. Integrating the delivery of family planning and maternal and child health services;

. Promoting education (especially for girls);

. Improving the status of women;

. Mobilizing community participation,

. Ensuring voluntarism and enhancing method choice through a cafeteria approach;

. Enhancing a multi-/intersectoral approach to family planning cducation and service dclivery;
. Involving nongovernmental organizations (NGOs) and the private sector to complement

government efforts;

. Expanding the number of service outlets;
. Improving the quality of services; and
. Promoting program sustainability by enhancing in-country production of contraccptives and

maximizing human and organizational resources (GB, 1994:10).
Program Achievement

The national family planning/MCH program is being implemented with a contingent of about 30,000
female fieldworkers at the village level and a network of service outlcts for casy availability of family
planning/MCH services at the client’s doorstep.

These efforts have led to impressive achievements for the Bangladesh national family planning
program, while operating in an unfavorable socioeconomic environment. General awareness about family
planning is universal in Bangladesh; virtually all married women of reproductive age know at least one
modem family planning method. Between 1975 and 1991, the use of contraceptives increased fivefold, from
8 to 40 percent of married women (Cleland et al., 1994:32). Between 1981 and 1991, the use of modem
methods increased from 11 to 31 percent of married women, while use of traditional methods increased only
slightly, from 8 to 9 percent of married women (Larson and Mitra, 1992:126; Mitra et al., 1993:53). Since
1981, the growth in use of reversible methods has outpaced gains by permanent mcthods, a reflection of the
fact that family planning has become more widespread among younger women wishing 1o space births and
the fact that reversible methods have been more strongly promoted by the supply system.



Factors for Program Success

Numerous factors have contributed to the increase in contraceptive use over the past 10 ycars. The
elements identified as having contributed to the success of the program are: (1) strong political commitment
to family planning programs by successive governments, (2) successful promotion of a small family norm
through information and education activitics and other multi-sectoral programs, (3) establishment of a
widespread infrastructure for delivering family planning and health services down to the village level, (4)
increascd involvement of nongovernmental organizations to supplement and complement government’s
efforts, (5) flexibility to make policy and programmatic adjustments in response to emerging needs, and (6)
strong support of the program by the intemational aid community (GB, 1994:36).

The success achieved so farin the national family planning program is encouraging and has increased
the confidence that it is possible 0 achieve further progress. But there remain several issues of concern, such
as the tremendous growth potential built into the age structure as a consequence of past high fertility. Due
to the increasing population entering childbearing age, the program will have to increase efforts substantially
Jjust to maintain the current level of contraceptive use. If demand for family planning also increases, that will
put even more strain on (he program. Other concems are lack of a steady supply of contraceptives from
external sources, which affects program performance; the need for further improvement in access to and
quality of facilitics and services; and the nced for men to participate more actively in family planning
acceptance,

Despite these constraints, there exists a substantial demand for family planning services in

Bangladesh and there is a nced to assign priority to meeting that demand by improving the quality and
supervision of outrcach scrvices.

1.4  Objectives of the 1993-94 Bangladesh Demographic and Health Survey

The BDHS is intended to serve as a source of population and health data for policymakcrs and the
rescarch community. In general, the objectives of the BDHS are to;

. assess the overall demographic situation in Bangladesh,
. assist in the evaluation of the population and health programs in Bangladesh, and
. advance survey methodology.

More specifically, the BDHS was designed to;

. provide data on the family planning and fenility behavior of the Bangladeshi population to
evaluate the national family planning program,

- measure changes in fertility and contraceplive prevalence and, at the same time, sStudy the
factors which affect these changes, such as marmiage patterns, urban/rural residence,
availability of contraception, breastfeeding patierns, and other socioeconomic factors, and

. examinc the basic indicators of maternal and child health in Bangladesh.



1.5  Survey Organization

The 1993-94 BDHS was conducted under the authority of the National Institute of Population
Research and Training (NIPORT) of the Ministry of Health and Family Welfare. The survey was
implemented by Mitra and Associates, a private research firm located in Dhaka. Macro International Inc. of
Calverton, Maryland provided technical assistance to the project as part of the international Demographic and
Health Surveys program. Financial assistance was provided by the U.S. Agency for International
Development (USAID)/Dhaka.

Sample Design

Bangladesh is divided into five administrative divistons, 64 districts (zillas), and 489 thanas. In rural
areas, thanas are divided into unions and then mauzas, an administrative land unit. Urban areas are divided
into wards and then mahallas. The 1993-94 BDHS employed a nationally-representative, two-stage sample.
It was selected from the Integrated Multi-Purpose Master Sample (IMPS), newly created by the Bangladesh
Bureau of Statistics. The IMPS is based on 1991 census data. Each of the five divisions was stratified into
three groups: 1) statistical metropolitan areas (SMAS)Z, 2) municipalities (other urban areas), and 3) rural
areas. In rural areas, the primary sampling unit was the mauza, while in urban areas, it was the mahalla.
Because the primary sampling units in the IMPS were selected with probability proportional to size from the
1991 census frame, the units for the BDHS were subselected from the IMPS with equal probability to make
the BDHS selection equivalent to selection with probability proportional to size. A total of 304 primary
sampling units were selected for the BDHS (30 in SMAs, 40 in municipalities, and 234 in rural areas), out
of the 372 in the IMPS. Fieldwork in three sample points was not possible, so a total of 301 points were
covered in the survey.

Since one objective of the BDHS is to provide separate survey estimates for each division as well as
for urban and rural areas separately, it was necessary to increase the sampling rate for Barisal Division and
for municipalities relative to the other divisions, SMAs, and rural areas. Thus, the BDHS sample is not self-
weighting and weighting factors have been applied to the data in this report.

After the selection of the BDIIS sample points, field staff were trained by Mitra and Associates and
conducted a household listing operation in September and October 1993. A systernatic sample of households
was then selected from these lists, with an average "take" of 25 households in the urban clusters and 37
househoelds in rural clusters. Every second household was identified as selected for the husband’s survey,
meaning that, in addition to interviewing all ever-married women age 10-49, interviewers also interviewed
the husband of any woman who was successfully interviewed. It was expected that the sample would yield
interviews with approximately 10,000 ever-married women age 10-49 and 4,200 of their husbands.”

Questionnaires

Four types of questionnatres were used for the BDHS: a Household Questionnaire, a Women’s
Questionnaire, a Husbands’ Questionnaire, and a Service Availability Questionnaire. The contents of these
questionnaires were based on the DHS Model A Questionnaire, which is designed for use in countries with
relatively high levels of contraceptive use. Additions and modifications to the model questionnaires were
made during a series of meetings with representatives of various organizations, including the Asia

2 SMAs are extensions of the division headquarters and include rural areas.

3 Not all ever-married women were cutrently married, and some of the eligible husbands could not be interviewed
for various reasons.



Foundation, the Bangladesh Bureau of Statistics, the Cambridge Consulting Corporation, the Family Planning
Association of Bangladesh, GTZ, the Intemational Centre for Diarrhoeal Disease Research (1ICDDR,B),
Pathfinder Intemational, Population Communications Services, the Population Council, the Social Marketing
Company, UNFPA, UNICEF, University Research Corporation/Bangladesh, and the World Bank. The
questionnaires were developed in English and then translated into and printed in Bangla.

The Household Questionnaire was used to list all the usual members and visitors of selected
households. Some basic information was collected on the characteristics of each person listed, including
his/her age, sex, education, and relationship to the head of the household. The main purpose of the Household
Questionnaire was to identify women and men who were eligible for individual interview. In addition,
information was collected about the dwelling itself, such as the source of water, type of toilet facilities,
materials used to construct the house, and ownership of various consumer goods.

The Women’s Questionnaire was used 1o collect information from ever-married women age 10-49.
These women were asked questions on the following topics:

. Background characteristics (age, education, religion, etc.),
. Reproductive history,

. Knowledge and use of family planning methods,

. Antenatal and dclivery care,

. Breastfecding and weaning practices,

. Vaccinations and health of children under age three,

’ Marriage,

. Fertility preferences, and

- Husband’s background and respondent’s work,

The Husbands’ Questionnaire was used to interview the husbands of a subsample of women who
were interviewed. The questionnaire included many of the same questions as the Women’s Questionnaire,
except that it omitted the detailed birth history, as well as the sections on maternal ¢are, breastfeeding and
child health.

The Service Availability Questionnaire was used to collect information on the family planning and
health services available in and near the sampled areas. 1t consisted of a set of three questionnaires: one to
collect data on characteristics of the community, one for interviewing family welfare visitors and one for
interviewing family planning field workers, whether govemment or nongovemment supported. One set of
service availability questionnaires was to be completed in each cluster (sample point).

Fieldwork

The BDHS questionnaires were pretested in July 1993. Male and female interviewers were trained
for 10 days at the office of Mitra and Associates. Many of the interviewers had participated in prior surveys.
Aftertraining, the teams spent nine days in the field conducting interviews under the obscrvation of staff from
Mitra and Associates. Altogether, 209 women's and 57 husbands’ questionnaires were completed. The field
tcams then spent three days in Dhaka in debriefing mecltings, discussing the fieldwork and suggesting
modifications to the questionnaires. On the basis of these suggestions, revisions in the wording and
translations of the questionnaires were made.

In October 1993, candidates for field staff positions for the main survey were recruited. Recruitment
criteria included educational attainment, maturity, ability to spend one month in training and at least four
months in the field, and experience in other surveys. A total of 102 trainees were recruited.



Training for the main survey was conducted at Mitra and Associates offices for four weeks (from 18
QOctober to 15 November 1993). Initially, training consisted of lectures on how to fill in the questionnaires,
with mock interviews between participants to gain practice in asking questions. Towards the end of the
training, participants spent several days in field practice interviewing in various parts of Dhaka and
Chittagong cities, as well as in some rural areas of the Tangail and Gazipur Districts. Trainees whose
performance was considered superior were selected to be supervisors and field editors.

Fieldwork for the BDHS was carried out by 12 interviewing tcams. Each consisted of 1 male
supervisor, 1 female field editor, 4 female interviewers, and 2 male interviewers, for a total of 96 field staff.
In addition, each team included one person who was responsible for completing the Service Availability
Questionnaire. Finally, Mitra and Associates fielded four quality control teams of two people each to check
on the field teams. Fieldwork commenced on 17 November 1993 and was completed on 12 March 1994.
The distribution of individual interviews with women was roughly: November (12 percent); December (25
percent); January (27 percent); February (26 percent); and March (10 percent).

Data Processing
Table 1.1 Results of the household and individual interviews
All questionnaires for the BDHS were re- | Number of households, number of interviews and response
tumed to Dhaka for data processing at Mitra and | rates, Bangladesh 1993-94
Associates. The processing operation consisted of Residence
office editing, coding of open-ended questions,
data entry, and editing inconsistencies found by | Resul Urban Rural Total
the compuler programs. One senior staff membert, Houschold Interv]
. . . . ouscno nterviews
1 fja_ta processing supervisor, 1 questionnaire ad- Households sampled 1495 8186 9681
ministrator, 2 office editors, and 5 dataentry oper- Households found 1401 7854 9255
ators were responsible for the data processing op- | Houscholds interviewed 1376 7798 9174
eration. The data were processed on five micro- | Houschold response rate 98.2 99.3 9.1
computers. The DHS data entry and editing pro- | Individual interviews
grams were written in ISSA (Integrated System | Numberof eligible women 1510 8390 9900
X . Number of eligible women
for Survey Analysis). Data processing commenced interviewed 1466 8174 0640
l]nggzrly February and was completed by late April Eligible woman response rate ~ 97.1 97.4 97.4
' Number of eligible husbands 589 3285 3874
Number of eligible husbands
Response Rates intzrviewed 500 2784 3284
Eligible husband response rate  84.9 84.7 84.8
Table 1.1 shows response rates for the sur-

vey and reasons for nonresponse. A total of 9,681 households were selected for the sample, of which 9,174
were successfully interviewed. The shortfall is primarily due to dwellings that were vacant, or in which the
inhabitants had left for an extended period at the time they were visited by the interviewing teams. Of the
9,255 households that were occupied, 99 percent were successfully interviewed. In these houscholds, 9,900
women were identified as eligible for the individual interview and interviews were completed for 9,640 or
97 percent of these. In one-half of the households that were sclected for inclusion in the husbands’ survey,
3,874 eligible husbands were identified, of which 3,284 or 85 percent were interviewed.

The principal reason for nonresponse among eligible women and men was failure to find them at
home despite repeated visits to the household. The refusal rate was very low (less than one-tenth of one per-
cent among women and husbands). Since the main reason for interviewing husbands was to maich the infor-
mation with that from their wives, survey procedures called for interviewers not to interview husbands of
women who were not interviewed. Such cases account for about one-third of the non-response among hus-
bands. Where husbands and wives were both interviewed, they were interviewed simultaneously but
separately.



CHAPTER 2

CHARACTERISTICS OF HOUSEHOLDS AND RESPONDENTS

The purpose of this chapter is to provide a short descriptive summary of some socioeconomic
characteristics of the household population and the individual survey respondents, such as: age, sex, residence
and educational level. Alsoexamined are environmental conditions such as housing facilities and household
characteristics. This information on the characteristics of the households and the individual women
interviewed is essential for the interpretation of survey findings and can provide an approximate indication
of the representativeness of the survey.

2.1 Characteristics of the Household Population

In the BDHS, information was collected about all usual residents and visitors who had spent the
previous night in the selected household. This approach makes it possible to distinguish between the de jure
population (those usually resident in the household) from the de facio population (those who spent the night
before the interview in the household). A household was defined as a person or group of people who live
together and share food.

Age and Sex
The distribution of the household population in the BDHS is shown in Table 2.1 by five-year age

groups, according to sex and urban-rural residence. Because of relatively high levels of fertility in the past,
Bangladesh has a larger proportion of its population in the younger age groups than in the older age groups,

Table 2.1 Household population by age, residence and sex
Percent distribution of the de facto household population and sex ratios by five-year age groups, according to
urban-rural residence and sex, Bangladesh 1993-94

Urban Rural Total
Age Sex Sex Sex
group Male Female Total ratic Male Female Total ratio Male Female Total ratio
04 11.5 11.7 116 994 141 13.4 13.7 105.1 13.8 13.2 135 1045
59 13.0 133 13.1 99.6 15.7 15.5 15.6 1011 154 15.2 153 1009
10-14 144 14.7 146 993 13.9 13.6 13.8 101.8 14.0 13.8 13.9 1015
15-19 9.7 119 10.8 823 9.4 10.6 100 883 9.4 10.7 10.1 87.5
20-24 929 11.9 109 849 7.8 9.7 8.8 804 81 10.0 9.0 81.1
25-29 3.8 93 90 960 6.6 8.5 7.6 184 6.9 8.6 7.7 80.5
30-34 13 6.5 69 1149 6.5 6.1 63 106.1 6.6 6.2 64 1072
35-39 1.3 54 64 1359 59 5.0 55 1172 6.1 5.1 56 119.5
4044 4.6 43 44 108.1 42 3.6 39 11411 4.2 a7 40 1133
45-49 34 3.0 3.2 116.0 3.7 2.7 3.2 1348 3.7 2.8 32 1325
50-54 33 23 28 1470 2.8 3.1 3.0 875 2.8 31 29 92.6
55-59 2.3 1.8 20 1342 22 2.4 23 905 2.2 23 23 94.2
60-64 1.8 1.5 1.6 119.2 2.1 2.4 23 876 2.1 2.3 22 89.9
65.69 1.1 1.0 1.1 1111 1.8 1.2 1.5 151.8 1.7 1.2 14 1477
70-714 0.8 0.6 0.7 1359 1.7 0.9 13 1935 1.6 0.8 1.2 188.7
75-19 0.4 03 03 1055 0.7 04 06 1740 0.7 0.4 0.5 1674
80+ 0.6 04 0.5 1285 1.0 0.8 09 1271 0.9 0.7 08 1272
Total 100.0 100.0 1000 1017 100.0 1000 1000 998 100.0 100.0 100.0 100.0
Number 2830 2783 5612 5612 21608 21646 43254 43254 23338 24428 48866 48866




Figure 2.1
Population Pyramid, Bangladesh, 1993-94
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with one exception. There is a a smaller proportion of children under age five than age 5 to 9, which confirms
recent declines in fertility (see Figure 2.1).

Urban areas have relatively fewer people under age 15 than rural areas (39 vs. 43 percent). Also, the
shift to lower proportions of total population begins at age group 5-9 in urban areas, instead of at age group
0-4 as in rural areas. These differences support the supposition that fenility declines in Bangladesh, as in
many other countries, began with the urban population.

The sex ratio, the number of males per 100 females, is 105 for the age group 0-4 years, while it is
about 101 for ages 5-14 years. However, there is an excess of females over males at ages 15-29, followed
by a reversal at ages 30-49 years; the pattern is repeated between the age ranges 50-64 years and 65 years and
above. The 1991 BCPS documented a similar age-sex structure for the household population (Mitra et al.,
1993). Migration of young mecn to other countries for work most likely contributes to the low sex ratios at
ages 15-29. Overreporling of ages of men and/or underreporting of ages of women may also be an underlying
cause of the observed irregular age-sex structure.

The irregular bulge of women at ages 50-54 years suggests that, in addition to possible heaping on
age 50, women may have been pushed from age 45-49 to 50-54, perhaps to reduce the workload of the
interviewer. This pattern has been observed in other DHS surveys (Rutstein and Bicego, 1990). The pattem
is more pronounced among women in rural than in urban areas. The impact of these irregularities on the
quality of the data is probably small, since there are relatively few women at these ages.

Figure 2.2 presents the distribution of the male and female household population by single year of

age (see also Appendix Table C.1). The data show evidence of a preference for reporting ages that end in
zero or five (age "heaping” or digit preference) that is common in countries where ages are not well known.
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Figure 2.2
Distribution of De Facto Household
Population by Single Year of Age and Sex
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Digit preference is considerably more pronounced for men than for women. This is most probably due to the
fact that many of the women were individually interviewed and their ages probed in detail, while many of

the men’s ages were provided by proxy.

BDHS 1953-04

Table 2.2 compares the broad age structure of the population from the 1989 Bangladesh Fertility
Survey (BFS), the 1989 and 1991 Contraceptive Prevalence Surveys (CPSs), and the 1993-94 BDHS. There
has been a slight decline in the proportion of population less than 15 years of age.

Table 2.2 Population by age from selected sources

Percent distribution of the de facto population by age group, selected sources,
Bangladesh, 1989-1994

1989 1989 1991 1993.-94

Age group BFS CPS CPs BDHS
<15 43.2 432 42.7 42.6
15-59 509 50.9 51.2 51.2
60+ 5.9 59 6.0 6.2
Total 100.0 100.0 100.0 100.0
Median age ) U U 18.4

U = Unknown (not available)
Source: Hug and Cleland, 1990:28; Mitra ct al., 1993:14
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Household Composition

Table 2.3 sbows that a small minority of households in Bangladesh are beaded by females (9 percent),
with more than 90 percent headed by males. Female-headed households are equally uncommon in rural and
urban areas. The average household size in Bangladesh s 5.4 persons, with almost no variation between rural
and urban areas. Single person households are rare in both rural and urban areas.

Fewer than five percent of Bangladeshi households consist of only one adult, either with or without
children. About two-fifths of households contain two related adulis of opposite sex (presumably most of
which are married couples); one-half of households consist of three or more related adults. Households of
three or more related adults are more common in rural (50 percent) than urban (46 percent) areas.
Categorized as other, about 9 percent of households in urban areas are made up of unrelated persons.
However, such households are much less common in the rural area (3 percent).

Table 2.3 Household composition
Percent distribution of households by sex of head of
household, household size, and kinship structure,
according to urban-rural residence, Bangladesh 1993-94
Residence
Characteristic Urban  Rural Total
Houschold headship
Male 908  91.3 91.3
Female 9.2 8.7 8.7
Total 100.,0 1000  100.0
Number of usual members
1 0.8 1.2 1.2
2 6.6 6.5 6.5
3 12.4 13.5 13.4
4 18.4 18.8 18.8
5 19.8 17.8 18.0
6 152 156 156
7 10.5 10.0 10.1
8 52 6.4 6.3
9+ 1.1 10.1 10.2
Total 100.0 100.0 100.0
Mean size 55 54 5.4
Kinship structure
Cme adult 3.2 4.8 4.6
Two related adulis:
Of opposite sex 406 411 410
Of same sex 1.2 1.8 1.7
Three or more related adults 46 3 49.7 49.3
Other 8.6 2.6 33
Total 100.0 100.0 100.0
Note: Table is based on de jure members; i.e., usual
residents.
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Education

Education is a key determinant of the life style and status an individual enjoys in a society. It affects
almost all aspects of human life, including demographic and health behavior. Studies have consistently
shown that educational attainment has strong effects on reproductive behavior, contraceptive use, fertility,
infant and child mortality, morbidity and issues related to family health and hygiene. Tables 2.4.1 and 2.4.2
provide data on educational attainment of the household population in the BDHS.

Table 2.4.1 Educational level of the male household population
Percent distribution of the de facto male houschold population age six and over by highest level of
education attended, and median number of years of schooling, according 1o selected background
characteristics, Bangladesh 1993-94
Mecdian
Background No edu- Primary Primary Secondary/ years of
characteristic cauon incomplete complete  [ligher  Missing Total Number  schooling
Age1
6-9 235 76.1 03 0.0 0.0 100.0 2987 0.8
10-14 209 61.2 17.9 0.0 0.0 100.0 3410 2.8
15-19 26.4 30.3 37.4 59 0.0 100.0 2298 52
20-24 33.0 24.9 26,4 i5.6 o1 1360 1974 5.0
25-29 40.8 23.6 21.1 14.5 0.0 100.0 1683 3.2
30-34 43,4 26.4 213 9.0 0.0 1000 1619 2.6
35-39 426 23.0 23.6 10.5 0.2 100.0 1484 3.0
40-44 42.1 23.0 22.0 12.6 0.3 100.0 1027 3.1
45-49 44.3 25.6 205 9.3 02 100.0 897 2.5
50-54 141.5 25.4 18.7 83 0.0 100.0 690 1.0
55-59 49.8 25.8 19.2 5.3 0.0 100.0 539 1.0
60-64 52.5 25.7 17.9 3.8 0.2 100.0 505 0.0
65+ 53.7 285 153 1.9 0.6 100.0 11%0 0.0
Resldcnce
Urban 20.0 315 28.0 205 0.0 100.0 2432 5.8
Rural 36.6 40.3 18.4 4.7 0.1 100.0 17873 1.7
Division
Darisal 22,2 46.1 240 7.5 0.1 100.0 1311 34
Chittagong 34.6 41.0 19.2 5.1 0.1 100.0 5636 2.1
Dhaka 356 36.3 19.4 8.6 0.1 1000 6099 2.1
Khulna 322 40.3 21.3 6.2 0.0 100.0 2584 26
Rajshahi 38.2 38.3 17.8 56 0.1 1000 4674 1.6
Total 346 39.2 19.5 6.6 0.1 100.0 20305 2.1
'Excludes 4 men for whom an age was nol reporied.

Education has become more widespread over time in Bangladesh. This is apparent (rom the
differences inlevels of educational attainment by age groups. A steadily decreasing percentage of both males
and females have never attended school in cach younger age group. For men, the proportion who have never
attended school decreases from 54 percent in the oldest age group (65 years or more) to 21 percent among
those age 10-14; for women the decline is more striking: from 90 percent to 22 percent (see Figure 2.3).

Despite considerable improvement in the spread of education, levels of educational attainment still
remain discemnibly low among people in Bangladesh, with a strong differential persisting between males and
females. About one-third of men (35 percent) and about half of women (48 percent) age six years and above,
have not received any formal education. The median number of years of schooling is 2.1 for men and less
than one full year for women. In almost every age group there are smallcr proportions of men than women
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Table 2.4.2 Educational level of the female household population

Percent distribution of the de facto female household population age six and over by highest level of
education attended, and median number of years of schooling, according to selected background
characteristics, Bangladesh 1993-94

Median
Background Noedu- Primary Primary Secondary/ years of
characieristic cation incomplete complete  Higher  Missing Total Number  schooling
Agel
6-9 26.4 734 0.2 0.0 0.0 100.0 2924 0.8
10-14 222 59.8 18.0 0.1 0.0 100.0 3361 29
15-19 362 30.8 28.4 4.7 0.0 100.0 2625 4.0
20-24 49.4 271 17.0 6.4 0.1 100.0 2435 1.0
25-29 54.6 26.1 15.7 3.5 0.0 100.0 2090 0.0
30-34 60.] 26.0 12.0 1.8 0.1 100.0 1511 0.0
35-39 63.0 255 9.7 1.9 0.0 100.0 1242 0.0
40-44 65.1 25.6 7.8 1.6 0.0 100.0 906 0.0
45-49 733 20.4 4.6 1.3 0.0 100.0 677 0.0
50-54 81.2 155 2.8 0.5 0.0 100.0 745 0.0
55-59 81.2 157 2.8 0.3 0.0 100.0 572 0.0
60-64 86.4 10.8 29 0.0 0.0 100.0 561 0.0
65+ 89.7 93 0.6 0.0 0.3 100.0 762 0.0
Residence
Urban 34,0 310 253 9.6 0.1 100.0 2389 33
Rural 50.0 38.0 108 1.1 0.0 100.0 18023 0.0
Divislon
Barisal 30.7 504 16.5 24 0.0 100.0 1345 24
Chitiagong 50.6 349 12.8 1.6 0.0 100.0 5971 0.0
Dhaka 49.7 343 13.0 3.0 0.1 100.0 6060 0.9
Khulna 41.9 425 13.3 23 0.0 1000 2427 1.0
Rajshahi 514 37.1 10.t 1.5 0.0 100.0 4608 0.0
Total 48.2 312 12.5 2.1 0.0 100.0 20412 09

'Excludes 1 woman for whom an age was not reported.

Figure 2.3
Percentage of Males and Females Who Have
No Formal Education by Age Group
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with no education and more men than women with secondary education. Howgver, over time, the sex
differential is narrowing; differences in educational attainment between school-age boys and girls have
become almost insignificant (see Figure 2.3).

Substantial urban-rural gaps in educational attainment persist. Over one-third of rural men (37
percent) have never attended school—compared to only one-fifth of urban men (20 percent). The differences
are also striking for women—S50 percent of rural women have never attended school, compared to only 34
percent of urban women. Urban-rural gaps are much larger at the secondary and higher level of education.
Only about 5 percent of men and 1 percent of women in rural areas have received some secondary education;
for urban areas the rates are 21 percent for men and 10 percent for women.

As for differences by division, both men and women in Barisal and Khulna Divisions have higher
education attainment than residents of other divisions. The proporion of population with no education is
lower and the mean number of years of schooling is higher in both these divisions than in the other divisons.

Table 2.5 presents enrollment rates by age, sex and residence of the population age 6-24 years. Of
every ten children age 6-15 years, almost seven {68 percent) are enrolled in school, But enrollment drops
substantially after age 15; only about three out of ten older teenagers (29 percent) are still in school and only
one out of eight in their early 20s (13 percent) are still in sechool. The substantial decline after age 15 may be
partly due to the fact that many families need their grown children (age 16-24) for work or do not have the
means Lo bear their educational expenses,

Itis encouraging that urban-rural gaps in enroliment of children have become virtually non-existent,
with 68 percent of both urban and rural children age 6-15 currently enrolled in school. In fact, rural areas
have a slightly higher proportion than urban areas of children 6-10 years enrolled in school. The increased
rural enrollment of children may be a result of the recenily launched 'Food For Education’ program designed
to encourage rural residents to send their children to school. However, rural enrollment rates still lag far
behind urban rates among childrenolder than 15. Atages 16-20 years, only 26 percent of adolescents are still
in school in rural areas, compared to 45 percent in urban areas; at ages 21-24 years, only 10 percent of rural
young adults are in school, eompared to 26 percent in urban areas.

The sex differential in school enrollment also scems to be disappearing, at least among younger
children, At ages 6-15, only a slightly higher percentage of boys than giris are enrolied (69 vs. 66 percent).
However, by ages 16-20 years, men are much more likely than women to be enrolled (38 vs. 21 percent),
presumably due to early marriage or social seclusion, which cause young women to drop out of school.

Table 2.5 School enroliment

Percentage of the de facto household population age 6-24 years enrolled in school, by age group, sex, and urban-
rural residence, Bangladesh 1993-94

Male Female Total
Age group Urban Rural Towtnl  Urban  Rural Total  Urban  Rural Total
6-10 72.1 75.1 74.8 71.0 72.7 72.5 71.5 739 73.7
11-15 67.1 62.1 62.7 62.7 57.9 58.5 64.9 59.9 60.6
6-15 69.6 69.4 69.4 66.9 65.9 66.0 68.2 67.7 67.8
16-20 51.4 36.0 379 40.2 17.7 20.7 453 26.4 28.8
21-24 342 19.6 21.7 19.6 3.7 5.8 26.2 10.4 12.6
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Employment

The BDHS Household Questionnaire included a question as 1o whether each person age eight and
above was working for money. The resulting information is shown in Table 2.6 for males and females by
age group according to urban-rural residence. As expected, men are much more likely than women to be
employed, regardless of age group or residence. Overall, almost 60 percent of men are employed, compared
to only about 10 percent of women. Not surprisingly, employment rates are higher among both men and
women in their 20s and 30s and decline among men and women in their late 50s and 60s. Paid employment
begins early in Bangladesh; at ages 10-14, 17 percent of boys and 6 percent of girls are working for money.
By ages 15-19, almost half of boys and 10 percent of girls are engaged in paid employtment.

Table 2.6 Employment status
Percentage of males and females who are working for money by age group and urban-
rura] residence, Bangladesh 1993-94

Males Femalas
Age
group Urban Rural Total Urban Rural Total
8.9 2.1 1.1 1.2 36 0.7 1.0
10-14 17.1 17.2 17.2 17.6 4.0 5.7
15-19 38.8 48.2 47.1 159 8.1 9.1
20-24 515 74.0 71.7 18.7 129 13.7
25-29 803 90.2 88.8 209 179 18.3
30-34 94.7 97.1 96.8 24.5 19.5 20.1
35.39 971.3 97.6 97.6 19.3 20.1 20.0
40-44 95.5 98.1 97.8 259 15.7 17.0
45-49 98.3 98.0 98.0 11.9 13.1 129
50-54 92.7 96.1 95.6 24.4 9.3 10.6
55-59 91.1 91.4 91.4 7.3 8.9 8.8
60-64 67.8 79.4 783 18.1 49 59
65+ 47.7 522 519 24 43 4.1
Total 56.6 57.7 51.5 16.5 9.8 10.6
Number 2,432 17,873 20,305 2,432 17,873 20,305

2.2 Housing Characteristics

Sociceconomic conditions were assessed by asking respondents questions about their household
environment. This information is summarized in Table 2.7.

As the table shows, only 18 percent of househeoldsin Bangladesh have electricity. Electricity is much
more common in urban areas; three-quarters of urban households have electricity, compared to only 10
percent of rural households.

Tubewells are the major source of drinking water in Bangladesh. Overall, about nine out of ten
households (88 percent) obtain their drinking water from tubewells. Only 8 percent remain dependent on
surface water such as surface wells (4 percent), ponds (3 percent) and rivers/streams (1 percent). Piped water
is available mostly in urban areas. Among urban households, 27 percent have water piped into the residence,
10 percent obtain drinking water from taps (public or private) outside the residence, and 62 percent get their
drinking water from tubewells. In rural areas, tubewells are the only major source of drinking water; more
than 9 in 10 rural households obtain their drinking water from tubewells. Similar levels of use of tubewells
for drinking water in rural arcas were also documcnted in the 1991 National Survey on Status of Rural Water
Supply and Sanitation.
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The majority (69 percent) of households in
Bangladesh have sanitation facilities; however, only 41
percent have a hygienic toilet, while 30 pecent have no
facility at all. Hygienic toilcts include septic tank/mod-
em toilets, water-sealed/slab latrines and pit toilets. As
expected, sanitary facilities vary between rural and ur-
ban areas. In rural areas, only 36 percent of households
have hygienic toilets, compared to 81 percent of urban
households. Moreover, one-third of rural houscholds
have no facility at all, compared to only 5 percent of
urban households. There are also urban-rural differences
in the types of hygienic toilets. Septic tank/modem
toilets are the most common hygienic toilet in urban
areas (49 percent), while in rural areas, pit latrines (17
percent) and water-sealed/slab toilets (15 percent) are the
most common hygienic toilets.

Tin is the most common roofing material in
Bangladesh, accounting for over half of both rural and
urban households. However, urban and rural households
vary widely in the use of other types of roofs. In urban
areas, 29 percent of houscholds live in dwellings with
cement, concrete or tiled roofs, while in rural areas,
bamboo or thatch (40 percent) is the most common toof-
ing material after tin.

Almost three out of four households in Bangla-
desh live in structures with walls made of natural mate-
rials such as jute, bamboo or mud. About 10 percent live
in houses with brick or cement walls and almost the
same proportion live in houses with tin walls (9 per-
cent). Urban households live in more sclid dwellings
than rural households. Half of urban households live in
structures with brick or cement walls, compared to only
6 percent of rural households.

Overall, nine out of ten households in Bangla-
desh live in residences with floors made of earth (90
percent). However, more than half of urban households
have cement or concrete flooring in their residences.
Earth flooring is almost universal in rural areas (96 per-
cent),

As a way of estimating the extent of crowding,
information was gathered in the BDHS on the number of
rooms households use for sleeping. Evidence of crowd-
ing in Bangladeshi households is apparent in the esti-
mates furnished in Table 2.7. Two-thirds of the house-

holds (65 percent) have three or more persons per sleeping room, with a mean number of 3.5 persons. There

Table 2.7 Housing characteristics

Percent distribution of househelds by housing
characteristics, according to urban-rural residence,
Bangladesh 1993-94

Residence
Characleristic Urban Rural Total
Electricity
Yes 75.2 10.4 17.8
No 24.8 89.6 82.2
Total 100.0 1000 100.0
Source of drinking water
Piped into residence 26.7 0.3 33
Piped owside residence 10.1 0.2 1.3
Tubewell 62.0 91.0 81.7
Surface/other well 0.8 4.4 4.0
River/stream 0.1 0.8 0.7
Lake/pond 0.4 31 2.8
Other 0.0 0.1 0.1
Missing/Don’t know 0.0 0.1 0.1
Total 100.0  100.0  100.0
Sanltation facilit,
Septic tank/Modern toilet  49.4 4.2 9.3
Water/slab latrine 22.8 14.8 15.7
Pit latrine 8.4 16.6 15.7
Open latrine 9.1 20.7 19.3
Hanging latrine 49 10.0 9.4
No facility/bush 4.8 134 30.2
Other 0.6 0.4 0.4
Total 100.0  100.0 100.0
Roof material
Bamboo/thatch (Kaicha) 10.7 40.2 36,8
Tin 557 52.3 52.7
Cement/concrete/tle 294 1.7 4.8
Other 4.1 5.8 5.6
Total 1000 1000 1000
Wall material
Tute/bamboo/mud (Katcha) 38.6 77.0 72.7
Wood 1.7 3.2 3.1
Brick/cement 50.5 5.6 10.7
Tin 1.7 9.7 9.4
Other 1.3 4.4 4.1
Total 100.0 100.0 100.0
Floor material
Earth (Katcha) 45.2 96.0 90.2
Wood 2.1 0.2 0.4
Cement/concrete 52.6 3.7 9.3
Missing/Don’t know 0.0 0.1 0.1
Total 100.0  100.0 100.0
Persons per sleeping room
- 9.5 34.2 34.8
34 38 2 42,2 41.8
56 17.1 17.8 17.8
7+ 52 5.6 5.6
Missing/Don’t know 0.0 0.1 0.1
Total 100.0 100.0 100.0
Mcan persons per room 34 3.6 35

Number of households 1038 8136 9174

are only slight differences between urban and rural households in the extent of crowding,
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Household Possessions
Table 2.8 Household durable goods and agricultural land

Respondents were asked about ownership of se- Percentage of households possessing various durable
lected durable goods and agricultural land. The informa- | goods and agricultural land, by urban-rural residence,
tion was collected primarily as socioeconomic indicators | Bangladesh 1993-94
of the population. Results are shown in Table 2.8.

Residence

Possession of household durable goods is not | Characeristic Urban  Ruml  Total
very common in Bangladesh, since many of the families
here cannot afford them. Nationally, 72 percent _Of Almirah (wardrobe) 53.9 180 221
households own a cot or bed, 49 percent a table, chair, | Table/chair/bench 68.2 461 486
or bench, 35 percent a watch or clock and only 22 per- | Watch/clock 64.7 315 352
cent an almirah (wardrobe). As for the more valuable Covbed §9.4 700 122
X : . X Working radio 42.3 22.3 24.6
items, 25 percent of households possess working radios, | Working television 17.6 3.4 72
16 percent own bicycles, and only 7 percent possess | Bicycle 15.7 16.0 159
televisions in working condition. A higher proportion of Agricultural land 339 594 566

urban than rural households possess every durable good
asked about except bicycles, which reflects, among | Number of households 1038 8136 9174
other things, the relatively better economic conditions in
urban areas.

Just over half of households in Bangladesh own agricultural land. This indicates that a large number
of Bangladeshi families live in poverty, given that Bangladesh’s economy is largely dependent on agriculture.
Two-fifths of households in rural areas are without agricultural land {41 percent), while, as expected,
households without agricultural land are more common in urban areas (66 percent).

2.3  Background Characteristics of Women Respondents
General Characteristics

Table 2.9 shows the distribution of female respondents by selected background characteristics. To
assess their age, women were asked two questions in the individual interview: "In what month and year were
you bom?" and "How old were you at your last birthday?" Interviewers were trained to probe in situations
in which respondents did not know their age or date of birth, and they were instructed as alast resort to record
their best estimate of the respondent’s age.

The age distribution of ever-married women in the BDHS is very similar to that found in the 1991
CPS, with 42 percent in their 20s. The majority (57 percent) of ever-married women are age 15-29 years,
compared 10 only 16 percent in the oldest age groups, 40-44 amd 45-49 years. The distribution of currently
married women is similar to that of ever-married women.

Among ever-married women, more than nine in ten are currently married (93 percent). Only 4
percent have been widowed, and 3 percent are divorced or separated. A similar distribution of ever-married
women by current marital status was reported in the 1991 CPS.

The majority {58 percent) of ever-married and currently married women have never attended school.
Only one-quarter have completed primary school and only about 15 percent have secondary education.
Nevertheless, the data show some improvement since 1991, when 61 percent of ever-married women had had
no formal education (Mitra et al,, 1993:18).
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Table 2.9 Background characteristics of respondents
Percent distribution of ever-married women and currently married women by selected
background characteristics, Rangladesh 1993.94
Ever-married women Currently married women
Number of women Number of women
Background Weighted Un- Weighted Un-
characteristic percent  Weighted weighted percent Weighted weighted
Age
<15 1.5 145 147 L6 140 143
15-19 13.2 121 1268 13.6 1224 1225
20-24 21.1 2033 2038 21.9 1964 1971
25-29 20.9 2012 1993 21.3 1911 1892
3034 15.1 1455 1483 15.1 1353 1377
35-39 12.4 1197 1197 12.0 1079 1084
40-44 a.0 871 870 8.5 767 768
4549 6.8 655 644 6.0 541 529
Marital status
Married 932 8980 8989 100.0 8980 8989
Widowed 4.0 389 384 NA NA NA
Divorced/Deserted 28 27 267 NA NA NA
Residence
Urban 11.5 1108 1466 1.3 1013 1351
Rural 88.5 8532 8174 88.7 7967 7638
Division
Barisal 6.3 606 1006 6.3 567 942
Chittagong 26.2 2527 2002 26.0 2334 1849
Dhaka 30,7 2963 2774 30,7 2756 2583
Khulna 12.6 1217 1258 12.8 1145 1182
Rajshahi 24.1 2326 2600 243 2178 2433
Education
No education 58.1 5598 5431 56.7 5093 4939
Primary incomplete 17.4 1681 1756 17.8 1601 1672
Primary complete 9.6 921 937 10.0 894 908
Secondary/Higher 149 1439 1516 15.5 1392 1470
Religion
Islam 87.8 8468 8430 87.7 7880 7853
Hinduism 11.6 1121 1163 11.7 1051 1090
Christianity 0.4 36 32 0.4 35 31
Buddhism 0.1 13 13 0.1 13 13
Other 0.0 2 2 0.0 2 2
Total 100.0 9640 9640 100.0 8980 8989
NA = Not applicable

In 1993-94, 12 percent of ever-married women live in urban areas. This is lower than the proportion
urban reported in the 1991 CPS (15 percent) and is most probably due to definitional changes. In the 1991
CPS, thana headquarters were considered urban, as were the rural areas of the SMAs, A stricter definition
of urban was employed in the IMPS sampling frame, from which the BDHS sample was drawn.

Dhaka Division contains the largest proportion of ever-married women (31 percent), with roughly
one-quarter living in each of Chittagong and Rajshahi Divisions. About 13 percent of women live in Khulna
Division, and only 6 percent are in the new division, Barisal. The distribution of women by division is similar
to that in the 1991 CPS, except that the proportion in Dhaka Division has increased slightly from 29 to 31
percent and the proportion in Rajshahi Division has decreased slightly from 26 to 24 percent (Mitra et al.,
1993:14).
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Almost nine out of ten ever-married women are Muslim; most of the remainder are Hindu. The
composition by religion is similar to that reported in the 1991 CPS (Mitra et al., 1993:17).

Differential Education

Table 2.10 presents the distribution of female respondents by education, according to selected
characteristics. Education is inversely related 1o age, that is, older women are less educated than younger
women. For instance, 48 percent of women age 15-19 years have never atiended school, compared to 75
percent of those age 45-49,

Table 2.10 Level of education
Percent distribulion of ever-married women by the highest level of education attended, according to
selected background characteristics, Bangladesh 1993-94
Highest level of education
Number
Background Noedu-  Primary  Primary Secondary/ of
characteristic cation  incomplete complete  Higher Total wormen
Age
<15 48 1 23.1 18.9 100 100.0 145
15-19 48.7 21.2 11.8 18.3 100.0 1271
20-24 533 18.1 10.0 18.6 100.0 2033
25-29 554 16.8 93 18.5 100.0 2012
30-34 60.3 17.0 93 13.5 100.0 1456
35-39 64.2 14.7 10.0 11.0 100.0 1197
40-44 65.8 18.6 6.6 9.0 100.0 871
45-49 75.2 13.2 6.3 53 100.0 655
Resldence
Urban 39.5 13.5 8.1 39.0 100.0 1108
Rural 60.5 17.9 0.8 11.8 100.0 8532
Division
Barisal 34.2 293 16.9 19.6 100.0 606
Chinagong 61.4 13.4 103 14.9 100.0 2527
Dhaka 59.8 14.6 9.1 16 4 100.0 2963
Khulna 51.2 22,6 2.9 16.4 100.0 1217
Rajshahi 62.0 19.6 1.2 11.2 100.0 2326
Total 58.1 17.4 9.6 14.9 100.0 9640

Sixty percent of rural women have had no education at all, compared to 40 percent of urban women. In
contrast, while about 4 in 10 urban women (39 percent) have attended secondary school, only 12 percent of
rural women have done so.

Both Barisal and Khulna Divisions appear to be educationally mere advantageous for women. For
example, only 34 percent of women in Barisal Division and 51 percent in Khulna Division have never
attended formal school, compared to 60 percent or more in the other divisions. Women in Barisal are also
more likely than women in the other divisions to complete primary school and to attend secondary school.
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Access to Media

Women were asked if they usually read a newspaper, listen to the radio or watch television at least
once a weck. This information is of use in planning the dissemination of family planning messages. Table
2.11 shows that about two-fifths (39 percent) of women listen to the radio weekly, Only 18 percent watch
television at least once a week, while not even one in ten reads a newspaper. Younger women are somewhat
more likely than older women to listen to the radio. The higher the level of education a woman has, the more
likely she is to have access to media; while only 10 percent of women with no education watch television
once a week, half of those with secondary education do so.

Women in rural areas are more disadvantaged in access to media. While 53 percent of women in
urban areas listen to the radio weekly, only 37 percent of rural women do so. Similarly, 26 percent of women
in urban areas read a newspaper once a week, compared to only 5 percent of women in rural arcas. Women
in Dhaka Division have greater access to media than women in the other divisions, especially with regard to
television viewing.

Table 2.11 Access to mass media
Percentage of ever-married women who usually read a newspaper once a
week, watch television once a week, or listen to radio once a week, by
selected background characteristics, Bangladesh 1993.94
Read Watch  Listento  Number
Background newspaper television  radio of
characteristic weekly weekly weekly women
Age
<15 6.9 153 44.0 145
15-19 13 16.9 42.4 121
20-24 7.7 18.5 42.2 2033
25-29 1.9 20.7 40.5 2012
30.34 1.3 171 359 1456
35-39 7.1 17.3 349 1197
40-44 5.2 15.3 34.1 871
4549 42 14.3 3256 655
Education
No education 0.1 9.5 28.7 5598
Primary incomplete 28 15.8 43.8 1681
Primary complete 82 20.7 48.9 921
Secondary/Higher 38.7 50.5 65.0 1439
Residence
Urban 259 61.2 52.6 1108
Rural 4.6 12.1 36.8 8532
Dlvision
Barisal 6.5 9.8 36.9 606
Chitlagong 6.6 17.2 355 2527
Dhaka 94 24.6 41.7 2963
Khulna 55 14.4 36.1 1217
Rajshahi 56 13.6 40.0 2326
Total 7.1 17.8 38.7 9640
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CHAPTER 3

FERTILITY

31 Introduction

The measurement of fertility levels, differentials and determinants was a major objective of the 1993-
94 Bangladesh Demographic and Health Survey (BDHS). As one of the most densely populated countries
inthe world, Bangladesh takes enomtous interest in measuring the rate of growth of its population. Previous
surveys had indicated that the level of fertility was declining rapidly and there was considerable interest to
see if the trend had continued.

The fertility indicators presented in this chapter are based on reports provided by ever-married
women age 15-49 years regarding their reproductive histories. Each woman was asked to provide informa-
tion on the total number of sons and daughters to whom she had given birth who were living with her, the
number living elsewhere, and the number who had died. The women were also asked for a history of all live
births, including such information as: name, month and year of birth, sex and survival status. For children
who had died, information on age at death was solicited.

The above information is analyzed in the following sections to provide fertility levels and trends;
fertility differentials by residence, division, and education; information on length of intervals between births;
age at first birth; and the extent of childbearing among adolescents. A brief discussion of the quality of the
BDHS fenility data appears in Appendix C.2.

3.2 Fertility Levels

Table 3.1 gives the reported age-specific fertility rates for the three-year period preceding the survey
per 1,000 women.! The sum of the age-specific fertility rates (known as the total fertility rate) is a useful
means of summarizing the level of fertility. It can be interpreted as the number of children a woman would
have by the end of her childbearing years if she were to pass through those years bearing children at the
currently observed age-specific rates. The general fertility rate represents the annual number of births in a
population per 1,000 women age 15-44. The crude birth rate is the annual number of births in a population
per 1,000 people. Both these measures are calculated using the birth history data for the three-year period
before the survey and the age and sex distribution of the household population,

The total fertility rate for the three years before the survey (approximately 1991 through 1993) is 3.4
children per woman. This represents a huge decline in fertility over the recent past (see section 3.4). The age
patiern of fertility indicates that Bangladeshi women have children early in the childbearing period; by age
30, a woman will have given birth to over 70 percent of the children she will ever have. The crude birth rate

! Numerators of the age-specific fertility rates are calculated by summing the number of live births that occurred in
the period 1-36 months preceding the survey (determined by the date of interview and the date of birth of the child), and
classifying them by the age (in five-year groups) of the mother at the time of birth (determined by the mother’s date of
birth). The denominators of the rates are the number of woman-years lived in each of the specified five-year age groups
during the 1-36 months preceding the survey. Since only women who had ever married were interviewed in the BDHS,
the number of women in the denominators of the rates were inflated by factors calculated from information in the
household questionnaire on proportions ever-married in order to produce a count of all women. Never-married women
are presumed not 1o have given birth,
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for the whole country is 29 births per 1,000 population. This is somewhat lower than the rate of 31 reported
by the government’s sample vital registration system for 1992 (BBS, 1993:87), but is slightly higher than the
rate of 28 per 1,000 reported for a 1994 survey (BBS, 1994:5).

Fertility is higher in rural areas than in urban areas (see Figure 3.1), a pattern that has persisted in
various censuses and demographic surveys that have been carried out in Bangladesh (Hug and Cleland,
1990:106; Mitra et al., 1993:36). The difference is especially large at ages 15-19, which reflects longer
education and later marriage of women inurban areas, The total fertility rate is estimated at 3,5 inrural areas,
about 30 percent higher than that in the urban areas (2.7).

Table 3.1 Current fertility

Age-specific and cumulative ferlility rates and the
crude birth rate for the three years preceding the
survey, by urban-rural residence, Bangladesh

1993.94
Residence

Age group Urban Rural Total
15-19 81 148 140
20-24 178 198 196
25-29 134 161 158
30-34 82 108 105
35-39 41 58 56
40-44 4 21 19
45-49 1n 14 14
TFR 15-49 2.69 31.54 3.4
TFR 15-44 2.60 347 3.37
GFR 106 140 136
CBR 25.3 29.5 29.1

Note: Rates are for the period 1-36 months

preceding the survey. Rates for age group 45-49

may be slightly biased due to truncation. Rates in

parentheses are based on 125 to 249 woman-years

of exposure.

TFR: Total fertility rate, expressed per woman

GFR: General fertility rate (births divided by
number of women 15-44), expressed per
1,000 women

CBR: Crude birth rate, expressed per 1,000
population
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Figure 3.1
Age-Specific Fertility Rates
By Urban-Rural Residence
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3.3  Fertility Differentials

Table 3.2 and Figure 3.2 show differentials in fertility by division of residence and education.
Fertility is highest in Chittagong Division, with a total fertility rate of 4.0 children per woman, and lowest
in Rajshahi (3.0) and Khulna (3.1) Divisions. Barisal and Dhaka Divisions have intermediate levels of
fertility, both having total fertility rates of 3.5 children per woman.

Female education is strongly related to fertility levels. At current rales, women with no formal
education would give birth to an average of 3.8 children in their lifetime, compared to 2.6 for women with
at least some secondary education, a difference of 33 percent. Women with either incomplete primary or
complete primary education have intermediate fertility rates between these two extremes.

One way of examining trends in fertility over time is to compare the total fertility rates for the three
years preceding the survey with the average number of children ever bom to women who are now at the end
of their childbearing period, age 40-49. The former is a measure of current fertility, while the latter is a
measure of past or completed fertility. The data in Table 3.2 indicate that there has been a decline of about
three children over the past 10 to 20 years in Bangladesh, from 6.6 to 3.4 births per woman, The decline has
occurred across all divisions and all education levels. The decline has been greater for rural (3.2 children)
than urban women (2.8 children). Among the divisions, women in Rajshahi Division have apparently
experienced the greatest decline in fertility, with a current total fertility rate that is less than half the average
number of children ever bom to women now in their 40s. Fertility declines have also been large among
women in all education groups.
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Table 3.2 Fertility by background characteristics

Total fertility rate for the three years preceding the
survey for women age 15-49 and mean number of
children ever born to women age 40-49, by selected
background charactenistics, Bangladesh 1993-94

Mean number
of children
Total ever bom
Background fertility to women
characteristic rate age 40-49
Residence
Urban (2.69) 5.45
Rural 154 6.73
Division
Barisal (3.47) 6.46
Chittagong 3.95 6.76
Dhaka 345 6.51
Khulna (3.05) 6.20
Rajshahi a0m 6.66
Education
No education 3.83 6.77
Primary incomplete (3.43) 6.55
Primary complete (3.26) 6.47
Secondary/Higher (2.58) 4.87
Total 3.44 6.57

Note: Rates in parentheses indicate that one or more
of the component age-specific rates is based on fewer
than 250 woman-years of exposure.

'Women age 15-49 years

Figure 3.2
Total Fertility Rates by

Selected Background Characteristics
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3.4  Fertility Trends

Fertility rates reported in the BDHS reflect an extremely steep decline over the past 20 years when
compared against previous estimates. Fertility has declined from 6.3 births per woman in the mid-1970s to
3.4 births for the period 1991-93 (Table 3.3). Since the period 1989-91, fertility has declined from 4.3 t0 3.4
births per woman, a drop of 21 percent in a two-year period. This is by far the most dramatic drop in fertility
ever recorded in Bangladesh. As Figure 3.3 indicates, the decline since the mid-1980s has been generally
uniform over all age groups of women except those 45-49, for whom there has heen no change.

Table 3.3 Trends in current fertility rates

Age-specific rales and total fertility rates, selected sources, Bangladesh,

1975-1994
Survey and approximate time period

1975 1989 1989 1991 1993.94

BFS BFS CPS CPS BDHS
Age group 197175  1984-88  1986-88  1989-91  1991-93
15-19 109 182 171 179 140
20-24 289 260 241 230 196
25-29 291 225 217 188 158
30-34 250 169 160 129 105
35-39 185 114 109 78 56
40-44 107 56 53 36 19
45-49 35 18 14 13 14
Total fertility rate 6.3 31 4.8 4.3 34

Note: For the 1975 and 1989 BFSs, the rates refer to the 5-year period
preceding the survey; for the other surveys, the rates refer to the 3-year
period preceding the survey. The lwo BFSs and the BDHS utilized full
birth histories, while the 1989 and 1991 CPSs used 5-year and 8-year
truncated birth histories, respectively.

Source: 1975 BFS (MHPC, 1978:73); 1989 BFS (Huq and Cleland,
1990:103); 1989 CPS (Mitra et al,, 1990:74); 1991 CPS (Mira et al.,
1993:34).

Table 3.4 presents total fertility rates by single calendar year for 1980 to 1993 from various sources.
The data, depicted in Figure 3.4, show the steep decline in fertility that has occurred in Bangladesh. The rates
from the 1989 BFS and the 1989 and 1991 CPSs are generally consistent, while the data from the Bangladesh
Bureau of Statistics’ sample registration system are inilially implausibly low and therefore show a more
moderate decline over time. The steepest decline is shown by the data from the 1993-94 BDHS; the total
fertility rates are higher than the other sources from 1984 to 1990, and then fall below those reporicd by the
BBS.
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Figure 3.3
Age-Specific Fertility Rates
1989, 1991, and 1993-94

Births per 1,000 Women

Age Group

| ~=- 1989 BF5 + 1991 CPS ¥ 1993-94 BOHS '

Note: 1980 rates are for a 5-year period before the survey and
1993-93 rates are for a 3-year period before the survey.
Source: Mitra et al,, 1993:34

Table 3.4 Trends in total fertility rates

Annual total fertility rates, sclected sources, Bangladesh, 1980-1993

Matlab?
Bangladesh
Bureau of 1989 1989 1591 1993-94 Treatment Comparison
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Note: Rates from the surveys are 3-year moving averages except the most recent rate which is based on a
two-year average.
'Rates are from the sample vital registration system except for 1993 which is from the BBS® Health and

Demographic Survey.
Rales are from a demographic surveillance system in one rural district (Matlab).

Source: BBS (Cleland, et al,, 1994:15 and BBS, 1994:5); 1989 BFS (Huq and Cleland, 1990:104); 1989
CPS and 1991 CPS (Miltra, et al., 1993:35); Malab (ICDDR, B, 1994:3).
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Figure 3.4
Trends in the Total Fertility Rate
From Selected Sources, Bangladesh, 1980-1993

Births per Woman
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Note: All survey rates are based on 3-year moving averages,
except most recent year (2-year average)
Source: Table 3.4

Unlike survey data, the data from the Matlab district (Table 3.4, last two columns) are collected in
asurveillance system in which women are interviewed by field workers every two weeks. Thus, the data are
less likely than survey data to suffer from recall error or problems in remembering or reporting dates. The
demographic surveillance system covers a population of approximately 100,000 each in a "trcatment” area,
in which an intensive maternal and child health and family planning program has been in effect and a
"comparison" area in which the residents receive the normal government and private health care (ICDDR,B,
1994:2). Although data from Matlab are not nationally representative and therefore not comparable to data
from the other sources, they do provide evidence of the unprecedented decline in fertility that has taken place
in Bangladesh. Figure 3.5 shows the total fertility rates for the Matlab study area and the 1993-94 BDHS
fertility rates for the period 1982 to 1993, The data from the BDHS and the Matlab comparison area show
roughly comparable rates of decline over time, although, once again, the decline depicted from the BDHS
is steeper than that from the surveillance system,

The fact that the low fertility rates reported in the BDHS lor the years immediately preceding the
survey are not accompanicd by a proportionately large increase in contraceplive use, in age at marriage, or
in another of the major fertility detcrminants, invites an investigation into data quality. A review of the data
reveals no obvious systematic errors such as omission or displacement of births that are often found in survey
data (sce Appendix C.2). Moreover, a rccent study in which data from a BDHS-type survey in the Matlab
area were compared with those from the ICDDR, B surveillance system, showed almost identical fertility
rates in the two sources, thus lending support to the BDHS fertilty data (see Appendix C.2). Some researchers
hypothesize that Bangladeshi surveys routinely underestimate recent fertility because women tend 1o
overreport the ages of their young children (Cleland et al., 1993:14; Cleland et al., 1994:17,18). To the extent
that such age overreporting is random—that is, not selective of women with certain characteristics—it would
not be readily detectable in the data. However, if age overreporting is a widespread cultural phenomenon,
it would presumably have also affected the fertility rates reported in prior surveys. Thus, although the level
of the total fertility rate reported in the BDHS for the ycars immediately preceding the survey may be
underestimated, if rates from previous surveys were similarly affected, the data nonetheless indicate an
extremely rapid decline in fertility in Bangladesh over the past two decades.
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Figure 3.5
Trends in the Total Fertility Rate from
Matlab (Treatment and Comparison Areas)
and the BDHS, 1982-1993
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Source: ICDDR,B, 1994:3
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Table 3.5 shows that all divisions in Bangladesh
experienced recent declines in fertility of almost identical
magnitude. Although Chittagong Division had the highest
fertility in the mid-1980s and still does today, the rate of de-
cline in fertility is almost identical with that of the other di-
visions.

Table 3.6 shows the proportion of currently married
women who reported that they were pregnant at the time of
survey, according to age group. These data are useful be-
cause, while fertility rates depend 1o some extent on accurate
reporting of dates of events, the proportion pregnant is a
"current status” indicator. Change over time in the percent
pregnant is an independent indicator of fertility change. In
Bangladesh, the proportion pregnant has generatly declined
over time, although not in a steady fashion. In the 1975
BFS, 13 percent of currently married women were reported
1o be pregnant at the time of the survey. By 1989, this pro-
portion had declined to 9 percent; it then increased to 11 per-
centin 1991, and again declined to 9 percent in the 1993-94
BDHS. Although itis entirely possible that such fluctuations
are real, misreporting may also be a factor.
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Table 3.5 Trends in fertility by division

Total fertility rates by division and percent of
change from Lhe period 1984-88 10 199193,
Bangladesh, 1989 BFS and 1993-94 BDHS

1989 1993-94
BFS BDHS
Percent
Division 1984-88 199193 change
Chittagong 5.94 3.95 -34
Dhaka 5.18 3.45 233
Khulna' 4.7 3.20 32
Rajshahi 4,60 3.03 -34

Note: Rates for the 1989 BFS refer to the 5-year
period preceding the survey, while those for the
1993-94 BDHS refer to the 3-year period
preceding (he survey, Rales are calculated for
women age 15-49.

!Refers to the former boundaries prior to the
creation of Barisal Division.

Source: Hug and Cleland, 1990:106




Table 3.6 Percent pregnant

Percentage of currently married women who were pregnant
at the time of interview, by age group, selected sources,
Bangladesh, 1975.1994

1975 1989 1991 1993-94

Age group BFS BFS CPS BDHS
15-19 15.2% 14.7 19.6 17.1
20-24 15.5 13.3 16.2 130
25.29 14.9 10.4 11.2 9.0
30-34 11.2 8.3 7.1 70
3539 10.7 4.3 42 2
4044 U U 15 0.8
4549 U U 0.2 0.0
Total 12.5 9.3 10.7 8.7

U = Unknown (not available)
*Currently married women less than 20 years

Source: 1975 BFS and 1989 BFS (Cleland et al., 1994:21);
1991 CPS (Mitra et al., 1993:39)

Table 3.7 provides further insights into the fertility decline discussed above. The table gives 1he age-
specific fertility rates for five-year periods preceding the survey, using data from respondents’ birth histories.
Figures in brackets represent partial fertility rates due to truncation; women 50 years of age and older were
notincluded in the survey and the further back into time rates are calculated, the more severe is the truncation.
For example, rates cannot be calculated for women age 45-49 for the period 5-9 years before the survey,
because those women would have been over age 50 at the time of the survey and thus were not interviewed.
The data show generally declining fertility experienced by women in most age groups during the last two
decades. The decline from the period 5-9 to 0-4 years before the survey was much larger than the decline
from 10-14 10 5-9 years before the survey, implying that the fertility decline has increased substantially in
recent years. Alternatively, if, as discussed above, the ages of young children are routinely overstated in
Bangladeshi surveys, the result could mimic a more rapid decline in fertility in the five years preceding the
survey.

Table 3.7 Age-specific fertility rates

Age-specific fertility rates for five-year periods preceding
the survey, by mother's age at the time of birth, Bangladesh

1993.94

Number of years preceding the survey
Mother’s
age 0-4 5-9 10-14 15-19
15-19 159 207 234 225
20-24 216 290 296 309
25-29 172 242 294 275
30-34 122 191 237 [239]
35-39 70 141 [208] -
4044 30 [80] -
45-49 [16] - -

Note: Age-specific fertility rates are per 1,000 women.
Estimates in brackets are truncated.
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Table 3.8 presents fertility rates forever-married women by duration since first marriage for five-year
periods preceding the survey. It is analogous to Table 3.7, but is confined to ever-married women and
replaces age with duration since first marriage. The data confirm that the decline in fertility is apparent for
all marriage durations in the past 10-14 years preceding the survey, with the exception of those married 0-4
years, as expected, since newly married couples are having their first children.

Table 3.8 Fertility by marital duration

Fertility rates for ever-married women by duration (years)
since first marriage for five-year periods preceding the
survey, Bangladesh 1993-94

Marriage Number of years preceding the survey
duraticn

at birth 0-4 59 10-14 15-19
0-4 258 256 247 216
5-9 234 306 312 306
10-14 171 247 292 297
15-19 129 208 270 [241]
20-24 84 160 {215] -
25-29 43 [105] - -

Note: Duration-specific fertility rates are per 1,000 women.
Estimates in brackets are truncaled.

35 Children Ever Born

The distribution of all women and currently married women by age and number of childrenever born
is presented in Table 3.9. The table also shows the mean number of children ever bom to women in each
five-year age group, an indicator of the momentum of childbearing. The data indicate that more than one-
quarter (27 percent) of all women age 15-19 years have given birth to a child.

On average, women have given birth to three children by their late tweniies, five children by their
late thirties, and almost seven children by the end of their childbearing years. This same pattern is reflected
by currently married women, with the exception that the percentage of currently married women age 15-19
who have had children is much higher than the percentage among all women age 15-19.

The percentage of women age 45-49 who have never had children provides an indicator of the level
of primary infertility—the proportion of women who are unable to bear children at all, Since voluntary
childlessness is rare in Bangladesh, it is likely that married women with no births are unable 10 bear children.
The BDHS results suggest that primary infertility is low, less than one percent. It should be noted that this
estimate of primary infertility does not include women who may have had one or more births but who are
unable to have more (secondary infertility),
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Table 3.9 Children ever born and living

Percent distribution of all women and of currently married women age 15-49 by number of children ever born (CEB) and
mean number ever born and living, according to five-year age groups, Bangladesh 1993-94

Number of children ever bom (CEB) Number Meanno.  Mean no.
Age of of of living
group 0 1 2 3 4 5 6 7 8 9 10+ Total women CEB children

ALL WOMEN

15-19 726 210 59 05 o000 00 00 00 OD OO0 00O 100.0 2566 0.34 0.30
20-24 223 258 287 164 55 08 04 01 00 00 00 100.0 2321 1.62 1.39
25.29 60 118 234 256 183 8.8 45 1.2 0.3 0.1 D.0 100.0 2057 291 247
30-34 38 54 116 190 204 162 122 65 35 14 02 100.0 1460 4.09 334
35-39 22 28 73 115 154 183 149 121 Bl 43 32 1000 1200 5.16 4.15
40-44 1.3 1.6 43 59 92 145 155 152 124 7.5 121 100.0 878 6.36 4,94
45-49 0.7 1.4 3.5 4.8 81 113 137 161 136 114 156 100.0 656 6.86 522
Total 234 136 145 127 101 77 61 45 320 190 2.2 100.0 11138 2.95 2.40

CURRENTLY MARRIED WOMEN

15-19 445 422 123 1.0 01 00 00 00 00 0O 0O 100.0 1224 0.70 0.62
20-24 105 288 334 193 64 1.0 05 Q1 00 00 00 100.0 1964 1.88 1.62
25-29 33 108 237 272 193 93 4.7 13 03 a1 0.0 100.0 1911 3.04 2.59
30-34 27 37 115 193 209 169 128 69 37 1.5 02 100.0 1353 422 346
35-39 1.7 1.8 61 108 153 19.1 155 129 88 45 35 100.0 1079 534 4.32
40-44 0.7 1.2 39 49 85 142 154 162 131 83 116 100.0 767 6.62 547
45.49 04 09 22 48 71 102 137 161 143 128 173 100.0 541 T.11 5.47
Total 99 155 173 153 119 %0 72 53 37 23 27 100.0 8840 3.48 2.85

A comparison of the mean number of children ever bomn reported in the 1993-94 BDHS and various
other surveys is presented in Table 3.10. Despite the fluctuations between surveys, the data generally show
only modest declines until the mid-1980s. Between 1985 and 1989, the decline in mean number of children
ever born was substantial in all but the youngest and oldest age groups, Although there was then little change
between 1989 and 1991, the rates again decline considerably between 1991 and 1993-94, especially among
women age 25 and above.

Table 3.10 Trends in chikiren ever bom

Mean number of children ever bomn by age group, selected sources, Bangladesh, 1975-1994

1975 1981 1983 1985 1989 1989 1991 1993-94
Age group BFS CPS CPS CPS BFS CPS CPs BDHS
15-19 0.6 0.5 0.6 04 0.4 0.4 0.4 0.3
20-24 23 2.0 22 2.0 1.7 1.8 1.7 1.6
25-29 4.2 7 38 3.6 il 33 2 29
30-34 5.7 54 55 5.1 4.7 4.7 4.5 4.1
3539 6.7 6.4 6.5 6.5 5.9 5.9 5.7 5.2
40-44 1.1 7.3 7.4 7.4 6.6 7.0 6.7 6.4
45-49 6.7 7.6 1.5 72 7.3 1.5 7.4 6.9
Total U U U U U U 35 3.0

U = Unknown (not available)

Source: 1983 and 1985 CPSs (Kaniner and Frankenberg, 1988:21); 1991 CPS (Mitra et al., 1993:31); all
others (Cleland et al., 1994:11)
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3.6 Birth Intervals

Information on birth intervals provides insight into birth-spacing pattems which have far-reaching

impact on both fertility and child mortality levels. Research has shown that children bom too soon after a

previous birth are at increased risk of dying at an early age. Table 3.11 shows the percent distribution of
births of order two or greater that occurred in the five years before the BDHS by the number of months since

the previous birth.

Table 3.11 Birth intervals

Percent disribution of non-first births in the five years preceding the survey by number of months since previous birth,
according to demographic and sociceconomic characteristics, Bangladesh 1993-94

Median
Number of months since previous birth numberof  Number
months since of

Characteristic 7-17 18-23 24-35 36-47 48+ Total previous birth  births
Age of mother

15-19 17.6 21.7 36.1 18,6 6.0 100.0 26.0 175

20-29 8.9 12.1 35.5 22.1 215 100.0 339 im

30-39 6.2 11.5 30.1 229 29.3 100.0 36.6 1616

40+ 73 8.9 28.7 21.2 339 100.0 375 307
Birth order

23 8.2 11.8 31.9 219 26.1 100.0 354 2751

46 7.3 11.6 34.5 224 237 100.0 34.6 1884

T+ 97 13.6 36.8 22.8 17.1 100.0 315 774
Sex of prior birth

Male 84 10.9 33.2 222 25.4 100.0 35.2 2707

Female 8.1 13.2 338 222 226 100.0 343 2701
Survival of prior birth

Living 55 113 338 235 259 100.0 35.8 4533

Dead 226 15.9 320 154 14.1 100.0 26.4 875
Resldence

Urban 7.2 122 25.6 21.8 332 100.0 374 497

Rurel 84 2.0 34.3 222 23.1 100.0 34.4 4912
Division

Barisal 86 11.7 28.7 251 259 100.0 36.3 350

Chittagong 8.7 12.9 36.5 224 19.4 100.0 334 1751

Dhaka 8.7 12.0 334 21.1 24.8 100.0 34.4 1633

Khulna 7.1 10.1 28.2 222 32.5 100.0 377 531

Rajshahi 7.6 1.7 33.0 22.4 253 100.0 353 1144
Educalion

No education 8.1 12.0 35.2 225 223 100.0 34.3 3432

Primary incomplete 17 129 32.6 22.6 243 100.0 34.9 915

Primary complete 11.1 10.7 29.7 23.0 255 100.0 350 498

Secondary/Higher 8.0 12.3 279 18.8 33.0 1000 369 563
Total 83 12.0 335 222 24.0 100.0 347 5409

Note: The interval for muliiple births is the number of months since the preceding pregnancy that ended in a live birth.
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The data show that birth intervals are generally long in Bangladesh. Almost one-half (46 percent)
of non-first births occur three or more years after the previous birth, while one-third take place 24-35 months
after the previous birth. Only one in five births occurs after an interval of less than 24 months. The median
birth interval is 35 months. This is considerably longer than the median birth interval of 30 months reported
in the 1991 CPS (Mitra et al., 1993:37). Differences in the methods used to calculate the medians may
account for some of the difference in the two medians.

Younger women have shorter birth intervals than older women. The median birth interval for women
age 15-19 is 26 months, compared to 38 months for women over age 40. A shorter median interval also
prevails for children whose preceding sibling is dead, compared to those whose prior sibling is alive. This
pattern presumably reflects early resumption of sexual intercourse, a shortened breastfeeding period, and
minimal use of contraceptives,

3.7  Age at First Birth

The age at which childbearing begins has important demographic consequences for society as a whole
as well as for the health and welfare of 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. Early
initiation into childbearing is generally a major determinant of large family size and rapid population growth,
particularly in countries where family planning is not widely practiced. Moreover, bearing children at a
young age involves sybstantial risks to the health of both the mother and child. Early childbearing also tends
to restrict educational and economic opportunities for women.

Table 3.12 presents the percent distribution of women by age at first birth according to current age.”
For women age 20 and over, the median age at first birth is presented in the last column of the table.
Childbearing begins early in Bangladesh, with the large majority of women becoming mothers before they
reach the age of 20. The median age at first birth is around 18. Moreover, the data show that median age at
first birth has increased slightly from around 17 for older women to around 18 for women in their 20s and
early 30s. This slight change to later age at first birth is reflected in the smaller proportion of younger women
whose first births occurred before age 15; about 16 percent of women in their 40s report having had their first
birth before age 15, compared to only 5 percent of women age 15-19.

Table 3.12 Age at first birth

Percent distribution of women 15-49 by age at first birth, according to current age, Bangladesh 1993-94

Women Median
with Age at first birth Number age at
no of first
Current age births <15 15-17 18-19 20-21 22-24 25+ Total women birth
15-19 72.6 5.4 18.8 32 NA NA NA 100.0 2566 a
20-24 223 10.5 36.3 16.2 9.1 2.7 NA 100.0 2321 183
2529 6.0 12.3 39.6 19.4 129 1.7 2.1 100.0 2057 179
30-34 3.8 129 40,7 19.9 10.6 83 38 100.0 1460 17.7
35.39 2.2 14.9 44,2 18.8 10.7 6.3 2.9 100.0 1200 17.3
4044 1.8 16.6 49.6 18.5 82 2.7 2.5 100.0 878 16.9
4549 0.7 16.3 44.3 18.7 9.3 7.3 35 100.0 656 173

NA = Not applicable
®.ess than 50 percent of the women in the age group x to x+4 have had a birth by age x

2 The data are based on all women, including those who have never married (see Footnote 1 for a description of the
inflation factors used to estimate the total number of women),
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The age at which women in Bangladesh have their first child is steadily increasing, in line with
increases in age at marriage. For example, in 1975, the median age at first birth among women age 20-24
was 16.8; in 1989, it had risen to 18.0 and by 1993-94, 10 18.3 (Huqg and Cleland, 1990:92). Increases of
similar magnitude have occurred for women of other age groups.

Differentials in median age at first birth as reported in the 1993-94 BDHS are shown in Table 3.13.
Urban women start childbearing later than rural women; the median age at first birth is 18.5 for urban women
and 17.6 for rural women age 20-49. Women in Chittagong Division generally have higher median ages at
first birth than women in the other divisions, while women in Rajshahi generally have the Iowest median ages
at first birth. Women with secondary education start childbearing later than those with less or no education.
Among women age 20-49, the median age at first birth is 17.3 for women with no education and 19.9 for
women with at least some secondary education.

Table 3.13 Median age at first birth
Median age at first birth among women age 20-49 years, by current age and selected background characteristics, Bangladesh
1993-94
Current age
Background Ages Ages
characieristic 20-24 2529 30-34 35-39 40-44 45-49 20-49 25-49
Residence
Urban a 18.3 18.0 17.6 17.7 17.9 18.5 18.0
Rural 18.1 17.8 17.6 17.3 16.8 17.2 17.6 17.4
Division
Barisal 18.4 178 18.2 17.1 17.0 17.0 177 17.6
Chittagong 18.9 18.2 17.8 17.9 17.2 18.1 18.1 17.9
Dhaka 18.2 17.9 17.6 17.1 169 17.1 17.6 17.4
Khulna 18.5 17.7 18.3 l6.8 16.7 16.9 17.7 17.3
Rajshahi 17.7 17.6 17.2 17.2 16.4 17.0 17.3 17.2
Educatlon
No education 17.5 17.5 17.7 17.2 16.7 17.2 17.3 17.3
Primary incomplete 17.5 17.4 17.4 16.7 16.9 17.2 17.3 17.2
Primary complete 18.4 18.3 17.0 17.3 16.7 (17.4) 17.7 17.5
Secondary/Higher a 19.5 18.4 18.7 18.5 (18.9) 19.9 18.9
Total 18.3 17.9 17.7 17.3 16.9 17.3 17.7 17.5
Note: The medians for cohort 15-19 could not be determined because half the women have not yet had a birth.
8Medians were not calculated for these cohorls because less than 50 percent of women in the age group x to x+4 had had
a birth by age x. Figures in parentheses are based on 25 10 49 women.

3.8  Teenage Fertility

Early childbearing, particularly among teenagers (thosc under 20 years of age) has negative
demographic, socioeconomic and sociocultural consequences. Teenage mothers suffer particularly from
severe complications during delivery, whichresult in higher morbidity and mortality for both themselves and
their children. In addition, the socioeconomic advancement of teenage mothers, in the areas of educational
attainment and accessibility to job opportunities, may be curtailed.
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Table 3.14 shows the percentage of teenagers age 15-19 who are mothers or pregnant with their first
c¢hild, according to various background characteristics. Twenty-seven percent of teenage women in
Bangladesh are mothers and another 6 percent are pregnant with their first child. Thus, one in three teenage
women has begun childbearing. There has been a slight decline in this proportion over time; data from the
1991 CPS indicate that in that year 36 percent of teenage women had either given birth or were pregnant with
their first child (Mitra et al., 1993:38).

As expected, the proportion of women who have begun childbearing rises rapidly with age, from 11
percent of those age 15 to 59 percent of those age 19 (see Table 3.14). Those residing in rural areas, those
residing in Rajshahi Division, and those with no education are also more likely than others to have begun
childbearing. These differentials parallel the differentials documented earlier about patterns in current and
cumnulative fertility.

Table 3.14 Teenage pregnancy and motherhood
Percentage of teenagers 15-19 who are mothers or pregnani with their first
child, by selected background characteristics, Bangladesh 1993-94
Percentage who are: Percentage
who have
Pregnant  begun Number

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

15 6.8 38 10.6 615

16 17.1 6.2 234 566

17 321 6.5 38.7 463

18 38.5 6.5 45.1 539

19 54.4 4.7 59.2 382
Residence

Urban 16.0 4.2 203 i

Rural 29.0 5.7 34.8 2246
Division

Barisal 274 6.2 336 159

Chittagong 18.0 7.1 25.1 797

Dhaka 30.2 3.4 3317 727

Khulna 29.0 5.9 349 320

Rajshahi 354 5.6 41.0 575
Education

No education 39.2 5.6 44.8 313

Primary incomplete 29.1 6.8 359 541

Primary complete 26.7 7.1 34.4 302

Secondary/Higher 12.6 3.7 16.3 849
Total 274 5.6 33.0 2566
Note: Numbers may not add to total due to slipht differences in the
factors used to inflate ever-married to all women by background
characteristics.
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Whereas most tcenage women who have begun childbearing have given birih only once, a smail
proportion have had two births. As shown in Table 3.15, only 6 percent of women age 15-19 have had two
or more births. The proportion is highest for women age 19 (24 percent).

Table 3.15 Children born w teenagers
Percent distribution of teenagers 15-19 by number of children ever born (CEB),
Bangladesh 199394
Number of Mecan
children ever born number  Number
of of

Age 0 1 2+ Tatal CEB teenagers
15 93.2 6.7 0.1 100.0 0.07 615
16 82.9 16.4 0.7 100.0 0.18 566
17 67.9 28.0 4.2 100.0 0.37 463
18 61.5 29.5 9.0 100.0 0.48 539
19 45.6 303 24.1 100.0 0.81 382
Total 72.6 21.0 6.4 160.0 0.34 2566
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CHAPTER 4

FERTILITY REGULATION

4.1 Knowledge of Contraception and Sources

Respondents’ knowledge of contraceptive methods was assessed in the BDHS through a series of
questions combining spontaneous recall and prompting procedures. The ability to name or recognize the
name of a family planning method is a nominal test of a respondent’s knowledge and not a measure of how
much she may know about the method. However, knowledge of specific methods and of places where they
can be obtained is a precondition for their use.

Respondents were first asked
to name the ways or methods by
which a couple could delay or avoid | percencage of ever-married women and currently married women age 10-49
pregnancy. Interviewers then asked | who know specific contraceptive methods and who know a source (for
about specific methods not men- | information or services), by specific methods, Bangladesh 1993-94

tioned spontancously by the respond-

Table 4.1 Knowledge of contraceptive methods and source for methods

X 1
ent. Information was sought about Know method Know a source
six modem methods—the pill, IUD, Ever- Cumently Ever-  Currenly
injection, condom, female and male | Contaceptive married  married married  married

method women ~ women  women  waomen

sterilization, as well as two tradi-
tional methods—periodic abstinence
(safe period or rhythm method) and | Any method 99.7 99.8 98.0 98.2
withdrawal. Other methods men-

. Any modern method 99.7 99.8 97.8 98.0
tioned by the resl?ondent, such as Pill 99.5 99.5 95.6 96.0
herbs or breastfeeding, were also re- 1UD 89.4 90.0 78.7 79.4
corded. Foreach method recognized, | Injection 9.3 96.6 888 89.3
th dent was asked if sh Condom 86.6 87.4 78.5 79.4

€ respon s asked 1 SDE | Eemale sterilization 98.8 99.0 92.6 92.9
knew of a source or a person from Male sterilization g2.9 831 75.1 75.4
whotmn she could obtain the method.

Any traditlonal method 75.0 76.1 42.9 43.7

. Periodic abstinence 64.0 65.0 42.9 43.7

Knowledge of contraceptive Withdrawal 49.0 50.0 NA NA
methods and supply sources has Other traditional methods 17.0 17.4 NA NA
been almost universal in Bangladesh | v of women 9640 8980 9640 8980

formany years and the BDHS results
confirm this fact. For example, re- | NA = Nat applicable

sults indicate that just slightly less 'For modern methods, source refers to a place where the method or
than 100 percent of both ever-mar- procedure can be obtained. For rhythm and natural family planning, source

. . refers to a place ar person from whom advice can be obtained on practicin
ried and currently married women | p.ce meﬂ,f,’ds_ pe Pr g

age 10-49 know at least one method
of family planning (Table 4.1).

A greater proportion of currently married women (100 percent) reported knowing a modem method
than a traditional method (76 percent). This may be due in part (o the fact that traditional methods are not
included in the organized family planning efforts. In addition, leaming of these methods through informal
channels is not easy in a society such as Bangladesh where matters relating to sex are not freely discussed.
Knowledge of the pill (100 percent), female sterilization (99 percent), and injection (97 percent) is almost
universal, while more than 4 out of 5 married women know the IUD (90 percent), condom (87 percent) and
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male sterilization (83 percent). Considering the traditional methods included in the questionnaire, periodic
abstinence is more widely known than withdrawal (65 vs. 50 percent of currently married women).

Knowledge about sources of supply for family planning methods is also widespread in Bangladesh.
Almost all currently married women (98 percent) are aware of a source for amodem method of contraception.
The great majority of women (96 percent) know a source where the pill is available; 93 percent know where
to go for femalc sterilization; 89 percent know a source for injection; and 79 percent know about sources for
IUDs and condoms. It is encouraging to note that 75 percent of women know a source for male sterilization.

Trends in Knowledge of Family Planning Methods

As mentioned above, the proportion of women of reproductive age who know of at least one family
planning method has been extremely high for some time in Bangladesh. However, as shown in Table 4.2,
knowledge of specific methods has become more widespread. Forexample, the proportion of ever-married
women who have heard of the IUD doubled over the past decade, from 42 percent in 1983 to 89 percent in
1993-94, Knowledge of injection and especially the condom has also increased. The largest increases in
knowledge levels occurred between 1975 and 1983 for most modemn methods, however, knowledge of the
IUD increased greatly between 1983 and 1989.

Table 4.2 Trends in knowledge of family planning methods

Percentage of ever-married women age 10-49 who know specific family planning metheds, selected
sources, Bangladesh, 1975-1994

1975 1983 1985 1989 1989 1991 1993-94
Method BFS CPS CPS CPs BFS! CPs BDHS
Any method 81.8 98.6 99.6 99.9 100.0 99.9 99.7
Any modern method 80.0 98.4 99.5 99.9 99.0 99.8 99.7
Pill 63.9 94.1 98.6 99.0 99.0 99.7 99.5
1UD 40.1 41.6 65.4 804 78.0 88.9 89.4
Injection U 61.8 74.1 87.5 81.0 95.2 96.3
Vaginal methods 10.0 19.4 263 25.8 24.0 U U
Condom 21.1 59.0 75.5 76.9 83.0 85.6 86.6
Female sterilization 53.1 95.5 97.8 99.2 98.0 99.4 98.8
Male sterilization 51.4 72.9 843 84.0 87.0 87.4 82.9
Any traditional method 49.0 54.8 62.8 7.7 U 833 75.0
Periodic abstinence 28.0 264 41.2 40.1 46.0 68.0 64.0
Wilhdrawal 15.1 19.8 20.8 144 30.0 48.6 49.0
Number of women 6515 8523 8541 10293 11907 10573 2640

U = Unknown {no information)
'Published data were presented in whole numbers; the decimal was added to balance the table.

Source: 1975 BFS (MHPC, 1978:A245 and Vaessen, 1980:16); 1983 CPS (Mitra and Kamal, 1985:85,
89); 1985 CPS (Miwra, 1987:67, 70); 1989 CPS (Mitra et al., 1990:81, 84); 1989 BFS (Hug and Cleland,
1990:60); 1991 CPS (Mitra et al., 1993:42)

Differentials in Knowledge of Methods and Sources

BDHS data reveal that there are no significant differences in knowledge of methods and their sources
of supply by background characteristics of currently married women (Table 4.3). Knowledge of at least one
method, particularly a modemn method, is universal among both urban and rural women, among women in
all five divisions, and across all categories of educational attainment.
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Table 4.3 Differentials in knowledge of contraceptive methods and source for methods
Percentage of currently married women age 10-49 who know at least one contraceptive method
and one modem contraceptive method and who know a source for a modem method and mean
number of methods known (for informalion or services), by selected background characteristics,
Bangladesh 1993-94
Mean
Mean no. of Know a
Know no. of Know modern source for Number

Background any methods a modern methods  modem of
characteristic method known  method'  known methed women
Age

10-14 99.2 58 99.2 5.0 96.3 140

15-19 99.5 6.5 99.5 5.4 97.1 1224

20-24 9.7 6.9 99.7 5.6 98.2 1964

25-29 99.9 7.1 99.9 53 98.5 1911

30-34 99.9 7.1 99.9 5.6 98.6 1353

35-39 99.8 1.0 99.8 5.6 98.1 1079

40-44 99.4 6.9 99.4 55 97.9 767

45-49 100.0 6.5 100.0 53 97.0 541
Residence

Urban 99.9 7.2 29.9 5.7 9.2 1013

Rural 99.7 6.9 99.7 5.6 97.9 7967
Dlvision

Barisal 100.0 7.2 100.0 5.8 99.4 567

Chittagong 99.3 6.4 99.3 53 94.8 2334

Dhaka 100.0 7.0 100.0 5.6 99.0 2756

Khulna 100.0 7.2 100.0 5.8 99.7 1145

Rajshahi 99.8 7.1 99.8 5.7 99.1 2178
Education

No education 99.6 6.6 99.6 5.4 96.9 5093

Primary incomplete 99.9 7.1 99.9 57 99.1 1601

Primary complete 100.0 72 100.0 5.7 99.4 894

Secondary/Higher 100.0 7.6 100.0 5.8 99.9 1392
Total 99.8 6.9 99.8 5.6 98.0 8980
Uncludes pill, TUD, injection, condom, female sterilization, and male sterilization

Married women reported that they knew an average of seven family planning methods, six of which

were modern methods. There are no significant differentials in the mean number of methods known by
background characteristics, except that, on average, very young married women know fewer mcthods and
women with more education know more methods. The high level of knowledge found in every sub-group
indicates the success of efforts to disscminate contraceptive information to all eligible couples. However,
there is still scope to increase the amount of information that is known about specific methods of

contraceplion.

4.2 Ever Use of Family Planning

All women interviewed in the BDHS who said that they had heard of amethod of family planning were

asked if they had ever used used it. Ever use of family planning methods thus refers to use of a method at
any time without making adistinction between past and current use. Collection and analysis of ever-use data
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has special significance for family planning programs. These data indicate the proportion of the population
having exposure to contraceptive use at least once. Therefore, dataon ever use reveal the success of programs
in promoting use of family planning among eligible couples. In addition, data on ever use, together with data
on current use are valuable for studying couples who discontinue using a method.

While almosi all currently married women reported knowing atleast one method {particularly a modem
method), only 66 percent of women report ever having used any method and 59 percent report having used
a modern method (Table 4.4). This gap between knowledge and use may be due in part to the fact that only
the most rudimentary aspects of knowledge were assessed in the BDHS; many women may lack the more
detailed familiarity with methods that might lead to use. On the otherhand, some women are either pregnant,
or trying to get pregnant and thus have not yet had the need to use family planning.

Table 4.4 Ever use of contraception

Among ever-married women and currently married women age 10-49, the percentage who have ever
used a contraceplive method, by specific method and age, Bangladesh 1993-94

Modern method Traditional method
Any Female Male
maodemn steri-  steri-  Any Periodic With- Number
Any meth- Injec- Con-  liza- hza- wad. absti-  draw- of
Age method od Pill IUD tion  dom tion ton  method nence al Other women

EVER-MARRIED WOMEN

10-14 328 225 179 0.0 11 6.0 0.0 00 162 105 9.9 0.0 145
15-19 420 353 280 2.8 46 110 0.1 0.4 14.6 9.8 7.0 0.5 1271
20-24 634 3570 474 6.0 99 177 2.0 06 223 160 9.5 1.9 2033
25-29 726 672 539 109 153 167 6.5 1.2 274 183 125 36 2012
30-34 T28 672 473 94 147 155 119 23 215 180 126 54 1436
35-39 726 660 430 94 131 134 176 20 279 183 108 5.7 1197
40-44 60.5 518 321 6.3 9.4 89 157 23 268 200 8.9 4.5 871
45-49 44.6 348 200 37 5.0 57 1LS 24 207 151 53 39 655
Total 631 564 420 73 11.0 139 79 4 240 165 101 34 9640

CURRENTLY MARRIED WOMEN

10-14 339 233 185 0.0 L1 6.2 0.0 00 168 109 102 0.0 140
15-19 433 363 287 2.9 48 113 0.1 04 151 101 72 0.5 1224
20-24 647 583 485 62 101 182 20 06 227 163 9.8 19 1964
25-29 745 691 556 114 164 172 6.6 1.3 283 188 13D 37 1911
30-34 762 108 500 99 155 163 124 24 285 187 132 58 1353
35-39 765 696 457 100 142 141 184 20 296 192 117 6.1 1079
40-44 657 568 359 68 104 101 166 24 293 217 9.7 52 767
45-49 493 384 229 4.1 54 63 120 26 213 166 6.0 4.7 541
Total 657 590 44.] 1T 116 147 8.1 14 251 17.1 10§ 3.6 8930

One outstanding feature of the data on ever use is the large proportion of currently married women (44
percent) who have ever used the pill. Experience with this method far exceeds that with any other method.
Periodic abstinence is the second most widely used method, having been used by 17 percent of currently
married women. One possible future research priority is to find out exactly how this method is used by
Bangladeshi women and the extent of its success in preventing pregnancies. Fifteen percent of married
women have used condoms at some time, and 12 percent have used injection. The level of use of male
sterilization is relatively low; only 1 percent of women reported that their husbands had had an operation 1o
avoid having any more children.
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Ever-use rates vary with the age of women. Everuse is lowest among the youngest women. However,
the fact that one-third of currently married women age 10-14 have used a contraceptive method at least once
and one-quarter have used a modern method indicates that women in Bangladesh are now willing to try
methods early in their reproductive lives. The level of ever use rises to a high of 77 percent for those age 35-
39, then declines, reaching 49 percent among those who are age 45-49. Ever use of any modern method
follows a similar pattern by age of women.

There has been a steady increase in the level of ever use of family planning over the past 15-20 years
in Bangladesh. In 1975, only 14 percent of ever-married women of reproductive age had ever used a family
planning method, compared to 63 percent in 1993-94 (Table 4.5). For use of any modem method, the
increase has been even steeper. Although ever use of all methods has increased over time, ever use of the pill
has increased the most rapidly. Ever use of both female and male sterilization, as well as of periodic
abstinence and wilhdrawal, appears to have either reached a plateau or declined in recent years.

Table 4.5 Trends in ever use of family planning methods

Percentage of ever-married women age 10-49 who have ever used specific family planning methods,
selected sources, Bangladesh, 1975-1994

1975 1983 1985 1989 1989 1991 1993-94
Method BFS CPS CPs CP3 BFS! CPs BDHS
Any method 13.6 334 32.5 44,2 45.0 59.0 63.1
Any modern method uU 23.8 25.9 375 U 49.2 56.4
Pill 5.0 14.1 14.3 233 220 34.1 42.0
IUD 0.9 2.2 2.7 4.6 4.0 6.2 7.3
Injection U 12 1.3 2.8 2.0 6.6 11.0
Vaginal methods 0.5 2.2 1.6 24 1.0 2.9 U
Condom 4.8 7.1 57 9.3 6.0 13.4 13.9
Female sterilization 0.3 5.8 7.4 8.7 9.0 8.0 1.9
Male sterilization 0.4 1.4 1.6 1.6 1.0 1.4 1.4
Any traditional method U 17.3 11.9 153 U 29.6 24.0
Periodic abstinence 4.5 11.0 7.8 9.7 13.0 21.5 16.5
Withdrawal 2.6 53 2.9 3.6 7.0 11.1 10.1
Number of women 6515 8523 8541 10293 11907 10573 9640

U = Unknown (no information)
IPublished data were presented in whole numbers; the decimal was added 1o balance the table,

Source: 1975 BFS (MHPC, 1978:A275); 1983 CPS (Mitra and Kamal, 1985:117, 122); 1985 CPS (Milra,
1987:108, 112); 1989 CPS (Mitra et al,, 1990:88, 92); 1989 BFS (Hug and Cleland, 1990:61); 1991 CPS
(Mitra et al,, 1993:52)

4.3 Current Use of Contraception

Current use of contraception is defined as the proportion of women who reported they were using a
family planning method at the time of interview. In the BDHS, only women who were married at the time
of the survey were asked questions about current use of family planning. Table 4.6 shows the percent
distribution of currently married women by current contraceptive use status, according (o age group.

The findings show that 45 percent of married women age 10-49 are currently using contraception.
Many more women are using modem methods (36 percent) than traditional methods (8 percent), Thus,
modemn methods account for 80 percent of overall use.
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Table 4.6 Current use of family planning

Percent distribution of currently married women by contraceptive method currently used, according to age, Bangladesh
1993-94

Modern method Traditional method
Any Female Male Not
modem steri-  ster1-  Any Periodic With- cur- Number
Any meth- Injec- Con-  liza- liza- wad. absi- draw- rently of
Age method od Fill IUD  ton dom  tion tion method nence al Other  using Towal women

10-14 21 w5 112 00 11 21 00 00 116 65 52 00 779 1000 140
15-19 247 196 124 18 23 29 01 02 51 33 1.7 01 753 1000 1224
20-24 376 320 197 22 42 35 20 04 56 36 14 06 624 1000 1964
25-29 506 435 235 30 60 36 66 09 71 38 26 07 494 1000 1911
30-34 572 461 203 27 60 26 124 22 111 59 32 20 428 1000 1353
35-39 58.5 46.7 157 22 57 33 184 1.4 11.8 6.2 3.7 1.9 415 100.0 1079
40-44 519 382 121 16 37 21 166 20 137 9.1 32 1.4 481 1000 767
4549 293 213 47 0Ol 1.2 1.2 120 21 80 45 1.2 23 707 1000 541
Total 46 362 174 22 45 30 8.1 1.1 84 48 25 1.1 55.4 1000 8980

The most popular method by far is the pill, which is used by 17 percent of married women. Use ol the
pill accounts for almost 40 percent of all contraceptive use in Bangladesh. Other commonly used methods
are female sterilization (8 percent), periodic abstinence (5 percent), and injection (5 percent). Only 3 percent
of married women reported that they rely on condoms as a contraceptive method, while another 3 percent said
they use withdrawal as a method. The proportion of women who use the IUD or whose hushands are
sterilized is 2 percent or less.

The pattem of current use by age shows a peak at ages 30-39. The drop in contraceptive use among
older women may reflect declining fecundity, while lowerlevels among women under 25 are (o be expected
since many may not yet have reached their desired family size. However, it is notable that one in five married
women (22 percent) age 10-14 are deliberately controlling their fertility early in marriage. Similarly, women
in age group 15-19 report a contraccptive use rate of 25 percent,

The methods that women use vary by age, The pill and periodic abstinence are the most commeonly
used methods among women age 10-19. Among women in their early 20s, injection is the second most
popular method after the pill. There is a gradual shift to longer-term methods among older women, so that
by age 25-29, female sterilization is second to the pill; by age 35-39, it is the most widely uscd method. One
in six married women (16 percent) in their late 30s and 40s has been sterilized.

Trends in Current Use of Family Planning

The level of contraceptive use in Bangladesh has risen steadily over the last two decades. The
contraceplive prevalence rate for any method has increased fivefold since 1975, from 8 to 45 percent of
married women (see Table 4.7 and Figure 4.1). Use of modem methods has grown even faster. In the
roughly two and one-half years since the 1991 CPS was conducted, contraceptive use has increased from 40
to 45 percent among marricd women and usc of modern methods has risen from 31 to 36 percent. Overall,
there has been a sieady rise in the contraceptive prevalence rate since 1975, with an average increase of about
two percentage points a year.
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Teble 4.7 Trends in current use of family planning methods

Percentage of currently married women age 10-49 who are currently using specific family planning

metheds, selected sources, Bangladesh, 1975-1994

1975 1983 1985 198% 1989 1991 1993-94
Methed BES CPS CPS CPs BFS CPS BDHS
Any method 1.7 19.1 253 31.4 30.8 399 44.6
Any modern method 5.0 13.8 18.4 244 232 31.2 36.2
Pill 2.7 33 5.1 9.1 9.6 139 17.4
IUD 0.5 1.0 1.4 1.7 1.4 1.8 2.2
Injection u 0.2 0.5 1.1 0.6 2.6 4.5
Yaginal methods 0.0 03 0.2 0.2 0.1 U U
Condom 0.7 1.5 1.8 1.9 1.8 25 3.0
Female sterilizalion 0.6 6.2 1.9 9.0 8.5 9.1 8.1
Male sterilizalion 0.5 1.2 1.5 1.5 1.2 1.2 1.1
Any traditional method 2.7 5.4 6.9 7.0 76 8.7 8.4
Periodic abstinence 0.9 2.4 38 38 4.0 4.7 4.8
Withdrawal 0.5 1.3 0.9 1.2 18 2.0 2.5
Other traditional methods 1.3 1.8 2.2 2.0 1.8 2.0 1.1
Number of women U 7662 7822 9318 10947 G745 8580

U = Unknown (no information)

Source: 1975 BFS (Islam and Islam, 1993:43); 1983 CPS {Mitra and Kamal, 1985:159); 1985 CPS
(Mitra, 1987:147); 1989 CPS (Mitra et al., 1990:96); 1989 BFS (Huq and Cleland, 1990:64); 1991 CPS

(Mitra et al,, 1993:53)

Figure 4.1
Trends in Contraceptive Use among
Currently Married Women 10-49, from

Selected Sources, Bangladesh, 1975 to 1993-94
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Interms of specific family planning methods, the dominant change in Bangladesh since the late 1980s
has been a large increase in the number of couples using the pill. The proportion of married women relying
on the pill almost doubled in the last four years, from 9 percent in 1989 to 17 percent in 1993-94 (see Figure
4.2). Use of injection, condoms, and the 1UD have also increased slightly since 1989, while use of female
and male sterilization has declined slightly. Use of periodic abstinence and of withdrawal have increased
slightly since 1991.

Figure 4.2
Trends in Modern Contraceptive Use among
Currently Married Women 10-49, from
Selected Sources, Bangladesh, 1975 to 1993-94

Percent Using Method

20

Year

‘ & Fill -*-|UD % Injection W Condom F. Sterilization '

The 1993-94 BDHS data indicate that a majority of modern method users are using reversible methods
as opposed to permanent methods. The shift towards modem reversible methods is largely due to a
significant increase in use of the pill from 1985 to 1993, as well as to the decline in popularity of female and
male sterilization.

Differentials in Current Use of Family Planning

BDHS data indicate that some women are much more likely to be using contraception than others (see
Table 4.8 and Figure 4.3). The level of current contraceptive use is higher in urban areas (54 percent} than
in rural areas (43 percent). The pill is the most popular method among both urban and rural women. The
condom is the next most widely used meihod among urban couples, while female sterilization is the second
most popular method for rural women. There is a sharp difference in condom use between urban (8 percent)
and rural (2 percent) couples. This may be due to the fact that female field workers, who provide a substantial
part of family planning services in rural areas, are shy about discussing condoms with men, Appropriate
motivational strategies need to be developed to involve men in taking an active part in the adoption of family
planning methods.

46



Table 4.8 Current use of family planning by background characteristics

Percent distribution of curmrently married women age 10-49 by contraceptive method currently used, according to selected
background characteristics, Bangladesh 1993-94

Modem method Traditional mevhed

Female Male

Any steri-  steri-  Any Periodic Nol Number

Background Any modem lnjec-  Con- liza-  liza-  uad.  sbstr  With- curently of
characicristic mecthod method  Pill up tion dom tion tion method nence drawal Other  using  Towl women
Residence

Urban 544 446 209 3.7 4.4 8.3 6.4 0.7 9.8 5.5 KR-) 0.5 456 1000 1013

Rural 433 351 169 2.0 4.5 23 8.3 1.1 82 48 23 1.1 56,7 1000 7967
Division

Barisal 477 378 182 24 4.7 28 8.2 1.4 100 5.1 3.0 1.8 523 1000 567

Chittagong 203 234 9.1 20 4.4 2.1 55 0.3 59 33 1.6 1.0 70.7 1000 2334

Dhaka 443 363 182 1.9 4.4 3.0 8.2 0.7 8.0 4.6 24 1.0 557 100.0 2756

Khulna 553 428 201 3.1 54 4.4 85 1.3 125 7.1 43 1.0 447 1000 1146

Rajshahi 548 459 235 2.1 4.2 33 104 23 8.9 55 23 1.1 452 1000 2178
Educatlon

No education 41,0 343 147 1.5 5.0 12 104 1.5 6.7 3.9 1.4 13 59.0 1000 5094

Primary incomplete 455 368 19.0 26 4.9 2.4 6.9 0.9 8.7 5.6 23 0.8 545 1000 1601

Primary complete 456 341 19.8 25 6 4.0 4.0 03 114 6.7 4.0 07 544 1000 894

Secondary/Higher 56.1 439 238 3.9 2.7 9.7 35 0.4 121 6.2 54 06 439 1000 1392
Number of

living children

0 14.3 9.0 4.7 0.1 0.2 28 0.6 0.7 53 37 1.6 0.0 857 1000 1149

1 345 291 174 2.4 33 33 1.8 1.0 54 32 20 0.1 655 100.0 1604

2 50.1 423 227 28 4.4 35 7.2 1.6 7.8 4.5 2.7 06 499 1000 1821

3 576 482 206 3.6 6.4 32 134 1.1 9.3 5.0 32 1.1 424 1000 1502

4+ 519 408 174 1.8 6.0 24 122 1.0 111 63 25 22 481 1000 2904
Total 446 362 174 2.2 4.5 3.0 8.1 1.1 8.4 4.8 25 1.1 554 1000 8930

Differentials in current use of family planning by the live administrative divisions of the country are
large. More than half of the married women in Khulna (55 percent) and Rajshahi (55 percent) Divisions and
slightly less than half in Barisal Division (48 percent) are current users. In contrast, less than one-third (29
percent) of the married women in Chittagong Division are using a method of contraception. Dhaka Division
isintermediate with a contraceptive prevalence rate 0f 44 percent. Inall divisions, the use of modern methods
accounts for about 80 percent of all use.

Large differentials in current use are found for different educational groups. Forty-one percent of
married women with no formal education are currently using a method, compared to 46 percent of women
with either incomplete or complete primary school, and 56 percent of those with at lcast some secondary
education. Looking only at modern method use, however, it is of interest that there are no signilicant
differences by cducation until the secondary school level. The pill is the most commonly used method among
women in all education categories. The second most popular method among women who have no education
or who did not complete primary school is female sterilization; among those who completed primary school
itis periodic abstinence; and among those with secondary school the condom is the second most widely uscd
method. It is interesting that more educated women are more likcly to use traditional methods. These
pattemns are no doubt influenced by the fact that uneducated women tend to be older and of higher parity than
more educated women.
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Figure 4.3
Current Use of Contraception among Currently Married
Women 10-49 by Selected Background Characteristics
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The number of living children, or parity, is an indicator of actual reproductive behavior, The
relationship between parity and contraceptive use provides an indication of the effect of actual reproductive
behavior on use and/or the opposite—the effect of ¢ontraceptive use on the number of children. As shown
in Table 4.8, current use demonstrates a curvilinear relationship with the number of living children. The
proportion using any contraceplive method rises from a low of 14 percent of currently married women with
no children to 58 percent for those with Lhree children and then declines to 52 percent of women with four
or more children. This decline may be due in part to women's actual or perccived infecundity at higher
parities.

Two issues emerge from this analysis of family planning use. First, contraceptive use among married
women under age 25 and among those with less than two children is no longer negligible. Although the rates
for these groups are still low relative to other groups, they are high enough to indicate that young couples are
willing 1o use family planning methods early in marriage.

The second issuc is the continuing low level of contraceptive use in Chitlagong Division. This is
examined in more detail in Table 4.9 which shows trends in the use of contraception since 1983 by division.
It is clcar that even in 1983, Chittagong Divisionlagged well behind the other three divisions in levels of use.
Thus, although prevalence rates in Chittagong Division increased between 1983 and 1993-94 at roughly the
same rate as in the other divisions (more than doubling), the initial discrepancy remains. This disparity
requires further study to assist in designing program interventions to bring Chittagong Division in line with
the rest of the country.
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Table 4.9 Trends in current use of family planning methods by division

Percentage of currently married women age 10-49 who are currently using any methed, any
modem method or any traditonal method of family planning, by division, selected sources,
Bangladesh, 1983-1994

Type of method/ 1983 1985 1989 1989 1991 1993.94
Division CPS CPS CPS BFS! CPS BDHS
Any method
Chittagong 12.6 16.1 19.8 21.0 271 293
Dhaka 20.5 26.0 345 32.0 41.7 443
Khulna 20.7 28.2 36.6 35.0 45.7 52.8
Rajshahi 22,6 303 34.7 38.0 46.1 548
Any modern method
Chittagong 8.7 11.5 15.3 U 20.5 234
Dhaka 15.5 19.9 27.6 u 329 363
Khulna 14.2 20.0 27.9 U 34.6 41.1
Rajshahi 16.1 21.5 26.7 8] 372 459
Any traditional method
Chittagong 39 4.7 4.5 U 6.6 5.9
Dhaka 5.0 6.1 6.9 u 89 8.0
Khulna 6.5 8.2 8.7 9] 11.1 11.7
Rajshahi 6.5 8.8 8.0 u 8.8 8.9

Note: Data from the 1993-94 BDHS were recategorized 1o represent the previous four
divisions.

U = Unknown (no information)

'Published data were presented in whole numbers; the decimal was added to balance the table.

Source: 1983 CPS (Mitra and Kamal, 1985:188); 1985 CPS (Mitra, 1987:166); 1989 CPS
(Mitra et al., 1990:113); 1989 BFS (Hug and Cleland, 1990:68); 1991 CPS (Mitra et al.,
1993:56)

4.4 Number of Children at First Use of Family Planning

In order to investigate when during the family building process couples become motivated to initiate
family planning use, the BDHS included a question for all women who had ever used 2 method as to how
many living children they had when they first used a method, Table 4,10 shows the distribution of ever-

Table 4,10 Number of children at first use of contraception

Percent distribution of ever-married women age 10-49 by number of living children at the time of first use of contraception,
according lo current age, Bangladesh 1993-94

Number of living children at time

Never of first use of contraccption Number

used of
Current age contraception 0 1 2 3 4+ Missing Total women
10-14 67.2 314 14 0.0 0.0 0.0 0.0 100.0 145
15.19 58.0 229 17.3 1.7 0.0 0.0 0.2 100.0 1271
20-24 36.6 18.0 27.7 12.3 4.2 1.0 0.2 100.0 2033
25-29 274 113 22.0 19.0 12.1 1.8 0.3 100.0 2012
30.34 27.2 5.5 12.8 15.0 16.6 2.7 0.2 100.0 1456
3539 27.4 21 84 12.6 13.7 34.9 0.3 100.0 1197
40-44 39.5 1.7 47 4.7 9.4 39.9 0.1 100.0 87
45-49 55.4 1.5 28 34 73 29.3 0.3 100.0 655
Total 36.9 11.1 16.3 113 9.0 15.2 0.2 100.0 9640
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married women by the number of living children they had when they firstused a method. Overall, two-fifths
(39 percent) of women initiated contraceptive use when they had fewer than three living children and 11
percent initiated use when they had no children. There is a tendency for younger women 1o have initiated
family planning use at lower parities than older women. For example, 28 percent of women age 20-24 started
using contraception after their first child, compared to only 3 percent of women 45-49. This probably reflects
the fact that young women are more likely to use contraception to space births, while older women use it to
limit births.

4.5 Family Planning Decisionmaking

Discussion between spouses and the process of making decisions that affect the family are important
issues in detemmining the extent of acceptance of use of family planning. In the BDHS, ever-married women
who had ever used family planning were asked whether they or their husbands had more influence in making
the decision to use family planning for the first time.! Table 4.11 presents the results from this question.

Table 4.11 Family planning decisionmaking
Percent distribution of ever-married women who have ever used modemn family planning by whether
respondent or her husband had more influence in the decision to first use family planning, according 1o selected
background characteristics, Bangladesh 1993-94
Husband Other
Respondent Husband  and wife  relative Not Number

Background had more had more had equal had more stated/ of
characterislic influence influence influence influence  Other Missing Tolal  women
Age

10-14 9.8 593 16.3 8.2 0.0 6.4 100.0 33

15-19 19.4 34.2 399 12 1.1 2.3 100.0 448

20-24 25.7 25.8 42.5 24 0.6 3.1 100.0 1159

25.29 29.7 19.9 43.4 1.9 1.0 4.1 100.0 1353

30-34 32.5 20.5 38.6 1.3 04 6.6 100.0 979

35.39 35.2 16.6 39.7 1.9 0.9 5.6 100.0 790

40-44 323 17.8 39.0 2.1 1.2 7.6 100.0 452

45-49 359 17.2 36.3 4.5 1.5 45 100.0 228
Residence

Urban 29.2 18.6 43.6 1.4 0.7 6.5 100.0 787

Rura] 29.7 225 40.2 23 0.9 44 100.0 4654
Division

Barisal 30.7 222 40.1 1.9 0.4 4.7 100.0 374

Chittagong 353 21.8 35.5 20 14 4.0 100.0 1028

Dhaka 30.7 215 388 32 1.2 4.7 100.0 1755

Khulna 29.3 233 376 1.5 0.7 7.7 100.0 811

Rajshahi 24.5 21.7 48.5 1.4 0.2 3.7 100.0 1473
Education

No educaticn 339 21.0 376 2.7 1.1 3.7 100.0 2803

Primary incomplete  29.7 23.0 404 1.9 09 4.2 100.0 1018

Primary complete 26.8 232 424 1.2 1.0 54 100.0 564

Secondary/Higher 19.9 227 48.2 14 0.1 1.7 100.0 1057
Total 29.7 21.9 40.7 22 0.8 4.7 100.0 5442

' Due to an error in the questionnaire, current users of periodic abstinence and withdrawal were not asked this
question.
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Overall, 41 percent of respondents said that they and their husbands had equal influence in the decision
to use family planning for the first time, while 30 percent said that they had more influence, and 22 percent
said their husbands did. Younger women are more likely than older women to say that their husbands had
more influence in the decision. Differences by urban-rural residence and by division are small, except that
couples in Rajshahi Division appear to be more egalitarian than most, with a larger proportion of women
reporting equal influence. Interestingly, a larger proportion of uneducated than educated women say that they
had more influence in the decision to use family planning, while those with more education are likely to
report equal influence of husband and wife in family planning decisionmaking.

4.6 Problems with Current Method of Family Planning

An understanding of the problems that users experience is important in efforts to improve family
planning service delivery in Bangladesh. Table 4.12 presents information from the BDHS on the main
problems reported by women who were currently using family planning methods. A sizeable proportion of
women using injection, female sterilization, the IUD, and the pill reported having health problems with their
methods. Common complaints were feeling weak ortired and having headaches, The most common problem
reported by injection users is amenorrhea (no menstruation), while IUD users complain of excessive bleeding.
Health problems were rare or nonexistent among users of condoms, male sterilization, periodic abstinence,
and withdrawal, presumably because all of these methods are either used by men or, in the case of periodic
abstinence, by mutual consent of the couple. Non-health problems were rarely reported for any method.

Table 4.12 Problems with current method of family planning

Percentage of current users of family planning who are having problems with their method, by specific method and type of
problem, Bangladesh 1993-94

Contraceptive method

Female  Male
sterili-  sterili- Perodic With-

Problem Pill IUD  Injecion Condom zaton  zaton abstinence drawal  Other  Total
Any health problem 32.7 35.9 47.7 43 47.2 14.5 0.0 1.2 13.0 29.1
Weight gain 1.4 0.6 0.6 0.0 1.0 0.0 0.0 0.0 0.0 0.8
Weight loss 2.7 53 35 0.0 12.8 2.0 0.0 0.3 36 4.2
Excessive bleeding 2.0 13,1 4.2 0.0 6.6 0.0 0.0 0.0 4.4 3.2
Hypertension 03 22 13 0.0 14 0.0 0.0 0.0 1.0 0.7
Headache 21.6 8.8 154 0.0 15.7 19 0.0 0.4 2.9 134
Nausea 6.3 1.0 1.5 0.0 1.8 0.0 0.0 0.0 0.0 3.0
No menstruation 1.0 1.1 23.6 04 2.9 0.0 0.0 0.0 0.0 34
Weak/tired 15.7 15.7 18.9 0.4 293 9.9 0.0 0.4 5.5 14.7
Dizziness 4.5 1.2 59 08 10.4 0.0 0.0 0.0 2.4 4.5
Cther 7.3 15.8 10.6 3.1 20.5 9.0 0.0 0.9 5.4 9.1
Non-health problem 1.2 2.1 1.2 1.7 24 6.1 0.6 0.0 1.3 1.5
Number of users 1560 196 404 269 766 98 434 220 96 4045

4.7 Reasons for Selecting Family Planning Methods

It is useful to understand why couples choose (o use a particular method as opposed to another. Isit
because they have little knowledge about methods or limited access to them? This question is of paicular
importance in Bangladesh, where women have at least heard about most of the methods (see Table 4.3) and
thus are more able to make informed choices. It is also useful to understand why the pill has become the
predominant method in recent years. Table 4.13 shows the distribution of current users of specific methods
by the main reason they decided to use that method.
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Table 4.13 Reason for using current method of family planning

Percent distribution of current users of family planning by main reason they decided 10 use the method, according to specific
methods, Bangladesh 1993-94

Contraceptive method

Female Male
sterili-  sterili- Periodic With-
Reason Fill IUD Injection Condom zaton  zation abstincnce drawal — Other Total

Family planning worker

recommended 3.0 83 5.6 1.8 3.1 1.1 i.5 0.9 0.0 3.1
Friend, relative recommended 3.8 6.2 1.6 3.1 29 10.8 3.9 2.9 9.7 3.7
Side effects of other

methods 24.5 40.2 414 55.5 4.8 0.0 53.0 51.7 43.1 30.4
Method easy to use 39.7 28.9 36.4 15.6 13 0.0 21.8 11.0 13 24.7
Access/Availability 13.2 1.5 2.9 31 0.8 1.0 1.1 0.9 6.2 6.2
Cost 0.2 0.5 0.0 0.0 0.1 0.0 0.0 0.0 2.1 0.2
Wanted permanent method 0.4 3.0 2.3 0.0 4.2 45.1 0.1 0.0 15.1 16.0
Husband preferred 10.4 6.0 5.5 18.6 8.5 36.6 13.5 27.0 8.9 11.7
Wanted more effective

method 1.1 13 2.6 0.5 1.2 0.0 0.2 1.0 3.2 1.3
Other 1.4 2.2 1.7 1.8 2.6 4.5 4.8 4.1 3.5 2.4
Don’t know/Missing 0.3 0.0 0.0 0.2 0.4 1.0 0.1 0.5 1.0 0.3
Total 1000 1000 1000 1000 1000 1000 100.0 100.0 1000 1000
Number of users 1560 196 404 269 766 98 434 220 96 4045

Reasons for selecting methods vary by method. As expected, pill users are most likely to say that they
chose the pill because it was easy to use (40 percent), although one-quarter say that side cffects of other
methods led them to choose the pill. Other reasons cited by pill users are availability of the method (13
percent) and husband’s preference for the method (10 percent). The main reasons that users of the IUD,
injection, and periodic abstinence selected their methods are side effects of other methods and the ease of
using their methods. Not surprisingly, women who have been sterilized and those whose husbands have been
sterilized are most likely to say they chose the method because it was permanent. Over onc-third of women
whose husbands were sterilized said that their husband’s preference for the operation was the main reason
for choosing it. Although the majority of condom and withdrawal users said that the possible side effects of
other methods influenced them to use their current method, husband’s preference was also an important
reason.

It is interesting to note that substantial proportions of contraceptive users choose their method not so
much because of the advantages of that method, but because of the perceived problems with using other
methods. For these women, selection of a method becomes a process of eliminating the lcss desirable
options. Ease of use, is of course, another major criterion in method selection. The fact that husband's
preference is also commonly cited indicates that husbands are often involved in making decisions about use
of family planning.

4.8 Pill Use
Use of the pill has increased tremendously over the past decade. It now accounts {or 40 percent of all

use and half of all modem methed use. Because of the imporiance of the pill, the BDHS included a number
of special questions about pill use including the brand of pill used, the quality of piil use, and the cost of pills.
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Use of Social Marketing Brands
Table 4.14 Use of pill brands
Bangladesh has an aclive contraceptive | Ppercent distribution of current pill users by brand of pill used,
social marketing program that distributes pills, | according to urban-rural residence, Bangladesh 1993-94
condoms, and oral rehydration salts through a -
network of some 140,000 retail cutlets (pharma- | piy Residence
cies, small shops, and kiosks) throughout the | brand Urban Rural Tolal
country. The Social Marketing Company carries
d i Government/NGO
several brands of oral contraceptwes,_na}mely o bimation. 71 9.2 762
Maya, Norquest, and Ovacon. To obtain infor- Noriday 0.1 0.1 0.1
mation on the number of users purchasing the Ovral L5 L1 1.2
social marketing brands, BDHS inter?'iewers Social marketing
asked all respondents who were current pill users Maya 4.5 2.0 2.3
to show them their pill packet. If the user had the gg;‘é‘;i“ lg'é ?,'g g;
packet available, the interviewer recorded the
brand on the questionnaire. If not, the interview- | Private
h d th hart depicti all th Marvelcn 2.4 1.0 1.2
er showed the woman a chart depicting ¢ Ovostat 12.3 10 43
major pill brands and asked the user to identify oth
. : er
which brand she was currently using. Lyndiol 02 01 0.2
Nordelte 2.2 0.5 c.8
Overall, 14 percent of pill users were us- |  Other brand 0.5 0.2 0.3
ing social marketing brands (Table 4.14). Over | Don't know/Missing 2.4 1.5 1.6
three-quarters of pill users were using the gov-
. , . . 0 .0
-emmen.t-supplled brand, Combination-5, which g?f,ﬂber of pill users 102012 11%%3 1105060
is provided free of charge through government

field workers and clinics. Urban pill users are somewhat less likely to use the government brand and
somewhat more likely to use one of the social marketing brands than rural users. As shown in Table 4,15,
social marketing brands account for a greater market share of pill use in Barisal and Khulna Divisions than
in the other three divisions.

Table 4.15 Use of social marketing brand pills

Percentage of pill users who are using a social marketing
brand, by urban-rural residence and division, Bangladesh

1993.94
Residence

Division Urban Rural Total
Barisal b 16.8 18.1

Chittagong (14.3) 11.9 12.3

Dhaka 23.1 10.1 13.2

Khulna * 16.9 17.5

Rajshahi (16.2) 13.7 13.8

Total 212 13.1 14.2

Nowe: Maya, Norguest and Ovacon are considered social
marketing brands. Figures in parentheses are based on 25 to
49 women.

* Fewer than 25 unweighted women
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The percentage of pill users using a brand provided by government or non-governmental organizations
(NGOs) has increased substantially overtime, from only 40 percentin 1983 to 78 percent in 1993-94 (Figure
4.4). The social marketing program’s market share increased in the late 1980s, decreased between 1989 and
1991 and has held sieady in recent years. The private sector has accounted for a steadily diminishing share
of pill use over time.

Figure 4.4
Trends in Market Share of Specific Pill Brands among
Current Pill Users, Selected Sources, 1975 to 1993-94

Percent Currently Using

100

80

1983 1986 1988 1991 1563-94

Year

@Government}NGO Brands [l Social Marketing Brand '

Source: Mitra et al,, 1983:72

Quality of Pill Use

The BDHS collected information on a number of indicators that measure the "quality of use” of the
pill. Among these are the proportion of women who said they were currently using the pill but were unable
to show a packet of pills to the interviewer, the proportion of users whose packet of pills showed evidence
of pills being taken out of sequence or not at all, the proportion of users who said they had not taken a pill
in the last two days, and responses [0 a question on what users do when they forgel to take a pill. Tables4.16
and 4,17 present the results.

The fact that 95 percent of current pill users were able to show a packet of pills to the interviewer
indicates a high level of compliance. When asked the reasons for not having the packet available, half of the
women said that they had "run out” of pills (data not shown). Since all of the major brands of pills in
Bangladesh contain 28 pills in a packet and are meant (0 be taken without any break, many of the women who
“‘ran out" of pills may in fact not be protected against pregnancy. However, they account for a small
proportion of total pill users.
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Table 4.16 Quality of pill use

Percentage of current pill users whe were unable to show a pill packet,
who had taken pills out of sequence or who last took & pill three or more
days before the survey, by selected background characteristics, Bangladesh
1993-94

Pills Last
Unable taken pill Number

Background 1o show out of taken of pill
characteristic packet sequence 3+ days users
Age

10-14 - - - 10

15-19 6.1 38 10.5 151

20-24 43 5.5 9.8 388

25-29 4.1 5.3 9.1 450

30-34 79 7.2 11.9 275

35.39 31 4.7 10.1 169

40-44 74 8.8 12.8 93

45.49 10.8 8.1 28.1 25
Residence

Urban 57 42 9.4 212

Rural 51 59 10.6 1348
Division

Barisal 6.2 6.2 83 103

Chittagong 4.7 4.7 12.6 213

Dhaka 6.7 6.1 12.3 501

Khulna 4.7 8.4 12.3 230

Rajshahi 39 4.4 7.4 513
Education

No education 49 1.7 11.0 748

Primary incomplete 49 44 10.9 304

Primary complete 50 4.6 8.5 177

Secondary/Higher 6.1 2.9 9.9 331
Total 52 5.7 10.5 100
Number of pill users 81 89 163 1560

* Fewer than 25 unweighted women

Table 4.17 Action taken if forgot to
take the pill

Percent distribution of current pill
users by action that they would take
if they forgot to take two or more
pills, Bangladesh 1593-94

Action taken Total

Start again as usual 8.5
Take entra pills 63.5
Use another method 1.7
Extra pills plus another method 0.8
Other 0.6
Never forgot 24.9
Total 100.0
Number of pill users 1560
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Among pill users who were able to show a packet, it appeared that most users took the pills
systematically. Only 6 percent of pill users showed the interviewers packets in which pills had apparently
been taken out of sequence. Of these women, many reported that either health reasons or ignorance had led
them to take pills out of order (data not shown).

Eleven percent of pill users said that the last time they had taken a pill was more than two days before
the interview. Although it is possible that most of these women were in the period between packets, it is
likely that many were unprotected, since most pills used in Bangladesh are meant to be taken continuously.
Of those who had not taken a pill in the past two days, four-fifths said that the reason was that they were
menstruating, that they had run out of pills, or that their husbands were away (data not shown). All these
indicators of the quality of pill use show only minor variations by background characteristics of the women.

All current pill users were also asked the following question: "Just about everyone forgels to take a pill
sometime. What do you do when you forget to take a pill for two days in a row?" As shown in Table 4.17,
two-thirds of pill users gave correct responses, i.e., that they would take extra pills, use another method, or
both. Most of the remainder declined to answer the question in that they said they never forgot to take a pill.
Almost one in ten said they would continue taking the pill as usual, taking only one pill on the day they
forgot, and thus possibly leaving themselves exposed to risk of pregnancy.

Prompted by reports that pill users [requently "pause” between pill packets, survey organizers included
a question in the BDHS on this topic. One in four (27 percent) of pill users reported that they sometimes
waited after finishing one packet before starting the next packet (data not shown). Since there were no
subsequent questions on why they waited or how frequently this occurred, there is no way of knowing it such
pauses are due to ignorance of correct procedures, difficulties in obtaining supplies, or intentional lapses.
Similarly, it is not possible to determine whether pauses are a common occurrence or only occur infrequently.

Cost of Pill Packets

Table 4.18 shows the distribution of pill users by how much they say ]
one packet of pills costs them. Over two-thirds of pill users (68 percent) say | able 4.18 Cost of pills
they obtain their supplies free of charge. Most of the remainder pay [ive | percent distribution of current
taka or more for a packet. pill users by cost of one packel

of pitls, Bangladesh 1993-94

4.9 Condom Brands Cost Percent

As mentioned above, 3 percent of currently married women in Bang- | Free 68.2
ladesh are using condoms as a method of family planning (see Table 4.6). ‘]‘5 ::f: ég
To measure the impact of the social marketing program on condom use, | 3.4 wka 35
women who said that they and their husbands used condoms were shown | 5+ take 18.0
a chart depicting all the major condom brands and were asked which brand | Missing/Don’t know 29
of condom they used. Men would presumably be a more reliable source of | Toral 100.0
data on condom bran@s; however, due to the larger sample of women than | . = - pill users 1560
of husbands covered in the BDHS, and the fact that a major source of con-

doms is field workers who may give them to the wife instead of the
husband, the data shown in Table 4.19 are derived from women.

It is apparent that condoms sold by the Social Marketing Company enjoy a high market share. The
three social marketing brands together account for 52 percent of the condom market, with Raja alone
accounting for 30 percent and Panther for an additional 22 percent. When women who could not name the
brand of condom are excluded, the social marketing brands account for 61 percent of the market. The
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Table 4.19 Use of condom brands
Percent distribution of current condom users by brand of
condom used, according to urban-rural residence, Bangladesh
1993-94

Residence
Condom S —
brand Urban Rural Total
Durex 0.0 0.5 0.4
Latex 34 2.5 2.8
Majestic’ 0.0 03 0.2
Panther! 30.1 17.8 21.6
Raja' 24.0 33.2 30.3
Sensation 6.4 3.8 4.7
Sultan 4.7 10.2 8.5
Tahit 0.5 1.3 1.1
Other brand 19.2 14.8 16.2
Don’t know/Missing 11.7 15.5 14.3
Total 100.0 100.0 100.0
Number of condom users 84 185 269
Note: Table is based on women’s reports.
*Social marketing brands

Panther brand of condom appears to be more popular among urban users, while Raja predominates among
rural users.

The proportion of overall condom use that is supplied through the Social Marketing Company has
fluctuated over time, increasing from 64 percent in 1983 to 73 percent in 1986, then declining to 62 percent
in 1989 and to 41 percent in 1991 before climbing again to 61 percent in 1993-94 (Mitra et al., 1993:72-74).
The government/NGO Suitan brand of condoms plummetted from 57 percent of the market share in 1991 to
10 percent in 1993-94 (omitting the "Don’t know/Missing” category).

4.10 Timing of Sterilization

As mentioned above, cight percent of ever-married women of reproductive age in Bangladesh have
undergone a sterilization procedure. Table 4.20 shows the distribution of sterilized women by the age at
which they had the procedure, according to the number of years prior to the survey the procedurc was done.
It should be noted that, since data on age at sterilization were derived from a question on the month and year
of the operation, it is possible that the data are distorted by some systematic error in reporting the date of the
operation or the date of birth and/or age of the woman,

The data show that female sterilization occurs relatively early in women'’s reproductive lives. Fully
two-thirds of the women sterilized had the operation before age 30 and one-third had it before they were age
25. Only a small fraction of sterilized women had the operation when they were in their 40s. The median
age at sterilization is 27, There has becn little change in the median age at which women have the operation,
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Table 4.20 Timing of sterilization

Percent distribution of sterilized women by age at the time of sterilization, according to the number of years since
the operation, Bangladesh 1993-94

Age at lime of sterilization Number

Years since of Median
operation <25 25-29 3034 3539 4044 4549  Total women  age'
<2 (33.5) @357 (19.8) (8.7) (2.4) (0.0) 100.0 49 274
23 386 25.6 25.7 7.8 1.6 0.7 100.0 93 259
4-5 35.1 29.1 22.6 9.9 32 0.0 100.0 104 26.8
6-7 31.0 2.9 25.1 1.7 23 0.0 100.0 135 27.5
89 33.5 33.2 237 6.8 2.8 0.0 100.0 148 27.7
10+ 341 357 20.7 9.5 0.0 0.0 100.0 236 a
Total 341 321 229 9.2 1.7 0.1 100.0 766 27.0

Note: Figures in parentheses are based on 25 10 49 women,
'Median age was calculated only for women less than 40 years of age to avoid problems of censoring.
Not calculated due to censoring

4.11 Sterilization Regret

Female and male sterilization together account for approximately 20 percent of contraceptive use in
Bangladesh (see Table 4.6). Although some level of regret is expected to occur with any permanent method
of contraception, a high level could be viewed as an indication of poor quality of care in the sense that women
and men who are sterilized at a young age and/or low parity, or who are not adequately counselled, are more
likely to regret having the operation (Loaiza, 1995). In the BDHS, women who had been sterilized or whose
husbands had been sterilized were asked if they regretted having had the operation and, if so, why. The
results are prescnted in Table 4.21. Although a similar question was asked of husbands, the data are not
included here, due to the smaller sample size.

Overall, one in six women (16 percent) reported that they regretted that they or their husbands had been
sterilized, Almost all of these women said the reason for regret was that they or their husbands wanted
anotherchild. Sterilization regret is higher among rural than urban women (17 vs. 9 percent), but varies little
by division. The more cducation a woman has, the less likely she is to regret that she or her husband were
sterilized. The same is true for the number of children a woman has; as expected, sterilization regret
decreases as the number of living children increases. Forexample, over half of women with fewer than two
living children regret having had the operation. Of course, the number of living children refers to the current
number and not the number at the time of sterilization. Thus, many who regret having been sterilized include
those cases in which couples decided on sterilization and subsequently suffered the loss of one or more of
their children. Y
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Table 4.2]1 Sierilization regrat
Percentage of currently married women who are sterilized or whose husbands are sterilized who regret the operation,
by reasans for regret and selected background characteristics, Bangladesh 1993-94
Reason for regretting sterilization
Percentage  Respondent
who wanls Husband Number
Background regret the another wants Side Other of
characteristic operation child child effects reason women
Resldence
Urban 9.3 5.2 1.7 0.0 2.4 73
Rural 16.8 10.9 2.8 2.6 0.5 750
Division
Barisal 14.7 12.4 1.2 1.2 0.0 54
Chittagong 19.7 9.8 49 49 0.0 135
Dhaka 15.6 8.8 36 2.2 1.0 244
Khulna 13.5 104 0.9 0.9 13 112
Rajshahi 16.1 11.6 1.7 21 0.7 276
Education
No education 17.1 10.9 2.6 2.7 0.9 604
Primary complete 15.8 11.3 1.9 2.6 0.0 126
Primary incomplele 11.7 8.2 3.5 0.0 0.0 38
Secondary/Higher 8.5 43 43 0.0 0.0 55
Number of
living children
<2 56.7 49.3 5.3 0.0 2.1 59
2 21.7 18.6 3.0 37 25 162
3 16.7 9.1 4.2 3.4 0.0 217
4 5.2 2.5 14 1.3 0.0 174
5+ 42 1.1 1.1 1.8 0.2 211
Total 16.1 10.4 2.7 2.4 0.7 822

4.12 Source of Family Planning Services

In the BDHS, all current users of modemn methods of family planning were asked to report the source
from which they most recently obtained their methods. Since women often do not know exactly into which
category the source they use falls (e.g., hospital, thana health complex, family welfare center, private clinic,
elc.), interviewers were instructed to write the name of the source in the questionnaire. Supervisors and field
editors were instructed to verify that the name and the type of sources were consistent, asking local residents
for the names of nearby family planning sources, if necessary. This practice was designed to improve the
reporting of data on sources of family planning, although its actual effect is difficult to determine.

Table 4.22 and Figure 4.5 show that ficld workers (both govemment and non-govemment) supply 42
percent of current moderm method users. Thinty-eight percent of modern method users ohtained theirmethods
from govemnment sources, including government hospitals (10 percent), family welfare centers (13 percent),
thana health complexes (13 percent), and satellite clinics (2 percent). Ten percent of modem method users
obtained their methods from private medical sources, such as private clinics and doctors (1 perccnt) and
pharmacies (8 percent). Seven percent of users obtain methods from other private sources such as shops and
friends.

39



Table 4.22 Source of supply for modern contraceptive methods
Percent distribution of current users of modern contraceptive methods by most recent source of supply
or information, according lo specific methods, Bangladesh 1993-94
Contraceptive method
Female Male All
Injec- Con- sterili- sterili-  modemn
Source of supply Pill IUD tion dom zation zaion  methods
Publlc 5.1 79.9 55.5 4.1 91.5 36.0 37.5
Govemnment hospital 0.5 114 5.0 0.4 30.7 52.4 10.0
Family welfare center 38 46.3 309 3.1 18.0 6.4 12.9
Thana health complex 0.7 18.6 1.0 0.6 421 27.3 12.6
Satellite clinic 0.1 36 12.6 0.0 0.8 0.0 2.0
Medical private 14.2 22 4.4 229 14 1.5 9.7
Private clinic/docior 0.9 1.7 3.3 0.4 0.9 1.0 1.2
Traditiona! doctor 0.4 0.0 0.3 0.0 0.4 0.4 0.4
Pharmacy 12.8 0.5 0.8 225 0.0 0.0 8.2
Other private 84 0.0 0.3 310 0.1 1.0 6.7
Shop 6.7 0.0 0.0 303 0.0 0.0 57
Friends/relatives 1.6 0.0 0.3 0.7 0.1 1.0 0.9
Field worker/FWA! 70.0 122 36.2 35.1 0.1 0.0 41.8
Other 1.2 5.7 15 0.9 6.8 19 31
Don’t know 1.0 0.0 0.1 6.1 0.0 1.6 1.2
Missing 0.1 0.0 0.0 0.0 0.0 0.0 0.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of users 1560 196 404 269 124 98 3251
IFWA =Family Welfare Assistant (Government-sponsored field worker)

Figure 4.5

Percent Distribution of Current Users of Modern

Methods by Most Recent Source of Supply

Field Workers 42%

Private Medical

Government Facilities 38%

Don't Know/Other 4%

Other Private 7%

10%

BPHS 1993-04

60




The source a woman uses to obtain contraceptive methods is related to the type of method she is using.
The vastmajority (70 percent) of pill users obtain their method from field workers, although 20 percent obtain
supplies from pharmacies and shops. On the other hand, most IUD users (80 percent) obtained their method
from govemment facilities, such as family welfare centers and thana health complexes. Most vsers of
injection are served by government facilities, especially the family welfare centers, although field workers
supply over one-third of injection users. Half of condom users say their method is obtained from pharmacies
and shops, while more than one-third obtain condoms from field workers. Asexpected, both female and male
sterilizations are mainly performed in govemment facilities.

Field workers are providing a slightly larger share of family planning services now than in 1991—42
percent of modem method users in 1993-94 vs, 38 percent in the 1991 CPS (Mitra et al. 1993:66). This no
doubt reflects the fact that most of the increase in modern method use since 1991 is due to increased use of
the pill, which is predominantly provided through ficld workers. The proportion of services provided through
either pharmacies or shops has remained steady since 1991, although it has shifted away from pharmacies
towards shops (to the extent that respondents can distinguish the two adequately), Although the coding
categories are not exactly comparable in the two surveys, it appears that fixed health facilities such as
hospitals and clinics account for a smaller share of family planning service provisionin 1993-94 than in 1991.
Satellite clinics have gained slightly in importance, due almost entirely to an increase in the proportion of
injection users who obtain services at these facilities; however, they are still not a major source of family
planning services.

4.13 Contraceptive Discontinuation

Akey concern for family planning programs is the rate at which users discontinue use of contraception
and the reasons for such discontinuation. Life table contraceptive discontinuation rates based on information
collected in the 5-year, month-by-month calendar in the BDHS questionnaire are presented in Table 4.23.
All episodes of contraceptive use between April 1988 (the first month of the Bengali year 1395) and the date
of interview wete recorded in the calendar, along with the main reason for any discontinuation of us¢ during
this period. Unlike the DHS surveys in some other countries, women in Bangladesh who were using in April
1988 were not asked when they started that period of use. Thus, the discontinuation rates presented here arc
based on all segments of use that started between April 1988 and three months prior o the date of interview.

Table 4.23 Contraceptive discontinuation rates

First-year conraceptive discontinuation rates due 1o method failure, desire
for pregnancy, health reasons, or other reasons, according to specific
methods, Bangladesh 1993-94

Reason for discontinuation

To Side All
Method become effecis/  other All

Method failare pregnant Health reasons' reasons
Pill 1.7 7.1 25.6 10.6 45.0
1IUD 0.3 1.8 29.9 5.1 371
Injection 1.1 4.8 40.0 11.7 57.6
Condom 59 13.6 13.8 38.8 72.0
Periodic abstinence 8.6 12.3 2.0 21.8 447
Withdrawal 8.8 11.5 5.4 293 55.0
Other 16.5 iz 2.1 17.7 46.6
Total 35 7.7 20.8 15.8 478

'Includes discontinuations with missing reasons
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The month of interview and the two preceding months are ignored in order to avoid the bias that might be
introduced by an unrecognized pregnancy.

The rates presented in Table 4.23 are cumulative one-year discontinuation rates and represent the
proportion of users who discontinue use by 12 months after they start. The rates are calculated by dividing
the number of discontinuations at each duration of use in single months by the number of months of exposure
at that duration. The single-month rates are then cumulated to produce a one-year rate. Incalculating rates,
the reasons for discontinuation are treated as competing risks (net rates). For purposes of the table, the
reasons are classified into four main categories: method failure (pregnancy), desire to become pregnant, side
effects/health reasons, and all other reasons. Switching from one method to another is included in the last
category.

The results indicate that half of users in Bangladesh stop using within 12 months of starting use; 4
percent stop due 10 method failure, B percent because they want to become pregnant, 21 percent as a result
of side effects or health concems, and 16 percent because of other reasons. Discontinuation rates vary by
method. Not surprisingly, rates for the condom (72 percent) and withdrawal (55 percent} are considerably
higher than for the TUD (37 percent) and the pill (45 percent). However, discontinuation rates for injection
are relatively high, considcring that one dose is usually effective for three months. Fifty-eight percent of
injection users discontinue within one year of stanting, a rate that is higher than for the pill. Discontinuation
rates for periodic abstinence are intermediate (45 percent).

Side effects of the method or other health reasons are by far the most commonly reported reasons for
discontinuing the pill, the IUD, and injection. Only a small proportion of users of these methods discontinue
within one year because of method failure or to become pregnant. These two reasons account for a larger
proportion of women who discontinue use of condoms, periodic abstinence and withdrawal; however, "other
reasons” account for the largest share of discontinuers of these methods.

Further information on reasons for contraceptive discontinuation is presented in Table 4.24. This table
shows the percent distribution of all discontinuations occurring during the five years preceding the survey,
regardless of whether they occurred during the first 12 months of use ornot. Taking into account all methods,
side effects (34 percent) is the reason given most frequently for discontinuation, followed by the desire to get
pregnant (19 percent). Discontinuations of pill use and IUD use are most commonly due to side effects,
followed by a desire 10 become pregnant and health concems. Side effects is also a major cause of
discontinuation of injcction. The fact that 1 in 10 segments of injection use is interrupted due to problems
in availability or accessibility is notable. The main reasons for discontinuing use of the condom and
withdrawal is disapproval of the husband and a desire to become pregnant. As for periodic abstinence, the
desire to become pregnant is the main cause of discontinuation. Method failure is an important reason for
discontinuation of both periodic abstincnce and withdrawal, accounting for 20 percent of discontinuations
for both methods. Similarly, the desire to use more effective methods accounted for a not insignificant
proportion of discontinuations of periodic abstinence and withdrawal.
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Table 4.24 Reasons for discontinuation

Percent distribution of discontinuations of contraceptive methods in the last five years by main reason
for discontinuation, according to specific methods, Bangladesh 1993-94

Method

Periodic
Reason for absti-  With-
discontinuation IUD  Injection Condom nence  drawal  Other Total
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Note: Total includes 4 discontinuations of male sterilization.

4.14 Nonuse of Family Planning
Future Use

To obtain information about potential demand for family planning services, all currently married
women who were not using contraception at the time of the survey were asked if they intended to use a
method at any time in the future. Table 4.25 shows the distribution of the women by their intention to use
in the future, according to the number of living children.

Two out of three (66 percent) currently married nonusers say that they intend to use family planning
in the future; 42 percent intend to use within the next 12 months, 23 percent intend 1o use later, and 1 percent
were not sure when they would start using contraception. Twenty-nine percent of nonusers said that they did
not intend to practice family planning in the future, while 4 percent were unsure.

The proportion intending to use family planning peaks at 79 percent among nonusers with one child.
The timing of the intention to use also varies with the number of living children. For example, the proportion
who intend to use within the next 12 months is considerably lower among childless nonusers than among
those with children, while the proportion who intend to use after 12 months is lower among women with four
ormore children. Among previous users of contraception, one in two women intends to use a method in the
next 12 months, compared to one in three among the never users.
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Table 4.25 Future use of contraception

Percent distribution of currently married women age 10-49 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, Bangladesh 1993-94

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

Never used contraception

Intend to use in next 12 months 19.4 30.7 19.8 20.2 13.2 20.2
Intend to use later 40.4 20.0 123 1.5 4.8 15.2
Unsure as to timing 18 1.5 0.3 0.6 0.4 0.5
Unsure as to intention 7.6 4.2 3.7 2.2 2.1 37
Do not intend to use 13.9 13.3 14.9 20.8 36.6 21.7
Missing 0.3 0.2 0.1 0.2 02 0.2
Previously used contraception
Intend 1o use in next 12 months 4.6 16.7 32.0 31.8 21.7 215
Intend to use later 10,0 10.1 11.0 1.7 4.0 8.1
Unsure as to liming 0.3 0.3 1.0 0.4 0.5 0.5
Unsure as (o intention 0.3 0.6 0.8 1.2 0.5 0.6
Do not intend to use 1.3 1.9 4.0 6.6 15.2 6.8
Missing 0.3 0.5 0.3 0.8 0.6 0.5
Toul 100.0 100.0 100.0 100.0 100.0 100.0
All currently married nonusers
Intend to use in next 12 months 24.0 474 51.7 52.0 35.0 41.7
Iniend to use later 50.3 30.0 23.2 15.2 8.8 23.3
Unsure as to timing 2.1 1.9 1.3 1.1 1.0 1.4
Unsure as 1o intention 7.9 4.8 4.5 la 2.6 4.4
Do not intend to use 15.2 15.2 189 274 51.8 28.5
Missing 0.5 0.7 0.4 1.0 0.9 0.7
Tolal 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 741 1082 985 689 1481 4978

ncludes current pregnancy

Reasons for Nonuse

Women who were not using family planning at the time of the survey and who said that they did not
intend to use it in the future were asked why they were not using. Table 4.26 presents data on the main
reasons for not using family planning. Forty-one percent of these women said that they did not intend to use
because of infecundity (either "difficult to get pregnant” or "menopausal”). A desire to have children appears
to be the next most common reason for nonuse (13 percent of nonusers), followed by religious reasons (11
percent). Other commonly mentioned reasons are: hushand’s opposition to family planning (8 percent), side
effects and other health concems (6 percent), infrequent sexual relations (6 percent), and a fatalistic attitude
{4 percent). Only 3 percent cited lack of knowledge about methods as the main reason for their nonuse,

There are significant differences in reasons for nonuse by age of woman. The major reasons (hat
younger women (under age 30) give for not intending to use contraception in the future are a desire to have
children (28 percent), religion (15 percent), and opposition of their husbands to family planning (14 percent).
Those age 30 and over are more likely to cite reasons such as being menopausal or infecund (56 percent).
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Table 426 Reasons for not using contraception
Percent distribuion of currently married women age 10-49
who are not using a contraceptive method and who do not
intend to use in the future or are unsure, by main reason for
not using, according to age, Bangladesh 1993-94

Age
Reason for not using
contraception <30 30-49  Total
Want children 28.4 6.6 13.1
Lack of knowledge 4.8 1.9 2.8
Husband opposed 14.4 4.9 1.8
Side effects 23 23 23
Health concerns 39 36 3.7
Hard to get metheds 0.2 0.1 0.1
Religion 15.3 8.4 10.5
Opposed o family planning 1.1 0.4 0.6
Fatalistic 1.4 3.1 4.4
Other people opposed 1.2 03 0.6
Infrequent sex 2.7 1.2 3.9
Difficult to get pregnant 32 334 249
Menopausal/Had hysterectomy 1.9 2.1 16.4
Inconvenient 0.5 0.0 0.1
Other 5.0 32 38
Don’t know 2.2 63 0.9
Missing 34 1.6 22
Total 1000 1000 1000
Number of women 501 1170 1670

The fact that husband’s opposition is cited
as an obstacle to family planning use morc
frequently by younger than older nonusers
suggests that program efforts geared to mo-
tivating husbands might be useful.

Preferred Method

Nonusers who said they intended to
use family planning in the future were
asked which method they preferred to use.
Table 4.27 presents information on their
method preferences. The pill was the most
popular method, with ncarly half (47 per-
cent) of nonusers who intended to use inthe
future stating that they would choosc that
method. The next most preferred method
was injection, accounting for 20 percent of
intended use. About one in five women was
uncertain which method she would preferto
use. There is little difference in method

Table 4.27 Preferred method of contraception for future use

Percent distribuiion of currently married women who are not using a
contraceptive method but who intend w use in the future by
preferred methed, according to whether they intend to use in the
next 12 months or later, Bangladesh 1993-94

Intend 10 use

In next Alfter Unsure

Preferred method 12 12 as o

of contraception months  months timing Total
Pill 47.8 46.0 39.1 47.0
IUD 2.5 1.4 0.0 2.0
Injection 23.6 15.0 15.5 204
Condom 2.8 2.0 0.0 2.5
Female sterilization 2.8 3.6 2.8 3.1
Male sterilization 0.0 0.0 0.0 0.0
Periodic abstinence 2.1 1.3 1.4 1.8
Withdrawal 0.4 0.4 0.0 04
Other 1.9 1.4 7.9 1.8
Unsure/Missing 16.1 28.8 33.2 209
Total 100.0 100.0 100.0 100.0
Number of women 2076 1161 70 3307

preference according to timing of intended use, except that women who intend to use after 12 months and
those who arc unsure as to when they will use are more likely to be unsure of their method preference.
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Family Planning Messages

In order to gauge the extent of family planning information and education activities, respondents in
the BDHS were asked if they had heard or seen a message about family planning in the media (radio,
television, billboard, or poster) in the month before the survey. Table 4.28 presents the percentage of ever-
married women who were exposed to such messages, according to background characteristics.

Slightly less than half of the women (47 percent) reported that they had heard or seen a family planning
message in one or more of the four media. Radio is a more effective medium than television, billboards or
posters, which is hardly surprising in a country with limited electrical coverage and low female literacy. Two
in five women had heard a family planning message on the radio in the month before the interview, compared
to less than one in five who had seen a message on television, Moreover, almost all women who had seen
a family planning message on television, had also heard a radio message. Less than one in ten women
reported seeing a family planning message on a billboard or poster in the month prior to the interview.

Recent exposure to family planning messages through the mass media varies between urban and rural
areas, Urban women are more likely to have been exposed to media messages than rural women (70 vs. 43
percent, respectively); this is true for all four types of media. Differences in media exposure by division are
not large, although television messages are more commonly reported by women in Dhaka Division than by
women in the other divisions. Exposure 10 family planning messages through the mass media is positively
correlated with educational level. Only 36 percent of uneducated respondents reporied having heard a family
planning message, compared to 77 percent of the women with secondary education.

Table 4.28 Exposure lo family planning messages
Percentage of ever-married women age 10-49 who heard/saw a message about family planning
{FP) in the month preceding the interview, by type of media and selected background
characteristics, Bangladesh 1993-94
Type of media At leest Number
Background one FP of
characteristic Radio Television Billboard Poster message women
Resldence
Urban 54.1 559 19.5 25.2 70.4 1108
Rural 40.5 12.2 is 6.2 43.4 8532
Dlvision
Barisal 392 10.2 7.1 10.5 42.6 606
Chittagong 424 17.8 43 74 45.6 2527
Dhaka 44.4 23.0 1.7 10.8 50.7 2963
Khulna 38.8 14.2 4.3 7.8 42.8 1217
Rajshahi 41.3 12.6 34 6.0 45.1 2326
Education
No education 336 94 18 3.6 36.4 5593
Primary incomplete  45.1 15.0 44 73 48.6 1681
Primary complete 51.4 20.3 70 10.3 56.9 921
Secondary/Higher 65.4 48.5 19.3 27.0 76.9 1439
Total 42.1 17.2 54 B.4 46.5 9640
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Respondents were further asked whether or not it was acceptable to them for information to be
provided on the radio about five specific family planning methods: the pill, condoms, injection, the IUD, and
female sterilization, As shown in Table 4.29, almost all ever-married women (95 percent) indicated that it
was acceptable to have information on the radio about at Ieast one of the five methods, and more than three-
quarters (77 percent) felt that way about all five methods. Older women, rural residents, women with no
education, and women in Chittagong Division were less likely than other women to approve of dissemination
of information about methods through the radio.

Table 4.29 Acceptability of media messages on family planning
Percent distribution of ever-married women age 10-49 by acceptability of having
messages on the radio about the piil, condom, injection, [UD or sterilization,
according to age and selected background characteristics, Bangladesh 1993-94
Acceptability
Acceptable  Not
Acceptable  for at  acceptable Number

Background for all least any of
characteristic methods one method Total women
Age

10-14 77.9 94.5 55 100.0 145

15-19 76.8 96.0 4.0 100.0 1271

20-24 792 96.4 3.6 100.0 2033

25-29 779 96.1 39 100.0 2012

30-34 79.2 94.8 52 100.0 1456

35-39 77.5 93.6 6.3 100.0 1197

40-44 73.7 91.7 8.2 100.0 871

45-49 69.5 88.4 11,6 100.0 655
Residence

Urban B1.2 96.3 a7 100.0 1108

Rural 76.7 94.5 5.5 100.0 8532
Division

Barisal 83.4 95.6 4.4 100.0 606

Chitlagong 68.8 90.5 9.5 100.0 2527

Dhaka 78.2 96.0 4.0 100.0 2963

Khulna 81.7 96.4 3.6 100.0 1217

Rajshahi 81.1 96.6 34 100.0 2326
Education

No education 72.7 92.8 7.2 100.0 5598

Primary incomplete 79.6 96.7 33 100.0 1681

Primary complete 85.1 97.3 2.7 100.0 921

Secondary/Higher 86.8 98.1 19 100.0 1439
Total 772 94.7 53 100.0 9640

4.15 Family Planning Outreach Services

The Bangladesh family planning program is known throughout the world for the coverage of its field
worker operations. Some 35,000 village-level field workers—supported by both govemment and non-
governmental organizations—visit couples in their homes to provide contraceptive information and supplies.
This approach was necessitated by the fact that many women are restricted by custom to their homes or the
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nearby area, Field workers supply both pills and condoms. In part to increase the accessibility of other, more
clinical methods, the government implemented a system of sateliite clinics. Under this system, staff from the
health centers at the union headquarters visit selected villages at prescheduled times to set up a temporary
clinic. The clinics include basic health services, such as health and nutrition education, antenatal care,
screening for high-risk pregnancies, and family planning advice and supplies. A key staff person in this
system is the Family Welfare Visitor (FWV), who is able to give contraceplive injections and to insert IUDs.
In order to assess the extent of coverage of both field workers and satellite clinics, the BDHS included
questions about both services. Although "satellite clinic” is a simple term in English, there is no equivalent
term in Bangla, and interviewers, therefore, had to describe the clinic. Thus, the data depend on the ability
of respondents 1o understand the definition.

Table 4.30 shows the proportion of currently married women who said that they had been visited by
a field worker in the six months prior to the survey. The data are shown by whether the visit was 1o talk about
family planning (or to give a method) and whether the respondent received family planning supplies. Thirty-
eight percent of women said that in the previous six months someone had visited them in their house to talk
about family planning orto give them a family planning method. An additional 5 percent of women said that
a family planning ficld worker had visited them for another reason. The mean number of field worker visits
was three. Of those visited, about one-third received family planning supplies.

There has been a slight increase in field worker coverage since 1991, when 36 percent of married
women reported having been visited (Mitra et al., 1993:75). However, the fact that only slightly more than
one-third of married women are being visited by field workers is cause for concem, since virtually all parts
of the country are now covered by field workers (see Table 10.3). Morcover, studies have shown that
frequent home visits to all eligible couples, irrespective of their current status, are associated with higher
family planning program performance (Bernhart and Kamal, 1994; Phillips et al., 1994).

Some women are more likely than others to have been visited by a field worker. Younger and older
women are less likely to have been visited, presumably because they are either more likely to want 1o get
pregnant or more likely lo be infecund or sterilized. Urban women are slightly more likely than rural women
to have been visited in the previous six months. As for differences by division, women in Chittagong and
Dhaka Divisions are less likely, and those in Khulna Division more likely, (0 have been visited by a field
worker. A smaller proportion of uneducated women and those with no children reported that they had been
visited by a family planning field worker in the six months before the survey. As might be expected, women
who were using contraception were substantially more likely than nonuscrs to be visited by a field worker.
Although field workers are instructed to visit all the households in their assigned area, it is likely that many
nonusers are either pregnant, attempting to get pregnant, opposed to family planning, or menopausal, and
thus, do not present as urgent a need as others. Among users, coverage is higher for users of the pill,
injection, and condoms, while it is understandably low for those who have been sterilized. Among women
who were visited by a field worker, there are minimal differences in either the mean number of visits over
the six months prior to the survey or in the proportion who received family planning supplies, except that
women in Rajshahi Division are more likely to receive supplies than women in other divisions, as are women
who are using supply methods such as the pill and condoms.
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Table 4.30 Contact with family planning field workers

Percentage of currently married women who reported having been visited by a family planning field
worker in the six months prior to the survey, and, of those, the mean number of times visited and the
percentage who received supplies, by selected background characteristics and contraceptive use
status, Bangladesh 1993-94

Percentage of currently married Among cumrently married
women visited by a field women visited by a
worker in last 6 months: family planning ficld worker:
To talk
about
Background farmily For Mean Percent
characleristic/ planning/ some Number  number who Number
Contraceptive To give other of of received of
use status method reason women visits supplies women
Age
10-14 14.8 1.9 140 * * 23
15-19 .7 43 1224 2.8 21.5 416
20-24 423 4.5 1964 3.2 36.7 918
25-29 46.9 48 1911 32 37.9 088
30-34 42.4 47 1353 33 376 638
35-39 38.4 4.5 1079 33 34.8 463
4044 28.8 5.5 767 37 32.6 263
4549 14.5 50 541 32 2.4 106
Resldence
Urban 41.8 3.9 1013 2.8 32.9 463
Rural 37.3 47 7967 33 35.6 3351
Division
Barisal 41.1 73 567 33 31.6 274
Chittagong 79.3 4.4 2334 33 24.1 785
Dhaka 349 4.6 2756 3.0 354 1088
Khulna 49.2 50 1145 33 3379 621
Rajshahi 43.9 4.1 2178 32 45.3 1045
Education
No education 34.6 42 5093 33 36.0 1975
Primary complete 41.7 54 1601 3.2 38.2 155
Primary incomplete 40.7 48 894 32 322 407
Secondary/Higher 43.4 52 1392 3.1 316 677
Number of living children
0 174 4.1 1149 2.8 14.7 248
1 41.1 47 1604 31 35.0 736
2 43.3 4.4 1821 3.2 36.3 869
3 42,6 4.7 1502 32 37.8 712
4 40.9 43 1095 34 40.1 495
5+ 36.5 52 1809 34 354 754
Contraccptive use status
Using any method 52.6 36 4002 33 529 2249
Pill 76.5 1.6 1560 32 76.3 1218
IuD 46.5 4.5 196 35 54 100
Injection 66.7 28 104 35 39.0 281
Condom 56.3 24 269 34 574 158
Female sterilization 13.1 83 724 34 1.6 154
Male sterilization 13.1 78 98 4.5 93 21
Periodic abstinence 38.6 29 134 33 138 180
Withdrawal 4.7 4.9 220 3.0 17.7 109
Other 26.7 29 96 2.8 18.4 28
Not using any method 26.0 55 4978 31 9.9 1565
Total 38.0 5.0 8980 3.0 35.0 3814

* Fewer than 25 unweighted women
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Table 4.31 presents data on the extent of recognition of satellite clinics and their coverage. Just over
half of ever-married women interviewed said that there was a satellite clinic in their community. Of those
reporting a clinic, about half said that they had visited the clinic at some time. Almost all of these women
(87 percent) were aware that the clinic provided immunization services for children, however, only 11 percent
said that the clinic provided family planning methods and less than 20 percent said it provided child growth
monitoring. It is possible that, instead of reporting all the services that the satellite clinic provided, the
women mistakenly reported only the service for which they attended the clinic.

Younger women and older women are less likely than women in the middle age groups 1o know of a
satellite clinic in the community and, even among those who did, they are less likely to have visited the
facility, Satellite clinics are more common in rural than urban areas, with twice as many rural women
reporting a clinic nearby (57 vs. 27 percent). Clinics are more common in Khulna Division and less common
in Dhaka Division; however, women in all divisions are about equally likely to visit a clinic if they know
about one. There is no clear pattern by education.

Table 4.31 Satellite clinics
Percentage of ever-married women who reported a satellite clinic in their community in the last three months, the percentage
who visited a clinic, and the percentage who reported various types of services provided at the clinic, by selecied
background characteristics, Bangladesh 1993-94
Of those reporting Of those who visited a clinic,
a clinic: percent reporting various services:
Percent
reporling Percent
aclinic  Number who Number Family Don‘'t  Number

Background in com- of visited of planning Immuni-  Child know/ of
characleristic munity  women clinic women methods  zaton growth Other  Missing women
Age

10-14 36.9 145 21.7 54 * * * » v 12

15-19 5222 1271 45.0 663 9.0 88.0 14.9 6.8 0.2 299

20-24 559 2033 61.5 1136 9.7 87.5 19.6 4.6 0.2 699

25-29 55.7 2012 58.4 1121 12.1 36.9 19.0 8.5 0.3 654

30-34 552 1456 51.4 804 12.4 873 18.0 58 0.6 413

35-39 54.4 1197 9.5 651 149 33.8 14.8 8.7 0.4 257

40-44 439 871 320 435 11.3 82.6 13.6 10.6 0.7 139

45-49 46.8 655 209 307 12.6 81.1 263 1.6 0.0 64
Resldence

Urban 26.5 1108 47.8 294 12.7 84.1 19.3 6.8 4 140

Rural 57.2 8532 491 4880 11.3 86.7 179 6.9 0.3 2397
Division

Barisal 54.9 606 56.5 333 10.9 38.8 26.6 5.8 0.3 188

Chittagong 52.9 2527 454 1337 8.1 93.0 18.7 4.2 0.2 607

Dhaka 4.2 2963 4.6 1310 15.6 82.8 13.0 7.1 03 584

Khulna 68.4 1217 56.1 832 15.3 82.0 18.5 8.8 0.2 467

Rajshahi 58.3 2326 51.0 1356 8.4 86.4 18.7 8.0 0.6 692
Educatlon

No education 53.1 5598 41.8 2973 11.3 86.3 18.0 7.0 0.2 1422

Primary complete  59.0 1681 52.9 992 11.3 84.4 19.4 56 0.5 525

Primary incomplete 58.3 921 51.9 537 9.6 86.5 16.9 73 0.8 279

Secondary/Higher  46.2 1439 46.7 665 13.9 51.4 16.0 7.9 0.2 311
Total 53.6 9640 49.1 5167 11.4 86.5 17.9 6.8 0.3 2537
* Fewer than 25 unweighted women
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CHAPTER 5

OTHER PROXIMATE DETERMINANTS OF FERTILITY

5.1 Introduction

This chapter addresses the principal factors other than contraception that affect a woman’s risk of
becoming pregnant: nuptiality, sexual intercourse, postpartum amenorrhea and abstinence from sexual
relations, and termination of exposure to pregnancy. Marriage is a primary indicator of exposure of women
to the risk of pregnancy, and is, therefore, important for understanding fertility pattems. Populations in which
age at marriage is low also tend to experience early childbearing and high fertility; hence, trends in age at
marriage can help to explain trends in fentility levels.

This chapter also includes a more direct measure of the level of exposure to pregnancy: the frequency
of intercourse., Measures of other proximate determinants of fertility are the duration of postpartum
amenorrhea and postpartum abstinence, which can delay exposure (0 the risk of pregnancy during the early
months after a birth. The chapter concludes with an examination of two indicators of decreasing exposure
to the risk of pregnancy with age: menopause and long-term sexual abstinence,

In the BDHS, only women who had ever been married were interviewed with the individual
questionnaire. However, a number of the tablcs presented in this chapter are based on all women, i.¢., both
ever-married and never-married women. In constructing these tables, the number of ever-married women
interviewed in the survey is multiplied by an inflation factor that is equal to the ratio of all women to ever-
married women as reported in the household questionnaire. This procedure expands the denominators in the
tables so that they represent all women. The inflation factors are calculated by single years of age and, where
the results are presented by background characteristics, single-year inflation factors are calculated separately
for each category of the characteristic.

Itis important to take note of the definition of marriage that was used in the BDHS. In Bangladesh,
it is common for a woman to wait several months or even years after formal marriage before going to live
with her husband. Since the researchers who designed the BDHS were interested in marriage mainly as it
afflects exposure 1o the risk of pregnancy, interviewers were instructed 10 ask the questions about marriage,
not in the sense of formal marriage, but as cohabitation.

5.2 Current Marital Status

Data on the marital status of respondents at the time of the survey are shown in Table 5.1. Overall,
32 percent of women age 10-49 have never married, 63 percent are currently married, and 5 percent are either
widowed, divorced or no longer living with a partner. The proportion who have never married falls sharply
from 95 percent of women age 10-14 to less than 1 percent of women over age 30. The universality of
marriage is evident from the fact that, among women age 30 and over, 99 percent are, or have been, married.

As expected, the proportion widowed increases with age of women; one in ten women age 40-44 and
one in six women 45-49 is widowed. The proportion divorced is more even across age groups.
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Table 5.1 Current marita] status
Percent distribulion of women by current marital status, according to age, Bangladesh
199394
Marital status
Number

Never Divorced/ of
Age married Married Widowed Deseried Total women
10-14 95.2 4.6 0.0 0.2 100.0 3041
15-19 50.5 477 0.2 1.6 100.0 2566
20-24 12.4 84.6 0.6 24 100.0 2321
25-29 22 92.9 1.6 33 100.0 2057
30-34 03 92.7 3.6 34 100.0 1460
35-39 03 90.0 13 24 100.0 1200
4044 0.7 87.4 104 14 100.0 878
45-49 0.2 824 159 1.5 100.0 656
Total 32.0 63.3 27 1.9 100.0 14179

Table 5.2 Trends in proportion never married

Percentage of women who have never married by age group, as reported in various surveys,
Bangladesh 1993-94

1975 1983 1985 1989 1989 1991 1993-94

Age BFS CPS CPS BFS CPS CPS BDHS
10-14 91.2 98.0 98.7 96.2 56.4 98.5 95.2
15-19 29.8 34.2 415 49.0 45.8 46.7 50.5
20-24 4.6 4.0 7.1 12.0 9.3 123 12.4
25-29 1.0 0.7 1.0 23 1.6 28 22
30-34 0.2 0.4 0.1 0.3 0.5 0.5 03
35-39 04 - - 0.1 0.5 0.1 0.3
40-44 0.1 0.1 - 0.2 0.2 03 0.7
45-49 0.0 0.1 - 0.1 0.1 - 0.2

- = Less than 0.1 percent

Sources: 1975 BFS (MHPC, 1978:49); 1983, 1985, 1989 and 1991 CPSs (Mitra et al., 1993:24);
1989 BFS (Huq and Cleland, 1990:43)

Table 5.2 shows the trend in the proportion of women reperted as never married by age group from
previous surveys in Bangladesh. It is evident that the proportion of women under age 25 who have never
married has been increasing. Since 1975, the proportion of women age 15-19 who have not yet married has
increased from 30to 51 percent (Figure 5.1). The proportion never married at ages 20-24 also rose between
1975 and 1989, but has not increased significantly since then. The proportion never married above age 25
is s0 small that changes over time are difficult to detect.
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Figure 5.1
Trends in Proportion of Women Never Married
For Age Groups 15-19 and 20-24, Selected Sources,
Bangladesh, 1975 to 1993-94

Percent Never Married
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Source: Table 5.2

5.3  Marital Exposure

Marital szatus refers 1o the current status of women, while marital exposure refers to the proportion
of time women spend inmarriage. Data on this topic are presentcd in Table 5.3, which shows the percentage
of months in the five years before the survey that women spent in a marital union. The table is based on
information collected in the five-year, month-by-month calendar of births, marital status and contraceptive
usc that was asked of all women interviewed.! The percentage of months martied incorporates the effects
of age at first marriage, marital dissolution through divorce or widowhood, and remarriage.

Overall, women spent 75 percent of time in marriage over the five years prior to the survey. As
expected, the proportions are much lower for women age 15-19 (28 percent) and 20-24 (79 percent) than for
those in their late 20s and 30s, when women spend over 90 percent of time married, By the tim¢ women
reach their late 40s, they have spent slightly less time in the previous five years in a marital union (86
percent), probably due to incrcascd widowhood.

There are significant differences in marital exposure by residence and education level, especially
among younger women, reflecting the effect of delayed marriage among some subgroups. For example, the
proportion of time in the five years before the survey that women 15-19 spent married was almost double in
Rajshahi Division (36 percent) what it was in Chittagong Division (19 percent). Similarly, women age 15-19
with no education spent 42 percent of the months in the five years before the survey in a marital union,
compared to only 12 percent for women with secondary or higher education. As age inereases, differences
by background characteristics are reduced, since almost all women are in marriages for most of the time.

! Data for women age 10-14 have been excluded, since such a small proportion have married.
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Table 5.3 Marital exposure
For all women 15-49, the percentage of months in the five years prior to the survey spent in marital union, by
age and selected background characteristics, Bangladesh 1993-94
Current age
Background
characteristic 15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total
Resldence
Urban 17.3 61.5 913 91.3 883 834 84.0 66.6
Rurai 29.8 81.0 93.0 94.0 92.9 91.2 86.7 75.6
Division
Barisal 28.7 71.0 95.6 92.8 93.0 90.3 79.3 74.7
Chittagong 18.9 73.1 91.1 94.4 92.2 89.5 8318 69.2
Dhaka 303 78.5 93.7 943 93.4 8.6 87.5 75.9
Khulna 31.0 79.5 93.8 95.6 91.4 94.3 922 76.2
Rajshahi 36.4 83.7 93.2 92.0 913 92.1 86.2 77.6
Education
No education 41.6 86.5 92.5 93.0 91.0 88.4 85.8 824
Primary incomplete 29.2 86.0 96.1 95.5 95.8 93.9 843 74.7
Primary complele 27.2 82.7 95.5 96.8 94.7 97.5 (95.4) 73.7
Secondary/1ligher 124 55.1 90.3 92.5 95.2 92.3 (87.7) 52.6
Tolal 28.2 78.5 93.0 94.0 92.5 90.3 86.4 74.5
Note: Figures in parentheses are based on 25 1o 49 women.

54  ApgeatFirst Marriage

Table 5.4 shows the percentage of women who have ever been married by exact ages, as well as the
median age at first marriage, according to women’s current ages. Although the intention was to obtain
information on the age at which the respondent started to live with her husband, it is likely that some women,
especially older women, reported the age at which they were formally married, which in many cases is several
years before cohabitaion. To the extent that this occurred, it would lead to underestimates of the age at first
cohabitation,

Overall, about 60 percent of Bangladeshi women were married by the time they were age 15. The
median age at first marriage among women 20-49 is 14.4 years. There has been a slow but steady increase
over the past 25 years in the age at which Bangladeshi women first marry. The median age at marriage has
increased from 13.6 among women currently age 45-49 to 15.3 for those age 20-24 years. There has been
a particularly dramatic decline in the proportion of women marrying in their early teens; the percentage who
marry before reaching age 15 has fallen from 77 percent among women age 45-49 to 30 percent among
women 15-19.
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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, Bangladesh 1993-94

Percentage of women who were Median
first married by exact age: Percent  Number age at
never of first
Current age 12 15 18 20 22 25 married  women  marriage
15-19 2.2 29.8 NA NA NA NA 50.5 2566 a
20-24 7.0 47.2 133 82.1 NA NA 124 2321 15.3
25-29 8.1 53.5 80.7 89.2 93.7 97.1 22 2057 14.8
30-34 113 62.0 85.9 92.9 96.3 98.6 03 1460 14.2
35-39 12.0 70.4 91.3 95.5 971.3 99.0 0.3 1200 13.9
4044 16.9 4.2 92.7 96.7 98.1 98.9 0.7 878 13.6
45-49 18.1 77.3 934 95.9 97.9 99.0 0.2 656 13.6
2049 10.6 59.5 833 90.1 93.3 95.4 4.1 8572 14.4
2549 119 64.1 87.0 93.1 96.0 98.3 1.0 6251 14.1

NA = Not appliceble
80mitted because less than 50 percent of the women in the age group x to x+4 were [irst married by age x.

Table 5.5 presents the median age at first marriage by selected background characteristics for women
age 20-49 years. The table shows large differentials in marriage behavior patterns. It can be seen that in each
age group, urban women marry later than their rural counterparts, with an overall difference of more than one
year in the median age at marriage among women 20-49 (15.4 vs. 14.3, respectively). Women in Rajshahi
and Khulna Divisions have relatively early median ages at marriage, while those in Chittagong Division
marry the latest. These findings correspond with those from the 1991 CPS (Mitra et al., 1993:26).

Table 5.5 Median age at first marriage
Median age at first marriage among women age 20-49 years, by current age and selected background characieristics,
Bangladesh 1993-94
Current age Women  Women

Background age age
characteristic 20-24 25-29 30-34 35.39 40-44 45-49 20-49 25-49
Residence

Urban 17.5 15.6 14.9 144 14.1 14.6 15.4 14.8

Rural 15.1 14.7 14.1 13.8 13.6 13.5 143 14.0
Division

Barisal 15.3 15.0 14.7 13.8 13.5 13.1 i4.4 14.1

Chittagong 16.0 15.4 14.7 14.5 14.1 14.4 15.0 14.7

Dhaka 15.1 14.7 14.3 13.8 13.6 13.5 14.3 14.0

Khuina 15.6 14.4 14.2 134 13.0 133 14.1 13.7

Rajshahi 14.5 143 13.6 13.7 13.5 13.2 13.9 13.3
Education

No education 14.3 14.3 14.0 13.7 13.4 13.4 13.9 13.8

Primary incomplete 14.7 14.4 14.1 11.6 13.7 13.7 14.1 139

Primary complete 15.3 15.3 14.1 14.3 14.1 (14.0) 14.7 145

Secondary/Higher 18.9 16.7 15.5 16.0 15.5 (11.3) 17.1 16.1
Tatal 153 14.8 14.2 13.9 136 13.6 14.4 141
Note: The median for wamen 15-19 could not be determined because some women may still get married before reaching
age 20. Figures in parentheses are based on 25 to 49 women.
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A woman'’s age at marriage is highly correlated with her education level. The median age at marriage
increases with the level of education for all age groups of women in Bangladesh. For example, the median
age at first marriage for women age 20-49 increases steadily from 13.9 among women with no education 10
17.1 for women with some secondary education.

5.5 Recent Sexual Activity

In the absence of contraceptive use, the probability of becoming pregnant is related to the frequency
of intercourse. Thus, information on sexual activity can be used to refine measures of exposure to pregnancy.
In the BDHS, all currently married women were asked when they last had sexual intercourse. This question
has been shown to provide reliable results in Bangladesh (Becker and Begum, 1994), Table 5.6 presents the
percent distribution of currently married women by recent sexual activity,

Table 5.6 Recent sexual activity
Percent distribution of currently married women by sexual activity in the four weeks preceding the survey, and among those
not sexually active, the length of time they have been abstaining and whether postpartum or not postpartum, according to
selected background characteristics and conlraceptive method currently used, Bangladesh 1993-94
Not sexually active in last 4 weeks
Background Sexually Abstaining Abstaining
characleristic/ active {postpartum) (not postpartum) Number
conlraceplive in last of
method 4 weeks 0-1 years 2+ years 0O-1years 2+years Missing Total women
Age
10-14 8.9 1.5 0.0 8.7 0.9 5.0 160.0 140
15-19 85.9 4.5 0.1 8.1 04 0.9 100.0 1224
20-24 84.4 53 0.5 8.8 0.8 0.2 100.0 1964
25-29 84.6 3.1 0.1 10.2 1.7 0.2 100.0 1911
30-34 83.2 2.9 0.2 11.7 1.8 0.2 100.0 1353
35-39 80.3 1.8 0.2 15.0 22 0.6 100.0 1079
40-44 70.4 0.6 0.5 25.5 23 0.6 100.0 767
45-49 51.5 0.4 0.2 35.9 53 0.7 100.0 541
Duration of unlon (years)
84.0 4.6 0.2 9.3 0.8 1.0 100.0 1633
5-9 84.3 5.2 0.5 8.6 1.0 03 100.0 1735
10-14 85.8 31 0.1 9.1 1.6 04 100.0 1772
15-19 83.7 23 0.2 11.9 1.6 0.3 100.0 1260
20-24 80.5 26 0.2 14.7 1.6 05 100.0 1082
25+ 67.1 0.5 0.3 279 3.6 0.5 100.0 1498
Resldence
Urban 823 33 0.1 12.2 1.7 0.4 100.0 1013
Rural g1.0 3.2 0.3 13.4 1.7 0.5 100.0 7967
Divislon
Barisal 77.3 4.0 0.0 17.5 0.8 04 100.0 567
Chittagong 74.1 4.2 0.8 17.0 3.5 04 100.0 2334
Dhaka 83.2 3.1 0.1 12.0 1.0 0.5 100.0 2755
Khulna 82.5 2.2 03 13.9 0.6 0.6 100.0 1147
Rajshahi 86.3 2.6 0.0 93 1.3 0.5 100.0 2178
Educatlon
No education 80.9 29 0.3 13.7 1.7 0.4 100.0 5093
Primary incomplete 80.9 35 0.2 13.3 1.3 0.8 100.0 1601
Primary complete 80.8 4.0 03 12.1 22 0.7 100.0 894
Secondary/Higher 824 34 0.2 12.2 1.5 0.3 100.0 1392
Contraceptive method
No method 72.9 5.7 0.5 17.7 2.7 0.6 100.0 4978
Pill 95.2 0.0 0.0 4.2 0.1 Q.5 100.0 1560
1UD 91.0 03 0.0 87 0.0 0.0 100.0 196
Sterilization 86.4 0.1 0.0 11.6 1.5 0.3 100.0 822
Periodic abstinence 91.3 0.0 0.0 7.6 0.0 1.1 100.0 220
Other 89.8 02 0.0 95 0.2 0.2 100.0 1204
Total 81.1 32 0.3 13.2 1.7 0.5 100.0 8980

~J
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Table 5.6 indicates that a large majority (81 percent) of currently married women interviewed in the
BDHS were sexually active in the four weeks prior to the interview. A small proportion (4 percent) had not
had sexual relations since delivering a baby (postpartum abstaining) and 15 percent were abstaining for
reasons other than having recently given birth, Most of these women had been sexually inactive for Jess than
2 years; only 2 percent of currently married women had not had sexual intercourse for two years or longer.

The likelihood that a woman has been sexually active in the last four weeks declines with the age of
the woman, as well as with marital duration, Married women in Chittagong Division appear to have slightly
lower coital frequency than women in other divisions. Not surprisingly, women who are not using
contraception are less likely to have had sexual intercourse in the four weeks preceding the interview than
women who are using some methed. Presumably, one reason why women choose not to use contraception
is that they are not sexually active and therefore do not require protection. However, an altemative
explanation is that couples that are using a contraceptive method feel less worried about the fear of pregnancy
and thus increase their coital frequency.,

5.6  Postpartum Amenorrhea and
Insusceptibility

Table 5.7 Postpartum amenorrhea, ahstinence and insusceptibility

Percentage of births in the three years preceding the survey for

The risk of pregnancy following a which mothers are postparium amenorrheic, abstaining and
birth is largely infl d b f: . | insusceptible, by number of months since birth, and median and
gely inlluence y WO Iactors: mean durations, Bangladesh 1993-94

breastfeeding and sexual abstinence. Postpar-

tum protection from conception can be pro- M . Numfber
: : onths Amenor- nsus- o
longed by breastfeeding through its effecton | & =5 theic  Abstaining  ceptible births

the length of amenorrhea (the period prior to

the return of menses). Protection can alsobe | <2 97.6 5.1 98.9 175
prolonged by delaying the resumption of sex- | 23 ¥ 2 842 o
val relations. Women are defined as insuscep- | 6.7 62.2 7.3 64.5 197
tible if they are not exposed to the risk of }13(.)9-11 a8 gg g’g'g %%2
pregnancy, either because they are amenor- | 12-13 433 5.7 45.0 267
i ini ; i 14-15 31.0 13 326 286
rheic or abstaining following a birth. 1617 1 10 %S 0
18-19 15.8 3.4 17.5 158
The percentage of children whose %g%% 1g-§ %51’ gg }gg
ETIOIhC['S are postpart}lm amenorrheic, abstain- 24:25 4:8 1:5 6:3 243
ing and postpartum insusceptible is shown in %g%; g.g (2).9 gg %g(l)
. - . A .
T.ablc 5.7 by. t.h-e n%lmbel' Of monLhS since 10.31 3.5 2.2 50 197
birth. These distributions are based on current | 32-33 5.8 0.9 6.5 193
status data, i.e., on the proportion of births | 3433 L5 23 38 204
occurring x months bcfore the survey for 1});! ?gg g-g -'133-5 3899
.which rr‘lothers are still amenorrheic, abstain- Mw‘f" 11.8 39 12.4 )
ing or insusceptible. The estimates of the | Prevalence/
Incidence mean 11.5 3.2 12.1 -

median and mean durations shown in Tables

5.7 and 5.8 are calculated from the current | ipe prevalence-incidence mean is botrowed from epidemiology

status proportions at each time period. The | and is defined as the number of children whose mothers are
data are grouped in two-month intervals to amenorrheic (prevalence) divided by the average number of births

. . . X per month (incidence).
minimize fluctuations in the estimates.

The period of postpartum amenorrhea is considerably longer than the period of postpartum abstinence
and is by far the major determinant of the length of postpartum insusceptibility to pregnancy. By 6-7 months
following birth, 62 percent of women are still amenorrheic, while only 7 percent are still abstaining.
Similarly, at 12-13 months postpartum, 43 percent of women are amenorrheic, compared to 6 percent still
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abstaining. The mean duration of postpartum amenorrhea is 12 months; that of postpartum abstinence is 4
months. The combination of these two factors means that Bangladeshi women are insusceptible to the risk
of pregnancy—either due to amenorrhea or to abstinence—for an average of 12 months after giving birth,
The mean durations of amenorrhea calculated from the 1989 BFS and the 1991 CPS were also 12, indicating
no change over time (Huq and Cleland, 1990:87; Mitra et al., 1993:97),

Table 5.8 displays median durations of postpartum amenorrhea, abstinence and insusceptibility by
various background characteristics. Differences are small, except that women with more education have
shorter durations of postpartum amenorrhea and insusceptibility than women with no education. The median
duration of postpartum abstinence is 2 months for all subgroups of women,; this finding is compatible with
the Muslim tradition of abstaining for 40 days following birth,

Table 5.8 Median duration of postparrum insusceptibility by background
characteristics
Median number of months of postpartum amenorrhea, postpartum abstinence, and
postpartum insusceptibility, by selecied background cheracteristics, Bangladesh
1993-94
Postpartum Number

Background Postpartum  Postpartum  insuscep- of
characteristic amenorthea  abstinence tibility women
Age

<30 8.5 2.0 10.6 3043

30+ (11.8) (2.3) (11.9) 856
Residence

Urban * . * 392

Rural 10.6 2.0 11.0 3508
Division

Barisal * . * 251

Chittagong 9.7 2.0 (10.7) 1179

Dhaka 10.8 20 11.2 1194

Khulna (8.8) (1.9) (8.8) 430

Rajshahi 11.3 21 113 846
Education

No education 11.8 2.1 12.0 2242

Primary incomplete (10.0 (2.00 (10.7) 664

Primary complete * * * 396

Secondary/Higher (6.3) (1.9) {(8.00 508
Total 103 2.0 10.8 3899
Noie: Medians are based on current status. Medians are shown in parentheses
when the denominator of the smoothed percent for the group preceding the first
group which [alls below 50 percent is based on 25 to 49 births. If this
denominator is fewer than 25 births an asterisk is shown.
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5.7  Termination of Exposure to Pregnancy

The risk of pregnancy declines with age, as increasing proportions of women become infecund.
While the onset of infecundity is difficult to determine for an individual woman, there are ways of estimating
it for a population. Two indicators of decreasing exposure to the risk of pregnancy for women age 30 and
older are displayed in Table 5.9.

The first, an indicator of menopause, is the proportion of currently married women who are neither
pregnant nor postparium amenorrheic, but who have not had a menstrual period in the six months preceding
the survey. This proportion increases steadily with age, from 3 percent for women age 30-34 years to 50
percent for women age 48-49.

The second is an indicator of long-term abstinence. This is the proportion of currently married
women who did not have sexual intercourse in the three years preceding the survey. As the table shows, long-
term abstinence is not a major contributor to lower fentility. The proportion of women who did not have
sexual intercourse in the three years preceding the survey is less than 2 percent except among those age 46-49,
where it is 3-4 percent.

Table 5.9 Termination of exposure 1o the risk of

pregnancy

Indicators of menopause and long-term abslinence
among currently married women age 30-49, by age,
Bangladesh 1993-94

Number
Long-term of

Age Menopause' abstinence? women
30-34 2.6 0.9 1353
35-39 4.6 1.5 1079
40-41 10.6 1.7 349
42-43 15.2 1.5 288
44-45 25.1 1.6 266
46-47 36.3 27 212
48-49 49.8 4.1 194
Total 10.9 1.5 3741

YPercentage of currently married women whese last
menstrual period occurred six or more months
preceding the survey or who report that they are
menopausal.

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

FERTILITY PREFERENCES

Several questions were asked in the BDHS concerning women'’s fertility prefcrences. The aim of this
part of the interview was to determine how many children women would prefer and to establish the extent
of unmet need for contraception and the number of unwanted or mistimed births. The BDHS questionnaire
included questions on:

1) whether the respondent wanted another child,
2) if so, how long she would like to wait to have the next child, and
3) how many children she would want in total if she could start afresh.

The usefulness of data on fertility preferences has been controversial. Critics consider the data
misleading because of the fact that information gathered from women does not take into account the effect
of social pressures or attitudes of other family members, particularly the husband, whose opinions on
reproductive behavior may be very influential. Another objection expressed by critics is that these
preferences are usually held with weak intensity and little conviction and, consequently, change with time.
Others maintain that results obtained from these questions are important for assessing the extent to which
unwanted or mistimed pregnancies occur and the effect of prevention of such pregnancies.

6.1 Desire for More Children

In the BDHS, currently married women were asked "Would you like to have (afanother) child or
would you prefer not to have any (more) children?" Interviewers were instructed to use the words in
parentheses depending on whether the respondent had children or not. If the woman was pregnant, she was
asked if she wanted another child after the one she was expecting, Women who said they did want to have
another child were then asked how long they would like to wait before the birth of the next child,

Table 6.1 shows the percent distribution of currently married women by desire for another child,
according to the number ofliving children. Almost half (48 percent) of currently married women age 10-49
in Bangladesh say they want no morc children, and an additional 12 percent cither have been sterilized or say
that they cannot have any more children (Table 6.1 and Figure 6.1). Thirty-seven percent of women want
to have a child at some time in the future; however, the vast majority of these women (22 percent of all
married women) say they would like to wait two or more years before having their next birth. Only 14
percent of women say they want to have a child soon and 2 percent are undecided about whether they want
another. Thus, the vast majority of women want either to space their next birth or to fimit childbearing
altogether. These women can be considered to be potentially in need of family planning services.

Not surprisingly, the desire for additional children drops progressively as the number of living
children increases (Table 6.1 and Figure 6.2), Sixty-nine percent of married women with no children want
to have a child within two years, whereas less than one percent of women with six or more children wants
their next child within two years. Conversely, the percentage of women who want no more children or who
are sterilized rises from 3 percent for women with no children to 85 percent for those with six or more
children.
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Table 6.1 Fertility preferences by number of living children

Percent distribution of currently married women age 10-49 by desire for more children, according to number of living
children, Bangladesh 1993-94

Desire f Number of living children}
sife 101
children 0 1 2 3 4 5 6+ Total
Have another soon® 68.9 21.0 8.5 35 2.4 0.9 0.6 13.6
Have another later® 233 64.8 25.0 9.7 39 1.5 0.8 21.8
Have another, undecided when 2.4 2.9 2.8 2.2 1.2 0.6 0.6 2.0
Undecided 0.9 1.6 39 3.0 23 1.2 2.2 24
Want no more 1.0 6.0 498 659 70.6 73 75.6 47.8
Sterilized 1.6 2.7 8.5 14.0 155 14.0 9.3 9.2
Declared infecund 1.8 0.9 1.6 1.6 1.9 4.4 10.9 i1
Missing 0.1 0.1 0.0 0.2 0.2 0.1 0.0 0.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 905 1636 1897 1554 112 792 107 8980
'nclwdes current pregnancy
2Want next birth within 2 years
3Want to delay next birth for 2 or more years
Figure 6.1
Fertility Preferences of
Currently Married Women 10-49
Want no more 57%
Undecided 4% ||||||"
Infecund 3% —"")""""'n- .
Want child soon
(<2 years) 14%
wWant child {ater
(2+ years) 22%
Note: “Want no more* inciudes sterilized women.
BDHS 1993-94
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Figure 6.2
Fertility Preferences of Married Women
by Number of Living Children

Percent

Number of Living Children

B want No More B want to Space [ JWant Soon BUndecided Bl infecund

Nota: "Want no more® includes sterilized women BDHS 1093-94

The desire for additional children declined noticeably in Bangladesh over the past decade. In the
1991 CPS, 45 percent (Mitra et al., 1993:84) of married women with two children wanted to have another
child in the future; in the 1993-94 BDHS the proportion was only 36 percent—a decline of 9 percentage
points. Conversely, the percentage of women with two children who want no more children or are sterilized
rises from only 48 percent in the 1991 CPS to 58 percent in the 1993-94 BDHS, Similar increases in the
proportion of women who want to stop childbearing are evident in data from Matlab. In 1977, 37 percent
of women in the treatment area said they wanted no more children; by 1990, this proportion had grown to 54
percent (ICDDR, B, 1954.3).

Table 6.2 shows the percent distribution of currently married women by desire for children according
to age. The data show that the proportion of women who want no more children increases with age. Nine
percent of the women age 15-19 want no more children or have been sterilized, compared to 73 percent of
women age 45-49 years. In contrast, the proportion who want (o delay their next birth declines with age, as
does the proportion of women who want the next birth within two years.
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Table 6.2 Fenility preferences by age
Percent distribution of currently married women age 10-49 by desire for more children, according to age, Bangladesh
1993-94

Age of woman
Desire for
children 10-14  15-19  20-24  25-29 3034 3539 4044 4549  Torual
Have another soon! 36.1 293 19.2 12.8 89 4.4 2.4 1.1 13.6
Have another later” 57.5 56.3 38.2 18.0 5.6 1.7 0.4 0.0 21.8
Have another, undecided when 3.7 3.2 2.5 2.9 1.1 1.1 0.3 0.4 2.0
Undecided 2.4 2.0 34 2.6 2.7 1.8 1.2 04 24
Want no more 0.0 89 34.2 55.6 66.3 67.3 66.0 58.7 47.8
Sterilized 0.0 0.2 24 7.4 14.6 19.8 18.6 4.1 9.2
Declared infecund 03 0.0 0.1 0.5 0.7 3.8 10.9 25.0 31
Missing 0.0 0.1 0.0 0.1 0.1 0.1 0.1 0.2 0.1
Total 100.0 100.0 1000 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 140 1224 1964 1911 1353 1079 767 541 8980
"W ant next birth within 2 years
Want w delay next birth for 2 or more years

The proportion of women who want no more children is the most important measure of fertility
preference. Table 6.3 and Figure 6.3 show the percentage of currently married women who want no more
children by number of living children and selected background characteristics. Urban women begin to want
to limit family size at lower paritics than rural women. For example, 71 percent of urban women with two
children say that they do not want another child, compared to only 56 percent of rural women. However,
virtually identical proportions want to stop childbearing among both urban and rural women with five ormore
children.

Regionally, women in Chittagong Division appear to be more pronatalist than those in the other
divisions. Only 43 percent of women with two children in Chittagong Division want to stop childbearing,
while the corresponding rates for women in the other divisions are more than 58 percent.

The negative association between educational leve} and the proportion wanting no more children
among married women is at least partially a result of the concentration of more educated women at younger
ages and, thus, lower parities, where women are more likely to express a desire for more children. A positive
association between educational level and the proportion wanting no more children is clearly evident for
married women who have two or more children. For example, among women with two children, 56 percent
of those with no education want to stop childbearing, compared to 66 percent of those with at least some
secondary education.
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Table 6.3 Desire to limit childbearing

Percentage of currently married wormnen age 10-49 who want no more children, by number of living children and selected
background characteristics, Bangladesh 1993-94

Number of living children'
Background
characteristic o 1 p) 3 4 5 6+ Total
Residence
Urban 4.6 12.6 71.4 92.9 94.0 93.5 86.2 63.3
Rural 24 8.2 56.3 78.0 851 91.1 84.8 56.1
Division
Barisal 53 11.2 59.7 82.7 94.4 93.1 88.6 61.6
Chittagong 2.8 59 43.2 64.9 77.0 91.5 82.1 52.8
Dhaka 3.0 7.7 57.6 82.0 87.8 88.9 85.0 56.4
Khulna 1.0 9.0 65.9 86.6 84.8 94.5 832 58.7
Rajshahi 2.1 11.5 68.5 88.0 93.2 91.8 89.8 59.9
Education
No education 4.0 11.6 55.8 T11.6 84.6 90.6 83.3 59.8
Primary incomplete 1.3 5.2 59.5 823 84.6 93.0 87.6 573
Primary complete 0.0 1.8 55.2 854 88.1 90.0 91.1 54.6
Secondary/Higher 1.9 8.6 66.0 82.5 95.6 95.0 86.2 47.6
Total 2.6 8.7 58.3 79.9 86.1 91.3 849 51.0

{\Iote: Women who have been sterilized are considered to want no more children.
Includes current pregnancy

Figure 6.3
Percentage of Married Women With 2 Children Who Want
No More Children, by Background Characteristics
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6.2  Need for Family Planning Services

Fecund women who are currently married and who say either they do not want any more children
or that they want to wait two or more years before having another child, but are not using contraception, are
considered to have an unmet need for family planning.'! Women who are using family planning methods are
said to have a met need for family planning. Women with unmet and met need constitute the fotal demand
for family planning. Table 6.4 presents data on unmet need, met need, and total demand for family planning,
according to whether the necd is for spacing or limiting births.

Table 6.4 Need for family planning services

Percentage of currently married women age 10-49 with unmet need for family planning, and met need for family planning, and the
total demand for family planning services, by selected background characteristics, Bangladesh 1993-94

Met need for

Unmet need for family planning Tolal demand for Percentage
family planning’ (currently using)? family planning’ of
demand Number

Background For For For For For For salis- of
characienstic spacing limiting Tolal spacing limiting Total spacing limiting Towal  fied women
Age

10-14 303 0.0 303 221 0.0 22.1 532 0.0 53.2 43.0 140

15-19 223 0.3 23.1 21.9 28 24.7 45.3 36 48.8 52.7 1224

20-24 15.8 5.9 21.7 20.8 16.8 37.6 384 23.1 61.5 64.7 1564

25-29 10.2 9.3 19.5 11.1 395 50.6 220 498 71.8 72.8 1911

30-34 55 15.5 209 4.2 531 57.2 10.1 69.5 79.6 73.7 1353

35-39 2.8 16.3 19.1 0.8 51.7 585 42 75.0 792 159 1079

40-44 0.6 10.6 11.2 0.3 51.6 51.9 1.0 62.3 633 823 767

45-49 0.5 6.4 7.0 0.4 28.8 29.3 1.0 353 36.2 80.3 541
Resldence

Urban 7.1 8.6 15.7 12.4 42.0 54.4 20.5 5.s 72.0 78.2 1013

Rural 10.8 9.0 19.8 10.9 325 433 22.5 42,0 64.5 69.3 7967
Division

Barisal 9.7 8.9 18.6 12.4 353 47.7 23.5 44.9 68.4 72.8 567

Chittagong 15.0 12.2 1.2 6.7 226 29.3 22.2 354 57.6 52.8 2334

Dhaka 9.5 9.1 18.6 10.2 341 44.3 20.7 43.8 64.5 711 2756

Khulna 1.7 6.0 13.7 14.9 40.4 553 23.6 46.8 70.4 BO.S5 1145

Rajshahi 8.2 6.8 15.0 14.4 40.5 54.8 23.2 479 711 78.9 2178
Education

No edocation 9.8 10.1 19.8 7.4 335 41.0 17.8 441 619 638.0 5093

Primary incompleie 10.4 9.5 19.8 12.1 333 45.5 236 43.6 67.2 70.5 1601

Primary complete 12.3 1.0 19.3 11.7 338 45.6 254 41.4 66.7 711 894

Secondary/Higher 11.5 57 17.2 22.4 33.7 56.1 350 398 748 770 1392
Total 10.4 9.0 19.4 11.0 33.5 44.6 22.2 43.1 65.3 70.4 8980

lWWnmet need for spacing includes pregnant women whose pregnancy was mistimed, amenorrheic women whose last birth was
mistimed, and women who are neither pregnant nor amencrrheic and who are not using any method of family planning and say they
want to wait two or more years for their next birth. Also included in unmet need for spacing are womnen who are unsure whether they
want another child or who want another child but are unsure when to have the birth. Unmel need for limuting refers 1o pregnant
women whose pregnancy was unwanted, amenorrheic wormen whose last child was unwanted and women who are neither pregnant
nor amenorrheic and who are not using any method of family planning and who want no more children. Excluded {rom the unmet
need category are pregnant and amenormrheic women who becamne pregnant while using a method (these women are in need of better
condraception). Also excluded are mencpausal or infecund women.

sing for spacing is defined as women who are using some method of family planning and say they want 10 have another child or
are undecided whether 1o have another. Using for limiting is defined as women who are using and who want no more children.
Note that the specific methods used are not taken into account here.
*Total demand includes pregnant or amenottheic women who became pregnam while using a method (method failure). They
account for 1.4 percent of all currently married women.

! For an exact description of the calculation, see footnote 1, Table 6.4.
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One-fifth of married women in Bangladesh have an unmet need for family planning services (sece
Table 6.4, column 3)—10 percent for spacing purposes and 9 percent for limiting births. Combined with the
45 percent of married women who are currently using a contraceptive method, the total demand for family
planning comprises almost two-thirds of married women in Bangladesh. Therefore, if all women who say
they want to space or limit their children were to use methods, the contraceptive prevalence raie would be
increased from 45 to 65 percent of married women. Currently, 71 percent of the demand for family planning
is being met (see Table 4, next-to-last column).

As expected, unmet need for spacing purposes is higher among younger women, while unmet need
for limiting childbearing is higher among older women. The net result is that, except among the very
youngest and oldest age groups, unmet need varies little by age. The level of unmet need among rural women
is higher than that of urban women. It is highest among women in Chittagong Division (27 percent) and
lowest in Khulna and Barisal Divisions (14 and 15 percent, respectively). Unmet need is lower among women
with at least some secondary schooling than among less educated or uneducated women.

There has probably been a decline in the level of unmet need for family planning services since 1991.
Although data from the 1991 CPS show that 28 percent of currently married women were in need of services,
compared with 19 percent in the 1993-94 BDHS (Mitra ct al., 1993:91), differences in the definitions used
in the two surveys account for much of the apparent decline.

6.3  Ideal Family Size

Inorder to assess ideal fertility preferences, the BDHS included two questions. Women who had no
children were asked, "If you could choose exactly the number of children to have in your whole lile, how
many would that be?" For women who had children, the question was rephrased as follows: "If you could
g0 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?" These questions on ideal family size aimed at two things: [irst,
among women who have not started childbearing, the data provide an idea of the total number of children
these women will have in the future (to the extent that woemen are able to realize their fertility desires).
Second, among older, higher parity women, these data provide a measure of the level of unwanted fertility.
Itshould be noted that some women, especially those for whom fertility control is an unfamiliar concept, may
have had difficulty answering this hypothetical question.

The data in Table 6.5 indicate that the vast majority of women were able to give a numeric answer
10 this question; only 7 percent of women gave a non-numeric answer such as "it is up to God," "any
number," or "does not know." Those who gave numeric responses generally want to have small familics.
Fifty-six percent of respondents prefer a two-child family, and another 24 percent consider a three-child
family ideal, while only one percent of respondents said they would choose to have six or more children. In
fact, the data show how widespread the two-child norm has become in Bangladesh. Among women with two
or fewer children, two-thirds say they think two children are ideal.

Overall, among women giving numeric responses, the mean ideal family size is 2.5 children. This
represents a decline from the level of 4.1 among currently married women in 1975 and 2.9 among currently
married women in 1989 (Huq and Cleland, 1990:53). Data from the Matlab area of Bangladesh show that
mean ideal family size has declined from 4.4 children in the treatment area and 4.5 children in the comparison
area in 1975 to 3.1 and 3.2 children, respectively, in 1990 (ICDDR, B, 1994:3).

As expected, the ideal number of children increases with the number of living children (see Table
6.5). The mean ideal family size increases from 2.2 among childless women to 3.0 among women with six
or more children. There are several possible explanations for the relationship between ideal and actual
number of children. First, to the extent that they are able to implement their preferences, women who want
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Table 6.5 Ideal and actual number of children
Percent distribution of ever-married women by ideal number of children and mean ideal number of children for ever-married
women and for currently married women, according to number of living children, Bangladesh 1993-94
Numbser of living children'

Ideal number

of children ] 1 2 3 4 5 6+ Total
o 03 0.0 0.0 0.0 0.0 0.0 0.1 0.0
1 5.1 35 1.0 2.1 1.7 0.6 0.5 2.1
2 66.2 71.0 64.8 49.2 50.8 44.5 325 56.2
3 13.8 15.6 23.2 333 21.8 302 27.5 235
4 5.6 4.5 5.9 8.3 16.9 14.1 212 99
5 0.3 0.3 0.3 08 0.9 22 1.3 0.7
6+ 0.2 0.3 0.2 03 1.0 0.5 24 0.6
Non-numeric response 8.5 4.7 4.6 6.1 6.7 8.0 14.4 7.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of ever-married

women 1024 1791 2024 1636 1183 852 1130 2640
Mean ideal number 2.2 2.2 2.4 2.5 2.7 27 3.0 2.5
Number of ever-married

women 9317 1707 1932 1537 1104 784 967 8968
Mean ideal for currently

married women 2.2 2.2 2.4 2.6 2.7 2.7 3.0 2.5
Number of currently married

women 834 1560 1813 1464 1048 729 921 8369
Note: The means exclude women who gave non-numeric responses.

ncludes current pregnancy

larger families will tend to actually have them. Second, women who have larger families may tend to
rationalize their family size by reporting their actual number of children as their ideal number. Finally,
women withlarger families, being older, on average, than women with smaller families, may have largerideal
family sizes, because of attitudes they acquired 20 to 30 years ago.

Despite the likelihood that some rationalization of large families occurs, il is common for women to
report ideal family sizes lower than their actual number of children. Forexample, 74 percent of women with
four children report fewer than four children as their ideal number and 89 percent of those with 5 children
state an ideal number of children less than five. These proportions are considerably higher than similar
figures reported for 1989. For example, in 1989, only 38 percent of currently married women with four
children stated ideal family sizes that were less than four (Huq and Cleland, 1990:55).

Table 6.6 shows the mean ideal number of children for ever-married women interviewed in the 1993-
94 BDHS by age group and selected background characteristics. The mean ideal number of children
increases with age from 2.2 percent among wormnen age 10-14 to 2.7 among women age 45-49, Rural women
have slightly higher family size norms than urban women; this differential is rcflected in every age group.
Regionally, the largest mean ideal family size is found among women in Chittagong (2.8 children), regardless
of age group. Womecn in Khulna Division have the lowest ideal family size (2.3 children), which also holds
true for every age group. Ideal family size is correlated with the level of education attained. Women with
no education want the largest mean ideal family size (2.6 children), while women with some secondary
education want the smallest (2.2 children); this is true for every age group except 15-19, though the
differences are small for some age groups.
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Table 6.6 Mean 1deal number of children by background characteristics
Mean ideal number of children for ever-married women age 10-49, by age ard selected background characterisucs,
Bangladesh 1993-94
Age of woman
Background
characteristic 10-14 15-19  20-24  25-29  30-34 3539 40-44  45-49 Total
Residence
Urban * 212 2.2 23 24 24 2.5 2.6 23
Rural 22 23 2.4 2.5 2.6 27 28 2.8 2.5
Division
Barisal * 2.2 2.3 24 26 2.6 27 2.7 2.5
Chittagong * 2.6 2.6 2.7 2.8 30 2.9 3.0 28
Dhaka 23 2.3 23 2.4 25 2.6 2.7 2.7 2.5
Khulna * 22 2.3 22 24 24 25 2.6 23
Rajshahi (2.2) 22 23 23 24 2.6 2.7 27 24
Education
No education 23 2.4 24 2.5 2.6 2.8 2.8 2.8 26
Primary incomplete 2n 22 2.4 24 2.0 2.5 28 27 2.4
Primary complete 2.3 2.5 23 2.5 2.5 2.6 2.7 28 25
Sccondary/Higher * 2.1 2.2 2.2 23 23 24 2.7 2.2
Total 22 2.3 2.4 24 2.6 2.1 2.7 2.7 2.5
Note: Figures in parentheses are based on 25 to 49 women; an asterisk indicates that a figure is based on fewer than
25 women and has been suppressed.

6.4  Fertility Planning

There are two ways of estimating levels of unwanted fertility from the BDHS data. One is based on
responses to a question as to whether each birth in the three years before the survey was planned (wanted
then), mistimed (wanted, but at a later time), or unwanted (wanted no more children). These data are likely
to result in underestimates of unplanned childbearing, since women may rationalize unplanned births and
declare them as planned once they are born. Another way of measuring unwanted fertility utilizes the data
on ideal family size to calculate what the total fertility rate would be if all unwanted births were avoided.
This measure may also suffer from underestimation to the extent that women are unwilling to report an ideal
family size lower than their actual family size. Data using these two approaches are presented below,

Table 6.7 shows the percent distribution of births in the three years before the survey by whether the
birth was wanted then, wanted later, or not wanted. Overall, about one-third of the births in the three-year
period can be considered as unplanned; 20 percent as mistimed {wanted later) and 13 percent as unwanted.
The proportion of unplanned births increases directly with the birth order of the child. One-third of all fourth
and higher order births were unwanted. Thus, a much larger proportion of births to older women ate found
to be unwanted—one-half of births among women in their [ate 30s.
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Table 6.7 Fertility planning starus
Percent distribution of births in the three years preceding the survey and current
pregnancies, by fertility planning status, according to birth order and mother's age,
Bangladesh 1993-94
Planning st f birth
Birth order anning Stats 0 Number
and mother’s Wanted  Wanted Not of
age then later wanted  Missing Total births
Birth order
1 82.7 17.0 0.1 0.2 100.0 1230
2 76.0 229 0.8 0.3 100.0 1050
3 66.6 24.7 8.1 0.5 100.0 790
4+ 482 19.1 324 0.4 100.0 1644
Age at birth
<19 77.0 223 0.2 0.4 100.0 1236
20-24 72.1 21.5 6.0 04 100.0 1634
25-29 59.7 21.2 19.1 0.1 100.0 1040
30-34 522 15.5 318 0.5 100.0 526
3539 39.5 8.3 51.7 0.5 100.6 213
40-44 40.0 169 43.1 0.0 100.0 50
45-4% * * » * 100.0 16
Total 66.5 203 12.9 0.3 100.0 4714
Note: Birth order includes current pregrancy. An asterisk indicates that a figure is
based on fewer than 25 births (and current pregnancies) and has been suppressed.

Table 6.8 presents “wanted” fertility rates cal-
culated using the second approach to measuring un-
wanted fentility. The wanted fertility rate is calculated
in the same manner as the total fertility rate, but un-
wanicd births are excluded from the numerator. For
this purpose, unwanted births are defined as those
which exceed the number considered ideal by the re-
spondent. (Women who do not report a humeric ideal
family size are assumed to want all their births.) This
rate represents the Icvel of fentility that would have
prevailed in the three years preceding the survcy ifall
unwanted births had been prevented. A comparisonof
the total wanted fertility rate and the actual fertility
rate suggests the potential demographic impact of the
elimination of unwanted births,

The wanted fertility rate in Bangladesh as a
whole is 2.1 births per woman, 1.3 children less than
the actual total fertility rate. This implies that the total
fenility rate is 62 percent higher than it would be if
unwanted births were avoided. The gap between the
wanted and actual total fentility rates is slightly larger
among rural than urban women and among those in
Barisal and Chittagong Divisions than among those in
other divisions. There is also a larger gap among
women withno education than among those with sec-
ondary education.

Table 6.8 Wanted [ertility rates

Total wanted [ertility rates and total fertility rates for the
three years preceding the survey, by selected background
characieristics, Bangladesh 1993-94
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period 1-36 months preceding the survey. The otal
fertility rates are the same as those presented in Table 3.2,
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CHAPTER 7

INFANT AND CHILD MORTALITY

7.1 Introduction

This chapter presents information on mortality under age [ive in Bangladesh, specifically on levels,
trends and differentials in neonatal, postneonatal, infant, and child monality, as well as data on high-risk
fertility behavior. The data are disaggregated by sex, socioeconomic and demographic characteristics,
division, and other factors in order to identify segments of the population requiring special attention. This
information is useful for monitoring and evaluating population and health programs and policies. Infant
and child montality rates arc basic indicators of a country’s socioeconomic situation and quality of lifc.

Estimates of childhood mortality are based on information from the binh history section of the
questionnaire administered to individual women. The section began with qucstions about the aggregate
childbearing expericnce of respondents (i.e., the number of sons and daughters who live with the mother,
the number who live elsewhere and the number who have died). For each of these births, information was
then collected on sex, month and year of birth, survivorship status and current age, or, if the child had
died, age at decath.

This information is used 10 directly estimaic mortality rates. In this rcport, mortality in early
childhood is measured using the following five rates:

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

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 between birth and the fifth birthday.

All rates are expressed per 1,000 live births, except for child monality, which is expressed per 1,000
children surviving to 12 months of age.

Examination of data relating to child mortality does not indicate that there are any scrious biascs
in reponting (see Appendix C.2 for details).

7.2 Levels and Trends in Infant and Child Mortality

Neonatal, postneonatal, infant, child, and under-five montality rates are shown in Table 7.1 for
five-year periods preceding the survey, Under-five mortality for the most recent [ive-year period (which
roughly corresponds Lo the years 1989-1993) is 133 per 1,000 births, This means that almost one in seven
children bom in Bangladesh dics before reaching the [ifth birthday. Two-thirds of the deaths under age
five occur in the first year of life; the infant monality rate is 87 deaths per 1,000 births and the child
monality rate is 50 per 1,000 children age onc year. During infancy, the nsk of death in the first month
of life (52 per 1,000) is greater than in the next 11 months (35 per 1,000).
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Table 7.1 Infant and child mortality

Infant and child mortality rates by five-ycar periods preceding the survey, Bangladesh
1993-94

Years Approximate  Neonatal Postneonatal Infant Child  Under-flve
preceding reference morlality mortality wortality mortality mortality
survey period (NN} {PNN) (;dq} «q) (s9e)
0-4 198%-93 523 351 874 50.1 1331
59 1984-88 73.1 388 111.9 59.0 164.3
10-14 1979-83 78.2 382 116.5 71.8 180.0

The estimates in Table 7.1 and Figure 7.1 indicate that child survival in Bangladesh has improved
since the early 1980s. Under-five mortality bas declined from 180 deaths per 1,000 births in the period
10-14 years before the survey (approximaltely 1979-83) to 133 for the period 0-4 years before the survey,
a decline of 26 percent. The pace of decline was slighly faster for child mortality than for infant
mortality; the child morality rate declined by 30 percent (from 72 per 1,000 births 10-14 years before the
survey to 50 per 1,000 births 0-4 years before the survey), while the infant mornality rate declined by 25
percent over the same period (from 117 to 87 per 1,000 births). It is interesting to note that, whilc
neonatal montality rates have fallen in the recent past, postneconatal monality rates show little change.

Further evidence of a decline in childhood mortality comes from a comparison of data from the
1993-94 BDHS with previous data sources. Table 7.2 and Figure 7.2 show infant monality rates from
various surveys and the vital registration system for the period 1981 to 1991. Although the rates uctuate

Figure 7.1
Trends in Infant and Child Mortality
Bangladesh, 1979-1993
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Table 7.2 Trends in infant mortality rates

Infant mortality rates from selected sources, Bangladesh, 1981-1991

Year
Data source 1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991
1993-94 BDHS' 117 - . - - 112 - - . - 87
1991 CPS - - . - . - 73 88 88 75 -
1989 CPS - - - - 107 99 90 102 - - -
1989 BFS 128 129 136 134 111 113 84 - - . -
Vital regisiration 129 122 118 122 112 116 113 116 98 94 91

IFigures are five-year rates placed at the mid-point year.

Source: Huq and Cleland, 1990:116; Mitra et al., 1993:109

Figure 7.2
Infant Mortality Rates from Selected Sources,
Bangladesh, 1981-1991
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Note: BDHS rates are for 5-year periods centered on the index year.
Scource: Hug and Cleland, 1990:116; Mitra et al., 1993:109

over time, there is a gencral downward trend. Infant mortality rates have declined from around 120 or
more per 1,000 births in the early 1980s to less than 90 in the five years before the BDHS. Under-five
montality has also declined. The 1989 BFS reported ratcs for 1979 to 1983 of almost 190 deaths per 1,000
births (Huq and Cleland, 1990:116), while the rate {from the BDHS for the period 1989-93 is 133.
Although not comparable to nationally-representative data, childhood mortality has also declined in the
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Matlab area of Bangladesh. Infant mortality rates in the comparison area declined from about 106 deaths
per 1,000 births in the period 1984-88 to 97 for 1989-93, a less rapid decline than implied by the BDHS
rates of 112 and 87, respectively (ICDDR,B, 1994:5). However, the decline in under-five mortality for
the comparison area of Matlab was sieeper than the rates recorded in the BDHS; the former show a
decline from about 182 to 132 deaths per 1,000 births for the period 1984-88 to 1989-93, compared 0
164 to 133 for the BDHS.

7.3 Socioeconomic Differentials in Infant and Child Mortality

Differentials in the various mortality rates by sclected background characteristics are presented in
Table 7.3. The table focuses on basic socioeconomic characteristics, including urban-rural residence,
division, and mother’s educational level. A ten-year period is used 1o calculate the mortalily estimates
in order to have a sufficient number of cases in cach category.

Table 7.3 Infant and child mortality by background characteristics
[nfant and child mortality rates for the len-year period preceding the survey, by selected
background characteristics, Bangladesh 1993-94
Neonatal Postneonaial Infant Child  Under-five
Background mortality mortality mortality mortality mortality
characteristic (NN) (PNN) (1) (aQv) (sq0)
Residence
Urban 43.7 37.2 80.9 36.3 114.3
Rural 65.5 371 102.6 56.4 153.2
Division
Barisal 63.2 388 102.0 49.6 146.5
Chiuagong 65.2 379 103.2 70.8 166.7
Dhaka 62.2 434 105.6 57.6 157.1
Khulna 593 30.0 80.3 24.7 111.8
Rajshahi 64.6 30.2 94.8 44.0 134.7
Education
No education 70.9 42.4 1133 64.4 170.4
Primary incomplete 56.0 36.6 92.6 455 133.9
Primary complete 55.0 26.7 81.7 25.8 105.4
Secondary/Higher 40.9 16.7 575 34.7 90.2
Total 63.4 37.1 1005 54.4 149.5

Children in the urban areas of Bangladesh experience a 25 percent lower risk of dying before age
five than rural children (114 vs. 153 per 1,000 births, respectively—sece Figure 7.3). The urban-rural
diffcrential in mortality exists at every age group except for postnconatal mortality. Infant mortality rates
are 81 per 1,000 births in urban areas and 103 in rural areas.

Differences in monality by division are also quite marked, especially for child and under-five
mortality. Interestingly, there are only minimal differences in neonatal mortality by division and
differences in postneonatal and infant mortality are relatively small. Child mortality is considerably higher
in Chittagong Division than in the other divisions and under-five mortality in Chittagong and Dhaka
Divisions (167 and 157 per 1,000, respectively) is higher than in Khulna and Rajshahi Divisions (112 and
135 per 1,000). Montality rates in Khulna Division are lower in cach age group than rates in the other
divisions.
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Figure 7.3
Under-Five Mortality by
Selected Background Characteristics
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Differences in early childhood mortality by education of the mother are large. Children bom 10
mothers who have at least some secondary education are about half as likely to die before their fifth
birthday as those born to mothers who have had no education (90 vs. 170 per 1,000 births, respectively).
This educational advantage is apparent for the mortality rates in every age group; for example, infant
mortality rates are 113 per 1,000 births to women with no education, compared 1o only 58 per 1,000 births
to women with at least some secondary education.

7.4  Demographic Differentials in Infant and Child Mortality

The relationship between carly childhood mortality and various demographic variables is examined
in Table 7.4 and Figure 7.4 for the ten-year period preceding the survey. The results show that, as
expected, male children are more likely to die in infancy than female children (107 for males vs, 93 for
females). The difference is especially pronounced in the neonatal period, whereas posineonatal mortality
rates are almost identical for males and females. The gender differential reverses in childhood; between
age 1 and 4, more females die than males. The same pattern is found in the Matlab arca, where neonatal
mortality rates in the comparison area in 1993 were 67 for males and 60 for females (ICDDR, B, 1994:5).
Since childhood mortality is typically about cqual among [emales and males, this pallern suggests that
there may bc gender-related differences in childrearing practices or in treaiment of illnesses during
childhood that favor boys over girls.

The relationship between childhood mortality and mother’s age at birth generally shows the ex-
pected U-shaped pattiern with higher monality for children of younger (less than age 20) and older moth-
ers. For example, the infant monality rate for children of mothers who were less than age 20 at the time
of the child’s birth (120 per 1,000) is one-third higher than the rate for children whose mothers were 20-29
at the time they gave birth (R9 per 1,000). Among the children of mothers age 30-39, the infant mortality
rate is again high (100 per 1,000). Exceptions 1o the U-shaped pattem are neonatal montality, which is
high for very young mothers but does not rise again for older mothers, and childhood mortality, which
riscs with the age of the mother.
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Table 7.4 Infant and child mortality by demographic characteristics

Infant and child mortality rates for the ten-year period preceding the survey, by selected
demographic characteristics, Bangladesh 1993.94

Neonatal Postneonatal Infant Child  Under-flve

Demographic mortality mortality mortallty mortality mortality
charactenistic (NN} (PNN) {190} {qy) («Qo}
Sex of child

Male 70.9 36.5 107.3 46.7 149.1

Female 55.7 377 93.4 62.3 149.9
Age of mother at birth!

<20 81.3 38.5 119.9 50.6 164.4

20-29 557 33.5 89.2 559 140.2

30.39 57.0 43.2 100.2 56.1 150.6
Birth order

1 84.6 34.7 119.3 419 156.2

23 54.6 328 87.5 57.1 139.6

4-6 S4.8 393 94.1 571 145.8

T+ 68.4 49.4 117.8 63.1 173.4
Previous birth interval

<2 yrs 93.6 60.9 154.6 82.6 224.4

2.3 yrs 48.0 34.0 82.0 56.6 134.0

4yrs+ 324 17.1 494 269 75.0

'Rates for age group 40-49 not shown due 1o small numbers of children exposed (i.c., less

than 250).

Figure 7.4
Under-Five Mortality by
Selected Demographic Characteristics
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Birth order is correlated with mother’s age so it is not surprising that monality risks are elevated
among first births (which are predominantly to younger mothers) and births of order seven or higher
(which are generally to older mothers). The most consistent findings can be seen in the relationship be-
tween mortality rates and the length of the interval between births. The data show that short birth
intervals significantly reduce a child's chances of survival. Children bom less than two years after a
previous birth are three times more likely to die in infancy than those bomn after an interval of four years
or more (155 vs. 49 per 1,000). This relationship persists in all the age groups examined. This finding
supports the importance of child spacing practiccs as a means of reducing mortality of young children.

7.5  High-Risk Fertility Behavior

Previous rescarch has shown strong relationships between fertility patterns and children’s survival
chances. Typically, infants and children have a greater probability of dying early if thcy are bom to
mothers who are especially young or old, if they are born after a short birth interval, or if they are of high
birth order. Data to examine these relationships are presented in Table 7.5, which shows the distribution
of births in the five years preceding the survey and of currently married women according to these
categorics of increascd risk. 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 ycars of age. A "short birth interval” is defined by a birth
occurring less than 24 months after a previous birth, and a child is of "high birth order” if the mother had
previously given birth to three or more children (i.e., if the child is of birth order 4 or higher). First
births, although often at increased risk, are classified in the "not in any high-risk category,” because they
are not considered an avoidable risk.

Table 7.5 is further divided into 1wo categories, with binhs falling into either single high-risk
categorics (such as those born 1o mothers below the age of 18 or over the age of 34, those born afier an
interval of less than 24 months and those of birth order higher than three) or multiple high-risk categories
(such as those born after an interval of less than 24 months (0 mothers below the age of 18, children of
birth order 4 or higher who are bom 10 mothers over 34 years, etc.).

The results indicate that well over half (58 percent) of children bom in the five years before the
survey fall into at least one high-risk category; one in seven births is characterized by two or more high-
risk factors. The most commeon high-risk category is high birth order.

Table 7.5 also indicates the relative risk of dying for children bomn in the five years before the
survey by comparing the proportion dead in each high-risk catcgory with the proportion dead among
children not in any high-risk category. These risk ratios are presented in column 2. One risk calegory
stands out—the multiple high-risk category of children of high birth order bomn to older women after a
short interval, which has a relative risk ratio of over three. Also high is the category of children bom after
a short intcrval to young mothers (relative risk of 2.55). Fortunately, however, only a small proportion
of recent births falls into either of these two categories, so that, even though the fertility behavior results
in much higher risk of death for the child, few children are subjcct to that higher risk. Of greater practical
importance are the categories of births that occur after an interval that is too short. Such births account
for 15 percent of all births and suffer mortality risks that are almost twice that for children who fall in the
"not in any high-rsk category." Moreover, 15 percent of children born in Bangladesh are exposed to
greater risk of dying because they are born to mothers under 18 years.
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Column 3 of Table 7.5 shows the proportion of currently married women who fall into the various
risk categories. Overall, 66 percent of married women, if they became pregnant today, would conceive
a child that would fall into a high-risk category. However, since two categories do not have a relative risk
of dying that is significantly higher than 1 ("birth order >3" has a relative risk of 1.01 and "age >34 and
birth order >3" has a relative risk of 1.07}, actually only about one in four married women (26 percent)
are at risk of conceiving a child that would have an elevated risk of dying early.

Table 7.5 High-risk fertility behavior

Percent distribution of children born in the five years preceding the survey by
category of elevated risk of mortality, and the percent distribution of currently
married women at risk of conceiving a child with an elevated risk of moriality,
by category of increased risk, Bangladesh 1993-94

Births in 5 years
preceding the survey Percentage of

currently

Risk Percentage Risk married
calcgory of births ratio women®
Not In any high-risk category 42.5 1.00 34.4b
Slngle high-risk category

Mother’s age < 18 13.7 1.55 5.1

Mother’s age > 34 0.2 * 1.9

Birth interval < 24 months 6.4 1.89 7.6

Birth order > 3 235 1.01 19.4

Subtotal 43.8 1.31 34.0
Multiple high-risk category

Age <18 & birth interval <24° mo 1.5 2.55 1.5

Age >34 & birth order >3 5.0 1.07 204

Age >34 & binh interval 1.0 337 1.5

<24 & birth order >3

Birth interval <24 & birth order >3 6.3 2.18 8.2

Subiotal 13.8 1.90 31.6
In any hlgh-risk category 5715 1.45 65.6
Total 100.0 - 100.0
Number of births 6200 - 8980

Note: Risk ratio is the ratic of the propertion dead of births in a specific high-
risk category 10 the proportion dead of births not in any high-risk category.An
asterisk indicates that a figure is based on fewer than 25 women and has been
suppressed.
“Women were assigned 1o risk categories according to the status they would
have at the birth of a child, if the child were conceived at the ime of the
survey: age less than 17 years and 3 months, age older than 34 years and 2
months, latest birth less than 15 months ago, and latest birth of order 3 or
igher.
Includes sterilized women
“Includes the combined categories Age <18 and birth order >3.
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CHAPTER 8

MATERNAL AND CHILD HEALTH

The topics under discussion in this chapter are matemal care, childhood vaccinations, common
childhood diseases and their treatment, and infant feeding practices. This information can be used to identify
groups of women whose babies are "at risk" because of nonuse of maternal health services. The information
will assist policymakers in the planning of appropriate strategies to improve matemal and child care. Data
were obtained from women who had had a live birth in the three years preceding the survey.

8.1 Antenatal Care

Ideally, antenatal care facilitates detection and treatment of problems during pregnancy, such as
anemia and infections, and provides an opportunity to give information to women and their families. In
addition, this early contact with the health care system can increase use of delivery care if problems occur.

Prevalence and Source of Antenatal Care

Table 8.1 shows the percent distribution of births in the three years preceding the survey by source
of antenatal care received during pregnancy, according to matemal and background characteristics.
Interviewers were instructed (o record all persons a woman may have seen for care, but in the table, only the
provider with the highest qualifications is considered, if more than one person was seen.

The data indicate that many mothers do not seek antenatal care. Among births that occurred in the
three years before the survey, almost three-quarters (73 percent) received no antenatal care during pregnancy.
Those women who do receive care tend to receive it from doctors (19 percent) or from nurses, midwives, or
family welfare visitors (7 percent). Only a fraction of pregnant women receive antenatal care from traditional
birth attendants (dai).

The survey results show that there are sharp differences in antenatal care coverage among subgroups
in Bangladesh. Antenatal care is much more common for births to younger women and those of lower birth
order. Births to women in urban areas are more than twice as likely to have received antenatal care (56
percent) as births in rural areas (24 percent). The urban-rural differcnce is due largely to the greater
proportion of urban births for which doctors provide antenatal care. Differences in antenatal care coverage
by division are minimal; it is only in Dhaka that a greater proportion of pregnant women receive antenatal
care. However, differences by education level of the mother are substantial: while only 18 percent of births
to women with no education receive care during pregnancy, the level increases to 60 percent of births to
women with at least some secondary school.

Although the level of antenatal care in Bangladesh is still relatively low, there is evidence that it has
been increasing over time. The 1989 BFS included a question as to whether women had gone to a doctor or
family welfare visitor for a check on her recent pregnancies (Huq and Cleland, 1990:111). Mothers
responded affirmatively for less than 10 percent of the births in the years immediately prior to the survey.
Although differences in the questions could account for some of the increase over time, it seems likely that
there has been an increase in the extent of antenatal care received.
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Table 8.1 Antenatal care
Percent distribution of births in Lhe three years preceding Lhe survey by source of antenatal care during pregnancy, according
to selected background characieristics, Bangladesh 1993.94
Antenatal care provider!
Received Trained Traditional Number
Background some nurse/ birth of
characteristic care Doctor Midwife attendant Other No one Total births
Mother's age at birth
< 20 31.1 19.8 8.8 03 2.2 68.9 100.0 1009
20-34 269 18.7 6.7 0.3 1.2 73.1 100.0 2607
35+ 18.4 14.6 3.1 0.0 0.7 81.6 100.0 234
Birth order
1 373 26.2 8.6 03 2.2 62.7 100.0 997
2-3 26.8 18.6 6.7 03 1.3 3.2 100.0 1482
4-5 23.7 15.2 7.0 0.3 1.2 76.3 100.0 7175
6+ 17.5 11.4 53 03 0.5 82.5 100.0 597
Residence
Urban 56.1 44.5 9.2 0.3 2.1 43.9 100.0 392
Rural 242 15.8 6.8 0.3 1.3 758 100.0 3458
Division
Barisal 275 18.3 7.9 0.0 1.3 72.5 100.0 247
Chittagong 24.1 16.6 6.8 0.2 0.6 759 100.0 1174
Dhaka 34.7 253 7.5 0.5 1.5 653 100.0 1174
Khulna 28.0 17.6 7.9 0.2 23 720 100.0 423
Rajshahi 21.6 133 5.9 X 2.1 78.4 100.0 832
Mother’s education
No education 17.9 11.3 5.2 0.2 1.1 £2.1 100.0 2214
Primary incomplete 303 18.6 8.7 0.2 2.7 69.7 100.0 654
Primary complete 26.8 18.9 7.0 0.2 0.7 732 100.0 387
Secondary/Higher 60.4 46.3 12.0 0.5 1.6 396 100.0 595
All births 27.5 18.7 7.0 03 1.4 72.5 100.0 3850
Note: Figures are for births in the period 1-35 months preceding the survey.
f the respondent mentioned more than one provider, only the most qualified provider is considered.

Number and Timing of Antenatal Visits

Antenatal care is important to both the mother and child. The number and timing of antcnatal care
visits are considered important (o preventing an adverse pregnancy outcome. Care is most effective if the
visits are started early in pregnancy and continue at regularintervals throughout the pregnancy. Itis generally
recommended that antenatal care visits be made monthly for the first 7 months, fortnightly in the 8th menth,
and then weekly until birth. If the first visit is made at the third month of pregnancy, this schedule translates
to a total of about 12 to 13 visits.

Data on the number and timing of visits made by prcgnant women are given in Table 8.2 and in
Figure 8.1. As mentioned above, for a large majority of births, mothers do not obtain any antenatal care.
Among those who do obtain care, the median number of visits is only 2.7, far fewer than the recommended
12 visits.
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Table 8.2 Number of antenatal care
visits and stage of pregnancy

Percent distribution of live births in
the three years preceding the survey
by number of antenatal care visils,
and by the stage of pregnancy at the
time of the first visit, Bangladesh
1993-94

Characteristic Percent

Number of visits
0
1
23
4+
Don’t know/missing

Tota) 1
Median

Number of months pregnant
at time of First visit

No antenatal care

<6 months

6-7 months

8+ months

Don't know/missing

Total 1
Median

Number of births 3850

— ~J
Pt i
~D WAOD -]

= N8 o

238 onolR
OO MNWLOOLA

Note: Figures are for births in the
period 1-35 months preceding the
survey.

Figure 8.1
Percent Distribution of Births by Number of
Antenatal Care Visits and Timing of First Visit
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Pregnant women who seek antenatal care generally do soon or before the fifth month of pregnancy.
The median time at which mothers started antenatal visits is 4.9 months.

Tetanus Toxoid Vaccinations

Tetanus toxoid injections are given during pregnancy for prevention of nconatal tetanus among
newborns. This is a fatal disease caused by unhygienic conditions at childbirth. For full protection, it is
recommended that pregnant women receive two doses of the toxoid. However, if a woman was vaccinated
during a previous pregnancy, she may only require one booster dose during a subsequent preghancy. Five
doses are considered to provide lifetime protection, In orderto estimate the extent of tetanus toxoid coverage
during pregnancy, the BDHS collected data for each birth in the three years before the survey as to whether
the mother had received tetanus toxoid vaccinations during pregnancy and, if so, the number of injections,
These results are presented in Table 8.3. The data may underestimate the actual extent of protection from
tetanus, since women were asked about vaccination during specific pregnancies. Women who had received
prior vaccinations may not have received additional injections because they were considered unnecessary.

Table 8.3 Tetanus 1oxoid vaccination
Percent distribution of live births in the three years preceding the survey by number of tetanus
toxoid injections during pregnancy, according to background characteristics, Bangladesh 1593-94
Number of tetanus toxoid injections
Two Number

Background One doses Don't know/ of
characteristic None dose or more  Missing Toual births
Mother's age at birth

<20 25.6 15.5 58.7 0.2 100.0 1009

2034 35.3 17.3 47.1 0.3 100.0 2607

35+ 53.6 11.4 34,4 0.5 100.0 234
Birth order

1 21.9 13.5 64.5 01 100.0 997

2-3 33.1 17.5 489 0.5 100.0 1482

4.5 37.5 20,0 42.4 0.1 100.0 715

6+ 51.4 14.0 344 0.2 100.0 597
Residence

Urban 19.1 15.4 64.7 0.8 100.0 392

Rural 35.6 16.6 47.6 0.2 100.0 3458
Division

Barisal 32.3 19.2 48.5 0.0 160,0 247

Chittagong 41.6 12.2 46.1 0.1 100.0 1174

Dhaka 34.2 14.7 50.4 0.5 100.0 1174

Khulna 21.4 22.6 55.7 0.2 100.0 423

Rajshahi 29.3 21.0 49.6 0.1 100.0 832
Mother’s education

No education 42.1 16.5 41.2 0.2 100.0 2214

Primary incomplete 325 15.1 52.2 0.2 100.0 654

Primary complete 24.8 16.5 58.1 0.6 100.0 387

Secondary/Higher 11.0 17.7 709 0.4 100.0 595
All births 339 16.4 454 0.3 100.0 3850
Note: Figures are for births in the period 1-35 months preceding the survey.
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The data indicate that tetanus toxoid coverage is relatively widespread in Bangladesh. For almost
half of births, the mothers received two or more tetanus toxoid injections during pregnancy and for 16
percent, the mothers received one dose. One-third of births did not benefit from any tetanus {oxoid
vaccination during pregnancy.

As for antenatal care coverage, tetanus toxoid coverage is higher among younger mothers, mothers
of lower order births, and urban mothers. Higher coverage for lower order births and for younger mothers
may be explained by the fact that higher parity mothers and older mothers may have received all the required
doses of the toxoid during previous pregnancies. Differentials in coverage by division show that coverage
is highest in Khulna Division and lowest in Chittagong Division. There is a strong posilive relationship
between the mother’s education and tetanus toxoid coverage. The proportion of births whose mothers
received two or more tetanus toxoid doses during pregnancy increases from 41 percent among women with
no education to 71 percent among those with secondary school.

As with the data on antenatal care coverage, data from the 1989 BFS indicate that the proportion of
pregnant women receiving tetanus toxoid injections has risen substantially. For births occurring in 1988 and
early 1989, 26 percent of the mothers received at least one tetanus toxoid injection during pregnancy,
according to the 1989 BFS (Huq and Cleland, 1990:111). According to the BDHS, this figure was 66 percent
for births in the three years before the survey (corresponding roughly to 1991-93). If true, this mcans that
the coverage level more than doubled in about four years.

8.2 Delivery Care

Animportant clement in reducing health risks for mothers and children is to increase the proportion
of babies that are delivered in health facilities. Proper medical attention and hygienic conditions during
delivery can reduce the risk of infections and facilitate management of complications that can cause death
or serious illness for either the mother or the newbom. In this section, two topics related to delivery are
discussed: place of dclivery and type of assistance during delivery.

Place of Delivery

Table 8.4 presents the distribution of births in the three years prior to the survey by the place of
delivery. Almost all births (96 percent) in Bangladesh occur at home. The only exceptions to this high level
of home deliveries are births to urban women, 20 percent of which occur in health facitities; births to women
with some secondary education, 16 pcrcent of which occur in health facilites; and the small proportion of
births to women who receive at least four antenatal care visits, 37 percent of which occur in health facilities.
Differentials by age of the mother, birth order, and division are not significant.
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Table 8.4 Place of delivery
Percent distribution of births in the three years preceding the survey by place of delivery,
according to selected background characteristics, Bangladesh 199394
Place of delivery
Respondent’s
home/
Background Health Other Don’t know/
characteristic facility home Other Missing Total Number
Mother’s age at birth
<20 3.0 96.6 0.2 0.3 100.0 1009
20-34 37 95.9 0.3 0.0 100.0 2607
35+ 2.6 974 00 0.0 100.0 234
Birth order
1 6.2 93.4 0.2 03 100.0 997
2.3 3.8 95.8 0.4 0.1 100.0 1482
4-5 1.5 98.1 0.4 0.0 100.0 775
6+ 0.6 99.3 0.1 0.0 100.0 597
Residence
Urban 19.8 9.1 1 0.0 100.0 392
Rural 1.6 98.1 0.2 0.1 106.0 3458
Division
Barisal 1.5 98.2 03 0.0 100.0 247
Chittagong 2.0 98.0 0.0 0.0 100.0 1174
Dhaka 5.7 93.8 0.5 0.0 100.0 1174
Khulna 45 947 0.3 0.5 100.0 423
Rajshahi 24 971 03 0.2 100.0 832
Mother’s education
No education 0.7 99.1 0.1 0.1 100.0 2214
Primary incomplete 2.0 97.4 0.6 0.0 100.0 654
Primary complete 28 96.6 0.6 0.0 100.0 387
Secondary/Higher 15.9 836 0.4 0.2 100.0 595
Antenatal care visits!
None 0.6 99.3 0.1 0.0 100.0 2793
1-3 visits 4.8 945 0.7 0.0 100.0 836
4 or more visits 36.8 62.0 1.2 0.0 100.0 210
All births 35 96,2 03 0.1 100.0 3850
Note: Figures are for births in the peried 1-35 months preceding the survey; births for which
there was no information about antenatal visits are excluded.
Total includes 11 births for which the number of antenatal care visits was unknown.

Assistance During Delivery

Table 8.5 shows the percent distribution of births in the three years before the survey by type of
assistance during delivery, according to background characleristics. If the mother was assisted by more than
one type of provider, only the most qualified person is recorded in the table. Sixty percent of births in
Bangladesh are assisted by traditional birth attendants (dai), with relatives and friends assisting in delivering
29 percent of births.! Less than 10 percent of births are assisted by medically trained personnel—either
doctors (4 percent) or nurses, midwives and family welfare visitors (5 percent).

! It is possible that some women may have reported tradilional birth attendants as "friends,” since the dislinction may
be slight.
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Table 8.5 Assistance during delivery

Percent distribution of births in the three years preceding the survey by type of assistance
during delivery, according to selected background characteristics, Bangladesh 1993-94

Auendant assisting during delivery

Trained Traditional
Background nurse/ birth  Relative/
characteristic Doctor Midwife attendant Other Noone Missing Total Number

Mother’s age at birth

< 20 39 53 59.4 304 0.7 0.4 100.0 1009
20-34 4.4 55 60.2 28.3 1.4 0.1 100.0 2607
35+ 2.7 38 64.8 249 3.7 0.0 100.0 234
Birth order
1 1.5 6.5 61.5 23.5 0.5 0.5 160.0 997
2-3 4.4 5.2 58.4 30.9 1.0 0.1 100.0 1482
4-5 2.1 5.1 60.7 30.1 19 0.2 100.0 775
6+ 1.0 4.0 62.3 29.8 29 0.0 100.0 597
Residence
Urban 18.2 16.5 48.8 158 0.5 0.2 100.0 392
Rural 2.6 4.1 61.6 30.1 1.5 0.2 100.0 3458
Divislon
Barisal 2.7 4.5 63.1 28.1 1.0 0.5 100.0 247
Chittagong 2.3 59 72.6 18.2 0.8 0.2 100.0 1174
Dhaka 6.4 6.7 59.2 25.9 1.8 0.0 100.0 1174
Khulna 4.3 7.5 59.3 278 0.7 Q0.5 160.0 423
Rajshahi 4,2 1.8 43.9 48.1 1.9 0.2 100.0 832

Mother’s education
No education 1.5 3.1 60.5 328 19 02 1000 2214
Primary incomplete 3.0 3.4 62.0 305 1.0 0.1 100.0 654
Primary complete 3.0 4.5 65.2 229 0.3 00 1000 387
Secondary/Higher 16.1 16.6 51.7 14.8 0.4 0.3 100.0 595

Antenatal care visits!

None 1.5 32 62.4 314 1.4 0.1 160.0 2793
1-3 visits 5.5 9.2 59.9 239 1.4 0.1 100.0 836
4 or more visils M 15.1 345 10.7 0.6 0.3 100.0 210
Total 4.2 33 60.3 28.7 1.4 0.2 1000 3850

Note: Figures are for births in the period 1-35 months preceding the survey. If the respondent
mentioned more than one attendant, only the most qualified attendant was considered.
'Total includes 11 births for which the number of antenatal care visits was unknown.

There are only miner differences in the type of assistance at delivery according to the age of the
mother and the birth order of the child. As might be expected, births in urban areas are more likely to be
assisted by medical personnel (doctors, nurses, midwives, or family welfare visitors) than rural births (35 vs.
7 percent). Similarly, a higher proportion of births to women with at least some secondary school are assisted
by medical personnel (33 percent) than births to women with no education (5 percent). Not surprisingly, the
more antenatal visits a woman makes when pregnant, the greater the likelihood that her baby will be delivered
with assistance from medically trained stall. Of the births whose mothers received no antenatal care, only
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5 percent were assisted by doctors, nurses, midwives, or family welfare visitors, compared to 54 percent of
the births whose mothers had four or more antenatal visits. Also of interest in Table 8.5 is the relatively high
proportion of births in Chittagong Division that are assisted by traditional birth attendants and the high
proportion of births in Rajshahi Division that are assisted by relatives and friends only.

There has becn a slight increase over time in the proportion of births assisted by medical personnel.
Data from the 1989 BFS shows that less than 2 percent of births in the late 1980s were assisted at delivery
by a doctor, while about 3 percent were assisted by a nurse or family welfare visitor (Huq and Cleland,
1990:111), According to BDHS data, these figures had increased to 4 percent and 5 percent, respectively,
for births in the three years prior to the survey (roughly 1991-93). What is more surprising is that, according
to the BFS, only slightly over one-quarter of births are assisted by traditional birth attendants, while about
two-thirds wcre assisted by relatives. According to the BDHS, these proportions are reversed, with about 60
percent of births assisted by birth attendants and 29 percent assisted by relatives.

8.3 Childhood Vaccination

The Expanded Programme on Immunization (EPI) follows the intemational guidelines recommended
by the World Health Organization (WHQ). The guidelines recommend that all children receive a BCG
vaccination against tuberculosis; threc doses of DPT vaccine for the prevention of diphtheria, pertussis
(whooping cough), and tetanus; three doses of polio vaccine, and a vaccination against measles. WHO
recommends that children receive all of these vaccines before their first birthday and that the vaccinations
be recorded on a health card given to the parents.

In the BDHS, mothers were asked to show the interviewer the health cards of all children born in the
three years before the survey. The interviewer copicd from the card the date cach vaccine was received, IF
a child never received a health card or if the mother was unable to show the card to the interviewer, the
mother was asked to recall whether the child had received BCG, polio, DPT (including the number of doses
for polic and DPT), and mcaslcs vaccinations. Mothers were able o produce health cards for 46 percent of
these children.

Yaccination Coverage

Information on vaccination coverage is presented in Table 8.6, according to the source of information
used to determine coverage, i.c., the vaccination card or mother’s report. Data are presented for children age
12-23 months, thereby including only thosc children who have reached the age by which they should be {ully
vaccinated. The first indicator shows the proportion of thesc children who had been vaccinated at any age
up to the time of the survey. Thesc results are presented according to the source of the information used o
delermine coverage, i.c., vaccination record or mother’s report. The second indicator shows the proportion
of children who had been vaccinated by age 12 months, the age at which vaccination coverage should be
complele. Figure 8.2 presents coverage figures as assessed from both vacceination cards and mothers’ reports.

According to information from both the vaccination records and mothers® recall, 85 percent of
children age 12-23 months have received a BCG vaccination and 84 percent the first doses of DPT and polio.
Coverage declines for subsequent doses of DPT and polio. Only 67 percent of children receive the third doses
of DPT and polio; dropout rates® between the first and third doses of DPT and of polio are thus 21 percent.
The coverage rate for measles (69 percent) is similar to that for the third doses of DPT and polio. Overall,

* Dropout rate = (Dosc 1 - Dose 3) * 100/ Dose 1
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Table 8.6 Vaccinatons by source of information

Percentage of children 12-23 months who had received specific vaccines at any dme before the survey, by whether the
information was from a vaccination card or from the mother, and the percentage vaccinaled by 12 months of age, Bangladesh
1993-94

Percentage of children who received; Percent
with
DPT Polio vacci-  Number

Source of nakion of
information BCG 1 2 3+ 1 2 3+ Measles All' None  card  children
Yaccinated at any time
before the survey

VYaccination card 45.1 454 428 397 454 428 397 3635 353 00 455 533

Mother’s report 403 382 346 263 3838 350 271 324 236 140 545 638

Either source 854 B36 774 660 842 7717 668 689 589 140 1000 1171
Vaccinated by
12 months of age 794 789 716 590 795 719 597 550 462 19.0 - 1171

Note: The DPT coverage rate for children without a written record is assumed 1o 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 writicn record of vaccinatdon.

IChildren who are fully vaccinated (i.c., those who have reccived BCG, measles and three doses of DPT and polia).

Figure 8.2
Vaccination Coverage
Among Children Age 12-23 Months
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59 percent of children 12-23 months are fully vaccinated; 14 percent have not received any vaccinations at
all.

As mentioned earlier, it is recommended that children complete the schedule of immunizations during
their first year of life, i.e., by 12 months of age. Table 8.6 shows that, among children age 12-23 months at
the time of interview, 46 percent had been fully vaccinated before their first birthday. With regard to specific
vaccines, children were least likely to have received the measles vaccination by age 12 months.

Differentials in Yaccination Coverage

Table 8.7 shows vaccination coverage rates among children age 12-23 months by selected
background characteristics, including the child’s sex and birth order, urban-rural residence, division, and the
mother’s education level. The figures refer to the proportion of children receiving the vaccinations at any
time up to the date of the survey and they are based on information from both the vaccination records and
mothers’ reports. The table includes information on the proportion of children for whom a vaccination record
was shown (o the interviewer.

Table 8.7 Vaccinations by background characteristics
Percentage of children 12-23 months who had received specific vaccines by the time of the survey (according o the
vaccination card or the mother's report) and the percentage with a vaccination card, by selected background characteristics,
Bangladesh 1993-94
Percentage of children who received: Fercent
with
DPT Polio vacci- Number
Background nation of
characteristics BCG 1 2 3+ 1 2 3+ Measles All!  None card  children
Sex
Male 884 854 785 o684 866 791 689 725 621 113 48.3 591
Female 823 819 763 635 818 764 646 651 556 167 42.6 580
Blrth order
1 87.7 860 784 665 B70 791 673 731 615 11.7 44.9 289
2-3 86.2 850 79.7 692 851 798 76 714 615 133 45.5 455
4.5 B6.2 838 774 640 B850 775 628 656 559 132 48.6 243
&+ 788 763 701 599 769 709 617 603 522 205 422 184
Resldence
Urban 913 899 8BB4 785 904 BO3 793 TI9 704 8.7 50.5 121
Rural B47 829 761 645 835 764 653 678 575 146 44.9 1051
Division
Barisal 91.2 888 863 B08 896 855 820 812 732 8.3 58.9 80
Chitiagong 787 1717 718 595 775 723 610 632 537 203 39.1 385
Dhaka 846 821 736 568 830 739 574 607 492 154 43.0 349
Khulna 918 910 894 878 91.0 902 878 B854 807 1.5 59.6 128
Rajshahi 923 90.1 829 735 917 831 735 713 650 6.8 47.4 230
Mother’s education
No education 302 785 709 591 7838 712 603 610 517 192 44.0 679
Primary incomplete 80.0 859 807 675 879 8l6 676 725 594 105 46.6 189
Primary complele 926 907 859 754 922 872 763 1.7 672 6.2 47.8 107
Secondary/Higher 96.0 954 921 834 952 916 B8I0 878 785 5 48.5 196
All children 854 836 774 66.0 842 7.7 668 689 589 140 45.5 17
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.
Children who are fully vaccinated (.c., those who have received BCG, measles and three doses of DPT and polio).
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The data indicate that boys are somewhat more likely than girls to receive basic immunizations. For
most vaccinations, the difference is small, with about 5 to 6 percent more boys than girls receiving the
immunization. Overall 62 percent of boys receive all of the recommended immunizations, compared to 56
percent of girls (Figure 8.3).

Children of birth order six and above are less likely than children of lower birth orders to receive the
basic childhood immunizations. The difference is particularly wide for the measles vaccine, which is given
to only 60 percent of children of birth order six and above, compared to 73 percent of first children. The
vaccination program has been more successful in urban areas, even though more than half of the children in
rural areas have been fully immunized.

There are sharp differences in vaccination coverage by division. Children in Khulna and Barisal
Divisions are more likely to be fully immunized than children in other divisions, whereas those in Dhaka and
Chittagong Divisions 1ag behind the national average. Only half of the children in Dhaka Division are fully
immunized, compared 10 over 80 percent of those in Khulna Division. Although some of the regional
differences are due to lower proportions of children in Dhaka and Chittagong Divisions receiving initial
vaccinations such as BCG and the first dose of DPT, much of the difference is due to higher dropout rates
between the first and third doses of DPT and polio and espccially to lower proportions who receive the
measles vaccine. As expected, the proportion of children who receive all the recommended vaccinations
increases with the education level of the mother, from 52 percent of children of mothers with no education
to 79 percent of those whose mothers have at least some secondary education,

Overall, vaccination cards were shown to interviewers for 46 percent of children age 12-23 months.
Differentials in vaccination card levels gencrally follow those of the proportion fully immunized.

Figure 8.3
Percentage of Children Age 12-23 Months Who Are
Fully Immunized, by Background Characteristics
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Trends in Vaccination Coverage

A general idea of the trend in vaccination coverage can be obtained by comparing coverage among
children age 12-23 months and those age 24-35 months, since those in the [atier age group received their
vaccinations roughly one year prior to those in the formerage group. In order to be comparable, the data refer
only to vaccinations received before age 12 months. The data imply that vaccination coverage has improved
slightly in the recent past, with 41 percent of children age 24-35 months being fully vaccinated, compared
to 46 percent of those age 12-23 months (data not shown). Of course, retrospective reporting has flaws, since
vaccination cards are less Iikely to be available for older children and mothers’” recall may be less accurate,

The level of vaccination coverage from the BDHS is considerably lower thanthe level estimated from
the 1993 EPI Coverage Evaluation Survey. The latter produced an estimate that 74 percent of children age
12-23 months were fully immunized (GB, 1993:11). The discrepancy for particular antigens was greatest for
DPT3: the EPI survey shows that 80 percent of children age 12-23 months received the third dose of DPT,
compared to the estimate of 67 percent from the BDHS. The two surveys give identical coverage rates for
Raijshahi Division, but very different rates for the other two comparable divisions (Chittagong and Dhaka).
Differences in survey methodology may account for some of the differences in results.

However, both surveys show a vast increase from the levels of coverage reported in the 1989 BFS.
In that survey, only 19 percent of children bom in 1987 received 3 doses of DPT, while 26 percent were
vaccinated against TB and 19 percent against measles (Huq and Cleland, 1990:113).

8.4 Childhood Iliness and Treatment

Two illnesses that are of major importance for infant and child survival in Bangladesh are discussed
in this section. They are acute respiratory infection and diarrhea. Estimates of the prevalence of these
illnesses, as well as data concerning types of treatment, are presented. Data are also presented on the extent
of use of Vitamin A capsules, given to children to prevent deficiency in this important vitamin.

Acute Respiratory Infection

Acule respiratory infection {(ARI) is one of the major causes of morbidity and montality among
children in Bangladesh. One-fourth of the deaths to children under five are reporiedly caused by ARI
{UNICEF, 1991:39). Almost all children with pneumonia have a cough and short, rapid breathing. Early
diagnosis and treatment with antibiotics can prevent a large proportion of deaths from ARI.?

The prevalence of symptoms of ARI wasestimated in the BDHS by asking mothers if their children
under age three had been ill with coughing accompanied by short, rapid breathing during the two weeks
preceding the survey. Mothers whose children had experienced these symptoms were asked what they had
done to treat the illness. It bears mentioning that information on disease prevalence is more subjective than
many other topics covered in the BDHS; it is highly dependent on what symptoms the mother considers
serious. Similarly, reporting of treatment practices depends on how much mothers know about the medicines
their children may receive. Mothers may not know whether the pills or syrups their children receive contain
antibiotics or not. Thus, reporting may vary widely within the country, due to cultural differences in
reporting. Information on the prevalence and treatment of ARI is presentcd in Table 8.8.

* Cough and short, rapid breathing are signs and symptoms of pneumonia. The BDHS estimate of ARI prevalence
provides an estimate of the prevalence of children who need 10 be evaluated for presumed pneumonia,
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Table 8.8 Prevalence and treatment of acute respiratory infection

Percentage of children under three 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 taken to a health
facility, by selected background characteristics, Bangladesh 1993-94

Among ill children,
the perceniage who:

Percentage  Were
of children taken lo
with cough a health  Received Number

Background and rapid facility or no of
characteristic breathing provider'  treatment chitdren
Child’s age
< 6 months 28.7 215 384 557
6-11 months 297 37.0 236 585
12-23 months 24.5 29.2 36.1 1171
24-35 months 18.5 24.2 40.4 1222
Sex
Male 26.6 301 319 1809
Female 21.2 254 393 1726
Birth order
1 26.8 31.6 219 896
2-3 23.7 278 358 1372
4-5 219 27.1 383 728
6+ 226 228 434 539
Resldence
Urban 24.8 334 229 370
Rural 2319 27.4 36.6 3165
Division
Barisal 29.3 271 393 222
Chittagong 24.7 32.1 32.7 1072
Dhaka 23.6 26.8 354 1073
Khulna 21.0 21.2 426 397
Rajshahi 225 21.6 27.0 771
Mother’s education
No education 23.6 242 36.5 2008
Primary incomplete 26.8 278 37.8 603
Primary complete 25.0 28.7 348 360
Secondary/Higher 216 42.5 26.5 564
All children 24.0 28.0 351 3535

Note: Figures are for children bomn in the period 1-35 months preceding
the survey.
Yncludes health post, health center, hospital, and private doctor

The BDHS results indicate that 24 percent of children under (hree years had a cough with rapid
breathing in the two weeks before the survey. ARIis slightly less common among children over 24 months
old than it is among those under two years. There are no significant differences in ARI prevalence by sex
or birth order of the child, nor by urban-rural residence or division of residence. Similarly, education of the
mother appears to have little impact on whether or not her children have respiratory illness.
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Overall, just over one-quarter (28 per-
cent) of children who have symptoms of ARl are
taken to a health facility for treatment.* Children
of educated mothers are more likely to be taken
to a health facility than those whose mothers had
less education. Likewise, children in Chittagong
Division who have symptoms of ARI are more
likely to be taken to a health facility, while those
in Khulna Division are less likely to be taken to
a health facility.

Diarrhea

Dehydration engendered by severe diar-
rhea is a major cause of morbidity and mortality
among Bangladeshi children, accounting for
some 30 percent of deaths to children under five
(UNICEF, 1991:38). One treatment for dehydra-
tion is oral rehydration therapy (ORT}): either a
solution prepared from commercially produced
packets of oral rehydration salts (ORS} (which is
also called khabir or packet saline), or a home-
made solution of sugar, sall and waler (also
called labon gur). Oral rehydration therapy was
developed in Bangladcsh over 25 years ago by
what is now called the Intemational Centre for
Diarrhoeal Disease Rescarch, Bangladesh
(ICDDR, B). ORS is currently available through
health facilities in Bangladesh and is also dis-
tributed by the Social Marketing Company
through a network of pharmacies, small shops
and kiosks,

Table 8.9 indicates that 13 percent of
children under three years of age were reperied
as having had diarrhea in the two wecks prior to
the BDHS interview. Only 3 percent of children
under three had bloody diarrhea (a sign of
dysentery) in the two weceks prior to the survey.,

Table 8.9 Prevalence of diarthea

Percentage of children under three years whe had diarthea and
diarrhea with blood in Lthe two weeks preceding the survey, by
selected background characteristics, Bangladesh 1993-94

Diarrhea in the
preceding 2 weeks!

Number

Background All Diarrhea of
characleristic diarthea with blood  children
Child’s age

< 6 months 5.1 0.5 557

6-11 months 14.0 1.5 585

12-23 months 16.6 42 1171

24-35 months 11.5 3.1 1222
Sex

Male 12.1 27 1809

Female 131 2.9 1726
Birth order

1 14.0 2.8 896

2-3 11.9 2.7 1372

4-5 113 33 T28

6+ 13.8 2.4 539
Residence

Urban 10.8 23 370

Rural 12.8 29 3165
Division

Barisal 16.2 39 222

Chittagong 14.2 35 1072

Dhaka 9.5 1.5 1073

Khulna 14.4 2.7 397

Rajshahi 12.6 34 771
Mother’s education

No education 12.1 3.2 2008

Primary incomplete 16.9 2.5 603

Primary complete 12.1 2.2 360

Sccondary/Higher 10.0 2.1 564
All children 12.6 2.8 i535

Note: Figures are for children born in the period 1-35 moaths
Frcccding the survey
Includes diarrhea in the past 24 hours

Diarrhea is more common among children age 6-23 months than among older or younger children,
it is espccially uncommon among children under six months of age, who are presumably protected by
breastfeeding. Differences in the prevalence of diarrhea accerding to other background characteristics are
minimal,

¢ Health facilities include: government hospitals, family welfare centers, thana health comnplexes, satellite clinics,
community health workers, private doctors, and private clinics.
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Treatment of Diarrhea

One in five children under three whose mothers reported that they had had diarrhea in the two weeks
before the survey were taken to a health facility for consultation (Table 8.10 and Figure 8.4). Of all children
with diarrhea, half were given fluid made from an ORS packet, 16 percent were given a recommended home
fluid (RHF), and half wecre given more fluids than wsual. If oral rehydration therapy is defined broadly to

Table 8.10 Treatment of diarthea

Among children under three years who had diarrhea in the two weeks preceding the survey, the percentage taken for treatment 10 a health
facility or provider, the percenlage who received oral rehydration therapy (either solution prepared from ORS packets or recommended
home fluids) and increased fluids, the percentage who received neither oral rehydration therapy nor increased f{luids, and the percentage
receiving other treatments, by background characteristics, Bangladesh 1993-94

Oral rehydration

therapy (ORT) Other treatments
Percenlage
laken to Neither Heme
a health In-  ORT nor Pill remedy/ No Number

Background facility or ORS ORS or creased increased  or Injec-  Herb/  treat- of
characteristic provider' packets RHF RHF fluids  fluids  syrup Hon Other menl  Missing children
Child’s sge

< 6 months (13.2) (264 67 (312 @17 (16 (ALY 0 (17.00 (LD (3.4) 28

6-11 months 2138 49.2 23.0 61.1 46.1 31.2 353 1.2 14.2 12.1 10.8 82

12-23 months 18.7 50.8 11.7 56.7 53.0 28.7 39.2 03 12.0 18.6 6.2 195

24-35 months 19.3 55.0 18.2 64.0 55.6 216 44.5 1.9 6.8 17.2 6.2 140
Sex

Male 19.6 57.5 11.9 630 56.7 242 425 1.3 11.7 17.5 7.9 219

Female 20.8 43.2 19.0 537 453 325 36.8 0.6 10.4 15.6 5.8 226
Birth order

1 26.8 47.7 14.5 54.8 49.5 343 39.8 23 13.9 17.2 6.1 125

2-3 16.2 51.5 17.0 61.7 535 244 42.7 0.0 8.8 18.2 6.9 163

4-5 19.3 49.3 15.1 56.2 49,7 274 43.6 0.0 10.9 13.6 39 82

6+ 19.1 52.6 14.3 50.1 48.9 284 28.3 1.8 11.7 149 11.0 74
Resldence

Urban 303 59.4 229 66.9 60.3 247 49.8 0.0 16.2 17.8 34 40

Rural 19.2 49.3 148 51.5 50.0 283 38.6 1.1 10.6 16.4 72 405
Divislon

Barisal 25.8 55.9 97 63.9 46.0 211 46.8 1.8 16.9 16.0 2.6 36

Chitlagong 21.4 48.0 107 54.8 46.7 312 38.4 1.7 11.2 17.0 1.5 152

Dhaka 13.7 50.0 22.2 58.6 58.0 268 35.7 0.0 9.2 204 9.6 102

Khulna 19.8 40.9 26 42.6 50.8 404 353 0.0 104 24.3 35 57

Rajshahi 23.3 57.4 25.8 70.6 52.0 212 456 1.0 11.0 73 12.7 97
Mother’s education

No education 14.0 45.7 16.2 55.2 45.8 LS 37.4 0.5 11.2 16.5 67 243

Primary incomplete 254 473 16.3 56.1 50.7 314 40.4 0.0 10.6 13.1 8.0 102

Primary complete (23.5)  (59.3) (7.2) (615 (607) (20.1) (40.8) 0.0 (100 @L7Y (7.8) 43

Secondary/Higher 353 68.4 17.3 73.3 65.8 15.7 473 52 12.0 18.5 4.6 56
All children 20.2 50.3 15.5 583 509 284 39.6 1.0 11.1 16.5 6.8 445

Note: Figures in parentheses are based on 25 to 49 children.
ORS = Oral rehydration salts

ORT = Oral rehydration thempy

RIIF = Rccommended home fluid

Yncludes health post, health center, hospital, and private doctor
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Figure 8.4
Percentage of Children under 3 Who Received Various Treatments
for Diarrhea in the Two Weeks Preceding the Survey
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include ORS, RHF, and increased fluids, then 72 percent of children with diarrhea received some sort of oral
rehydration treatment; 28 percent did not receive ORS, recommended home fiuid, or increased fluids. Fory
percent of children with diarrhea were given some kind of pill or syrup to treat the disease, while 11 percent
were given home remedies or herbs. About one in six children with diarthea was given nothing to treat the
diarrhea.

Children age 6-11 months are more likely to be taken to health facilities when they have diarrhea than
older or younger children. These children are also more likely to be given a recommended home fuid (i.e.,
sugar-salt-water solution) as treatment for their diarrthea. Children under age 6 months are not only the least
likely to be taken to health facilities when they have diarrhea, but are also least likely to be treated with ORS
packets, recommended home fluid, or increased fluids of any kind. Male children with diarrhea are no more
likely than female children to be taken to a health facility; however, they are more likely to be treated with
ORS packets. A higher proportionof first-born children are taken to health facilities when they have diarrhea
than children of higher birth orders, but otherwise, treatment diflerentials by birth order are minimat.

The data indicate some differences in the treatment of diarrhea cases by urban-rural residence. Not
only are urban children with diarrhea more likely than rurat children to be taken to a health facility, but they
are also more likcly to receive ORS fluid, recommended home fluid, and increased fluids of any kind.

The proportion of children with diarrhea who are taken to health facilities is highest in Barisal and
Rajshahi Divisions and lowest in Dhaka Division. Children in Rajshahi and Barisal Divisions are also more
likely to be given ORS fluid when they have diarrhea. Homemade fluids for trcating diarrhea appear to be
much more commonly used in Rajshahi and Dhaka Divisions than in the other divisions.
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As expected, children of mothers with at least
some s¢condary education are more likely to be taken to a
health facility when they have diarrhea than are children
whose mothers areless educated. They are also more likely
to be treated with solution made from ORS packets or by
increased fluids in general. However, uneducated women
are just as likely to treat their children by giving them a

Table 8.11 Treatment with vitamin A capsules

Percentage of children under three years who
received a vitamin A capsule in the six months
preceding the survey, by selected background
characteristics, Bangladesh 1993-94

Received Number

homemade fluid or herbal remedics as are women with | Sackeround V'cl:';'lﬂcA e
some secondary education.
Child’s age 20.0 557
. s : <6 months .

) The BDHS also dll’CCL!y investigated the e{(tent o 6-11 months 184 585
which mothers made changes in the amount of fluids that 12-23 months 55.0 1171
achild received during a diarrheal episode. Toobtain these | 24-37 months 36.0 1222
data, mothers who had a child under age three with diar- | sex
rhea during the two-week period prior to the survey were | Male 32-{1‘ {ggg
asked whether they had changed the amount that the child ’
was given to drink during the diartheal episode. The data Bilrth order 481 £96
indicate that 32 percent of children with diarrhea were giv- 23 477 1372
en the same amount of fluids as usual and 51 percent re- 4-5 51-3 ;’%g
ceived more fluids than usual; 16 percent received less flu- 6+ 8.
ids than usual (data not shown), These results suggest that, | Resldence

Urban 417 370

although the benefit of increasing fluid intake during a Rural 189 3165
diarrheal episode is quite widely understood in Bangla- '

desh, about one in six mothers still curtail fluid intake | Division
. ; . Barisal 67.2 222
when their children have diarrhea. Chittagong 43.0 1072
Dhaka 39.2 1073
Treatment With Vitamin A Capsules E:'};lﬁihi 23;;% %?’-1;

Mother’s education

Vitamin A deficiency is the leading cause of pre- No education 462 2008

ventable childhood blindness. Moreover, Vitamin A has Primary incomplele 52.3 323

: f g Primary complete 49.4 0

!)een found to be essent.lal o t_he proper f}mctlgnmg of. the Secondary/Higher 53’5 564
immune system. Deficiency in this ¢rucial micronutrient

All children 48.8 3535

can be avoided by giving children supplements of Vitamin
A by capsule twice a year, Table 8.11 shows the proportion
of children under age three who received a Vitamin A capsule in the six months before the survey.

The BDHS data indicate that almost half of children under three had received at least one capsule in
the six months before the survey. Differences by background characteristics are minimal, except that children
under six months of age and those living in Dhaka Division are less likely to receive Vitamin A supplements,
whilc those living in Barisal Division are more likely to receive them.

8.5 Infant Feeding and Supplementation

This section presents data on several aspects of infant feeding, namely initiation of breastfeeding,
patterns and duration of breastfeeding, and pattems of supplementation with other foods. Infant feeding has
an impact on both the child and the mother. Feeding practices are important determinants of children’s
nutritional status, and many studies have shown the beneficial effects of breastfeeding on nutritional status,
morbidity, and mortality of young infants. Breastfeeding also has anindirecteffect on the postpartum fertility
of mothers. In particular, more frequent breastfeeding is associated with longer periods of postpartum
amenorrhea, which in tum are related to longer birth intervals, and thus lower fertility lcvels.
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Prevalence of Breastfeeding

Table B.12 presents data on the proportion of children born in the three years before the survey who
were ever breastfed and the percentage of the most recent births who started breastfeeding within ong hour
and one day of birth. Almost all Bangladeshi children (96 percent) are breastfed for some period of time,
regardless of background characteristics of the child or the mother.

universality of breastfeeding in Bangladesh (Mitra et al., 1993:96).

Previous research confirms the

Table 8.12 Initial breastfeeding
Percentage of children who were ever breastfed and percentage of last-born children who started
breastfeeding within one hour and within one day of birth, among children born in the three years
before the survey, by selected buckground characteristics, Bangladesh 1993-94
Among last-bomn children,
Among all children: percentage who started breastfeeding:
Percentage  Number Within Within Number

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

Male 96.1 2003 9.3 50.2 1862

Female 96.3 1921 8.0 45.8 1799
Reslidence

Urban 96.9 395 10.5 50.8 361

Rural 96.2 3531 8.4 47.7 3299
Division

Barisal 96.2 253 8.2 52.0 229

Chirtagong 56.8 1193 8.9 59.3 117

Dhaka 96.1 1199 8.1 43.5 1115

Khulna 97.0 430 94 41.9 400

Rajshahi 95.2 851 88 403 800
Mother’s education

No education 96.2 2250 1.7 46.6 2088

Primary incomplete 96.8 670 9.1 49.4 639

Primary complete 96.7 399 8.1 44.8 368

Secondary/Higher 95.3 607 11.9 53.8 565
Assistance at dellvery

Medically trained person 95.3 373 11.3 512 348

Traditional birth attendant 6.2 2371 8.7 49.4 217

Other or none 96.7 1175 7.7 44.1 1091
Place of dellvery

Health facility 93.2 137 12.4 53.2 130

At home 96.4 3775 8.5 47.8 3521
All children 96.2 3926 B.6 48.0 3661
Note: Table excludes 7 children (4 last-born children) for whom data on assistance at delivery is
missing and 14 children (9 last born) for whom place of birth is either missing or other than a
home or health facility.
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An important dimension related to breastfeeding is the timing of its initiation. Early initiation of
breastfeeding is beneficial for mothers and children. From the mother’s perspective, early suckling stimulates
the release of a hormone that helps the uterus to contract. From the child’s perspective, the first breast milk
(colostrum) is imponiant, since it is rich in antibodies. 1n Bangladesh, although almost all babies are breastfed
at some time, only 9 percent are put to the breast within one hour of birth and less than half (48 percent) of
children are put to the breast within the first day of life. Delayed initiation of breastfeeding was also found
in the Matlab study area, where only 60 percent of children bomn in the comparison area were given colostrum
(ICDDR,B, 1994:7). Late initiation of breastfeeding is apparently widespread. Infants born to mothers with
some secondary education, those bom in Chittagong Division, and those born in a health facility have a
slightly greater chance of receiving breast milk within the first day of life.

Timing of Introduction of Supplementary Foods

The timing of introduction of supplementary foods in addition to breast milk has important
implications for the child and the mother. Breast milk is uncontaminated and contains all the nutrients needed
by children in the first few months of life. In addition, it provides some immunity to disease through the
mother’s antibodies. Early supplementation, especially under unhygienic conditions, can result in infection
with foreign organisms and lower immunity to disease. The timing of introduction of food supplements also
has an impact on the length of the mother’s postpartum amenorrhea. Early initiation of supplementation
results in earlicr resumption of the mother’s menstrual periods, since supplementation reduces infants’
dependence on breast milk and the frequency of suckling.

Mothers were asked about the current breastfeeding status of all last-bom children under age three
and, if the child was being breastfed, whether various types of liquid or solid foods had becn given to the
child "yesterday"” or "last night." Children who are exclusively breastfed are defined as receiving breast milk
only, while full breastfeeding is defined as receiving breast milk and plain water only.

Table 8.13 Breastfeeding status
Percent distribution of living children by breastfeeding status, according to child’s age in
months, Bangladesh 1993-94

Percentage of living children who are:

Breastleeding and:
Number
Not  Exclusively Dlain of
breast- breast- water Supple- living

Age in months feeding fed only ments Total children
<2 1.7 62.7 12.0 23.6 100.0 164
23 1.3 41.4 53 45.9 100.0 250
4-5 0.0 31.1 11.5 57.4 100.0 211
6-7 1.0 225 11.3 65.2 100.0 185
8.9 1.6 9.4 11.9 771 100.0 216
10-11 3.7 7.0 12.6 76.7 100.0 184
12-13 3.5 13 8.1 81.1 100.0 249
14-15 5.4 6.3 55 82.7 100.0 263
16-17 5.1 4.0 10.5 80.4 100.0 191
18-19 10.7 1.0 7.9 74.5 100.0 146
20-21 9.7 1.7 53 833 100.0 138
22-23 16.4 2.5 25 78.5 100.0 185
24-25 25.7 0.6 1.0 727 100.0 220
26-27 32.0 44 23 61.3 100.0 257
28-29 36.8 2.2 33 57.7 100.0 203
30-31 40.0 1.9 24 55.7 100.0 179
32.33 437 0.6 5.1 50.6 100.0 181
34-35 39.6 13 0.9 583 100.0 181
Note: Breastfeeding status refers to preceding 24 hours. Children classified as
breastfeeding and plain water only receive no supplements.
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The results shown in Table 8.13 indicate that among newboms less than two months of age, 63
percent were exclusively breastfed and another 12 percent were fully breasfed, however, one-quarter of these
very young babies were already receiving supplemental foods or liquids. Among those age 2-3 months, about
half (47 percent) were exclusively breastfed and half were being given supplements. By age 8-9 months, only
9 percent were being exclusively breastfed.

Table 8.14 shows in more detail the types of food supplemention received by breastfeeding children.
The results are striking. One in ten babies under two months of age is given infant formula. The use of
formula increases steadily to 27 percent of children age 6-7 months and is given to about one-quarier of
children up to age 35 months. Almost equal proportions of children at every age group receive supplements
of infant formula, other milk and otherliquids. Solid and mushy food items do not become an important part
of the diet until at least age 6-7 months, After this age, the transition to giving solid and mushy foods as
supplements is so slow as to be problematic; among children age 10-11 months, less than half are reportedly
being fed any solid or mushy food. If true, this indicates severe nutritional deficits for infants in Bangladesh.
However, since it is unlikely that children close to one year of age could survive long on a liquid diet, the
possibility that the question was misunderstood or that children’s ages were overestimated should be
considered.

Table 8.14 Breastfeeding and supplementation by age
Percentage of breastfeeding children who are receiving specific types of
food supplementation, by age in months, Bangladesh 1993-94
Percentage of breasifeeding
children who are receiving supplementation
Number
Infant Other Other Solid/ of

Age in months formula milk liquid mushy  children
<2 9.9 9.8 10.7 0.6 161
23 14.3 18.6 26.1 27 246
4-5 19.0 24.9 26.4 35 2n
6-7 27.4 23.1 288 222 183
8-9 26.9 313 378 364 212
10-11 19.5 23.9 31.9 45.7 177
12-13 25.7 29.9 316 60.8 241
14-15 21.0 26.8 30.1 61.7 248
16-17 242 29.0 25.2 64.2 181
18-19 234 320 349 66.7 130
20-21 19.7 31.0 34.6 70.7 125
22-23 22.0 338 313 74.8 154
24-25 21.8 34.1 339 80.0 164
26-27 223 27.9 28.1 81.6 175
28-29 234 31.4 23.1 9.6 128
30-31 16.5 366 334 79.9 108
3233 25.0 35.0 311 82.0 102
34-35 3.1 3.7 353 84.5 109
Note: Breastfeeding status refers to preceding 24 hours. Percents by type
of supplement among breastfeeding children may sum to more than 100
percent, as children may have received more than one type of supplement.
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Duration of Breastfeeding

Data on the median duration and frequency of breastfeeding are presented in Table 8.15. The
estimates of mean and median duration of breastfeeding are based on current status data, that is, the
proportion of children under 3 years of age who were being breastfed at the time of the survey, as opposed
to retrospective data on the length of breastfeeding of older children who are no longer breastfed. The
prevalence/incidence mean is also provided for possible comparison with other data sources.

Table 8.15 Median duration and {requency of breastfeeding

Median duration of any breastfeeding, exclusive breastfeeding, and full breastfeeding among
children under three 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 to
selected background characteristics, Bangladesh 1993.94

Children
under 6 months

Median duration in 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 8 14 2.7 2605 95.0 326

Female a 1.8 2.6 1921 84.9 299
Residence

Urban (26.0) * * 395 92.6 74

Rural a 1.7 2.9 3531 95.3 550
Divislon

Barisal a - . 253 95.3 41

Chittagong 26.4 (2.0 4.6 1193 95.6 177

Dhaka 333 1.1 1.7 1199 94.1 220

Khulna a - * 430 96.5 57

Rajshahi 8 (2.2) 3.2 851 94.7 129
Mother’s education

No education a 1.9 34 2250 94.6 334

Primary incomplete a (1.7 2.4 670 94.8 112

Primary complete . * - 399 94.8 82

Secondary/Higher 26.4 (1.1} (2.3) 607 96.3 96
Assistance at dellvery

Medically trained * * * 373 95.4 62

Traditional midwife a 1.5 2.7 2371 94.7 401

Other or none 337 23 3.6 1175 95.4 161
Total a 1.6 2.7 3926 94.9 624
Mean 28.3 4.6 6.7 96.2 - -
Prevalence/Incidence’ 27.6 4.0 6.1 - - -

Note: Figures in parentheses are based on 25 to 49 children; an asterisk means a figure is
based on fewer than 25 children and has been suppressed.
!Medians and means are based on current status
2Either exclusive breastfeeding or breastfeeding and plain water only

he prevalence-incidence mean is borrowed from epidemiology and is defined as the number
of children whose mothers are amenorrheic (prevalence) divided by the average number of
births per month (incidence).
#Median is 36 months or more
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The median duration of breastfceding in Bangladesh is cxtraordinarily long, so long, in fact, that it
cannot be calculated exactly from BDHS data. This is because breastfeeding status was asked only for
children age 35 months or less and 60 percent ol the children age 34-35 months were still being breastfed.
Thus, the median duration of breastfeeding is something more than 35 months. The mean duration of
breastfeeding is 28 months, which is similar to estimates of 30 months in 1991 (Mitra et al., 1993:97) and 29
in 1989 (Huq and Cleland, 1990:87).

The early introduction of supplements is reflected in the short duration of exclusive breastfeeding
(2 months). Few children who are supplemented receive only plain water in addition to breast milk and thus,
the median duration of full breastfeeding is also quite short (3 months). Differentials in breastfeeding
durations are also shown in Table 8.15, although analysis is hampered by both the long durations and the
small sample sizes for some groups. Children whose mothers have less education are breastfed longer than
those whose mothers have at least some secondary education.

The duration of postpartum amenorrhea is affected by both the length of time spent breastfeeding and
the frequency of breastleeding. The child’s health and nutritional status are also affected by the frequency
of breastfeeding, Almost all children (95 percent) under the age of six months were reported to have been
breastfed at least six times in the 24 hours preceding the survey. Differences among subgroups are very
minor.
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CHAPTER 9

RESULTS OF THE HUSBANDS SURVEY

9.1  Background Characteristics of .
Husbands Table 9.1 Background characteristics of husbands
Percent distribution of husbands by selected background
Inthe BDHS, 3,284 husbands of wom- characteristics, Bangladesh 1993-94
en respondents were also interviewed to obtain Number of husbands
mfornllauon abou} Ujlell‘ bacl.(ground 'and demo- Background Weighted U
graphic characteristics, family planning knowl- | characterisic percent  Weighted weighted
edge and behavior, and fertility preferences.
The main reason for the Husbands Survey was | Age
: s ; 15-19 0.6 19 19
to assess the extent 1o w{uch men’s attitudes 024 50 165 166
might affect family planning use levels and to 2579 14.1 463 468
compare some of the data as reported by both | 30-34 19.7 648 649
husbands and wi 35-39 17.2 564 575
usbands and wives, 40-44 12.3 405 410
45-49 10.0 329 328
While ever-married women age 10-49 gg:gg ?,;g %13 %;é
inevery houschold selected in the BDHS were 60+ 53 173 167
eligible for the individual interview, every sec- Resldence
ond household was designated as also falling Urban 11.5 379 500
into the husbands sample, and in these house- Rural 88.5 2905 2784
holds, the husbands of women who were inter- | Division
viewed were consid ligible. The distribu- | Barisal 6.0 197 334
. N ered cligib e eFl ! b]fl Chittagong 237 778 588
tion of the husbands who were interviewed in Dhaka 30.4 999 949
the BDHS survey is presented in Table 9.1 by Khulna ég-? gg% ggg
selected background characteristics. The hus- | ashahi '
bands are older, on average, and betier educat- | Education ‘
ed than currently married women in general Ir;]r‘i’m"fl‘)’f?;‘g‘mplm g%% 1?,?,? 1?,3;
(see Table 2.8). For example, 57 percent of |  Primary complete 7.3 239 232
currently married women have no education, | Secondary/Higher 27.0 883 929
compared to only 42 percent of husbands. Sim- | All husbands 100.0 3284 3284
ilarly, 16 percent of married women have had

some secondary education, compared to 27 percent of husbands. The distribution of husbands by urban-rural
residence and by division is similar to that of women.

More precise information on the differences in ages between husbands and wives is presented in
Table 9.2. 1n 99 percent of couples, the husband is older than his wife. In44 percent of couples, husbands
are at least 10 years older than their wives. The median difference in ages of spouses is 9 years, with little
difference by wife's age.'

' The number of couples differs slightly from the number of husbands due to weighting factors (husbands have their
own independent weight, while couples are given the woman’s weight).
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Table 9.2 Age differences between spouses

Percent distribution of couples by age difference between husband and wife and median age
difference between spouses, according to wife's age, Bangladesh 1993-94

Husband's age - wife's age (in years)

Median  Number
Wile age of

Wife's age older 0-4 5-9 10-14 15+ Total  difference couples
10-14 (0.0) (11.2) (45.9) (33.2) 9.7 100.0 89 46
15-19 0.0 9.6 43.0 339 13.5 100.0 9.7 407
20-24 0.4 12.0 48.2 27.0 12.4 100.0 8.9 693
25-29 1.4 18.2 40.1 219 123 100.0 8.5 685
30-34 1.2 16.5 38.1 238 20.4 i00.0 9.3 506
35-39 22 14.9 339 247 243 100.0 9.8 409
40-44 2.1 12.6 30.7 331 216 100.0 10.7 340
45-49 3.6 14.3 40.6 29.8 11.7 100.0 9.1 241
Total 13 14.2 40.2 28.2 16.1 100.0 9.3 3327

Note: Figures in parentheses are based on 25 10 49 cases.

9.2 Knowledge and Use of Contraception

Table 9.3 shows the percent distribution of married couples by knowledge of specific contraceptive
methods. There is generally high correlation between spouses; if one partner knows a method, the other is
likely to know it as well, or, if one pariner does not know a method, the other is also likely not to know it.
Exceptions to this are the IUD, male sterilization, and traditional methods, for which there is less consistency
of knowledge between spouses. Husbands are generally less likely than their wives to know about female
methods such as the IUD and injection and more likely to know about male methods such as the condom and
male sterilization. Surprisingly, wives are more likely than their husbands to have heard of withdrawal,

although in one-third of the couples, neither spouse had heard of the method.

Table 9.3 Knowledge of family planning methods among married couples

Percent distribution of married couples by contraceptive knowledge, according to
specific methods, Bangladesh 1993-94

Husband Wife

Both knows, knows, Neither

know wife husband knows
Method method doesn’t doesn’'t method Total
Any method 99.6 0.1 03 0.0 100.0
Any modern method 99.6 0.1 03 0.0 100.0
Pill 98.9 03 0.8 0.0 100.0
IuD 66.4 4.2 24.5 4.9 100.0
Injection 87.6 2.4 93 0.7 100.0
Condom 84.7 10.0 3.5 1.7 100.0
Female sterilization 96.9 0.8 2.2 0.2 100.0
Male sterilization 75.7 13.7 7.4 3.2 100.0
Any traditional method 60.8 15.0 16.6 1.6 100.0
Periodic abstinence 48.2 20.6 18.3 12.9 100.0
Withdrawal 25.9 16.3 258 32.0 100.0
Other 3.6 7.0 14.4 75.0 100.0
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Fifty-five percent of husbands (versus 45 percent of currently married wormen) said that they were
currently using a method of family planning at the time of the survey (see Table 9.4) The principal
methods husbands report are the pill (23 percent), female sterilization, (9 percent), and periodic abstinence
(8 percent). Use of the pill prevails among all but the oldest groups of husbands; those over age 50 are more
likely to be relying on female sterilization than on the pill. Contraceptive use among husbands is higher in
urban than rural areas (63 vs. 54 percent). It is also highest among husbands in Khulna and Rajshahi
Divisions and lowest in Chittagong and Dhaka Divisions. Use of family planning increases sharply with
education level, from 49 percent of husbands with no education to 65 percent of those with secondary
education or higher.

Table 9.4 Current use of family planning among husbands

Percent disuibution of husbands by contraceptive method currently used, according to background characteristics, Bangladesh

1993.94
Modern method Truditonal method
Femnle Male
Any steri- sten-  Any Periodic Noi Number

Background Any modern [njec-  Con- liza- liza- rad.  absti- With- currently of
characleristic method method  Pill D tion dom tion tion method nence drawal Other using Total husbands
Age

20-24 343 264 180 1.8 2.9 17 0.0 0.0 7.9 59 2.0 0.0 657 1000 165

25-29 43.0 393 2656 1.5 4.4 5.7 0.9 0.1 8.7 6.4 1.7 06 520 1000 463

30-34 543 446 271 1.7 4.5 49 49 1.6 9.6 8.0 1.3 0.4 457 1000 648

35-39 61.1 509 29.1 3.5 55 7 6.4 27 102 6.7 1.9 1.6 389 1000 564

40-44 696 567 278 2.6 6.5 49 11.7 31 129 8.6 2.8 1.5 304 1000 405

45-49 68.1 518 21.0 2.3 6.2 35 155 33 163 9.3 4.0 3.0 319 1000 329

50-54 537 393 142 0.7 a3 34 158 1.9 144 101 2.1 22 463 1000 278

55-59 46.1 323 9.0 0.4 3.0 1.2 155 3.2 137 9.4 2.0 24 539 1000 240

650+ 38.5 285 8.9 1.1 0.0 06 1546 4.4 9.9 7.2 2.1 a6 615 1000 173
Resldence

Urban 629 511 260 2.7 4.9 9.2 6.9 1.4 8.5 2.5 09 37.1 1000 379

Rural 541 429 224 1.8 45 33 8.7 2.2 7.8 2.1 1.4 459 1000 2905
Division

Barisal 59.2 489 245 1.7 6.8 4.0 9.5 24 103 4.8 38 1.7 40.8 1000 197

Chiriagong 42,9 313 156 20 4.2 3.0 58 07 116 8.0 1.9 1.7 571 1000 778

Dhaka 52.5 422 220 1.7 4.4 4.4 8.0 1.7 104 8.2 0.9 1.3 475 1000 999

Khulna 65.3 487 226 3.1 6.2 56 9.5 1.8 166 101 5.4 1.2 347 1000 452

Rajshahi 63.1 535 299 1.6 16 36 107 4.1 9.5 6.9 1.7 09 369 1000 858
Education

No educaton 492 398 203 1.2 4.4 1.6 9.7 2.7 9.4 7.0 1.3 1.1 508 1000 1385

Primary incomplete 52,5 398 20.1 1.6 4.6 a 8.9 1.6 1286 9.1 1.9 1.6 47.5 1000 775

Primary complete 60.8 481 254 2.2 7.4 3.1 8.3 1.8 128 104 0.6 1.8 392 1000 239

Secondary/lligher 653 526 283 35 39 8.8 6.2 1.9 127 7.5 4.0 1.3 347 1000 B85S
Total 552 439 228 1.9 4.5 4.0 8.5 2.1 11.3 7.9 2.1 1.3 44.8 1000 13284

Note: Total includes 19 husbands age 15-19, tco small a number to show separately.

* There are two reasons why the proportion of husbands using family planning might be higher than the proportion

of currently married women (in general) using family planning. First, that couples in which both spouses were
interviewed have higher prevalence rates than those in which only the wife was interviewed (49 percent of the wives
whosc husbands were intcrvicwed reported current use vs. only 45 percent of all marricd women), Secondly, husbands
were asked about contraceptive use in general and not specifically with their wives, thus, the data from husbands could
theoretically include extra-marital contraceptive use.
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When data on current contraceptive use from husbands and wives are maiched, there is considerable
discrepancy (Table 9.5). Overall, 55 percent of husbands report that they are currently using family planning,
compared to only 49 percent of their wives. The largest discrepancy comes in reported pill use; 23 percent
of husbands report current use of the pill, compared to 19 percent of their wives. Most of the difference
consists of couples in which the husband says they are using the pill and his wife says she is not currently
using any method. Use of condoms and male sterilization is each one percent higher as reponed by husbands
than as reported by wives; however, use of withdrawal is slightly lower as reported by husbands than wives.
Husbands appear to be misinformed about the use of periodic abstinerice; 8 percent of them say they are using
the method, compared to only 6 percent of their wives. Again, most of the difference is due to wives who
say they are not using any method. Tt is possible that at least some of these discrepancies in reporting of
contraceptive use could be due to extra-marital use.

Table 9.5 Comparison of reporied contraceplive use by spouses
Percent distribution of couples according to wife's and husband's reported current contraceplive use status, Bangladesh
199394
Wife's report

Female Male Not
Husband’s sterili-  sterih-  Periodic  With- cumrently
report Pill IUD  Injection Condom zation  zation abstinence drawal  Other  using  Total
Pill 16.9 0.2 0.6 0.1 0.0 0.0 0.7 0.3 0.1 38 22.8
1UD 0.0 1.8 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.1 2.0
Injection 0.2 0.0 A7 0.0 0.0 0.0 0.1 0.0 0.0 0.6 4.6
Condom 0.1 0.0 0.0 2.3 0.0 0.0 0.3 0.2 0.0 1.0 4.0
Female sterilization 0.0 0.0 0.0 0.0 8.1 0.1 0.0 0.0 0.0 0.4 8.6
Male sterilization 0.1 0.0 0.0 0.0 0.3 1.3 0.1 0.0 0.0 0.4 2.2
Periodic abstinence 0.2 0.1 0.1 0.2 0.1 0.0 2.2 0.7 0.1 4.2 7.8
Wilthdrawal 0.1 0.0 0.0 0.0 0.0 0.0 0.4 1.0 0.1 0.6 2.1
Other 0.1 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.6 0.5 1.3
Not currently using 0.9 03 0.4 0.4 0.1 0.0 1.9 0.9 0.5 393 446
Total 18.6 23 4.8 3.0 8.6 1.4 5.8 3.1 1.4 50.9 100.0

9.3  Couples’ Attitudes Towards Family Planning Use

Family planning use is facilitated when both husband and wife approve of its use. Tablc 9.6 shows
the percent distribution of couples by approval of family planning, according to selected background
characteristics. Overall, in 89 percent of the couples, both husband and wife approve of family planning, and
in 2 percent, both disapprove. In 6 percent of couples, the wife approves but the husband does not, while in
3 percent, the husband approves but the wife does not. Variations in the data by background characteristics
are small except in Chittagong Division, where couples are somewhat less likely to approve of family
planning use and also less likely to agree with each other on the subject.

Because both men and women interviewed in the BDHS were asked whether they approved of family
planning and, if married, whether they thought their spouses approved of family planning, it is possible to
examine the extent to which husbands and wives report accurately on their spouses’ attitudes. Table 9.7
shows the percent distribution of couples by husband’s and wife’s attitude toward family planning, according
to their spouse’s perception of their attitude.
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Table 9.6 Attitudes of couples towards family planning

Percent distribution of couples by approval of family planning, according to age diffetence between spouses and

selected background characieristics, Bangladesh 1993-94

Wife Husband

approves, approves, Percent  Number

Background Both Both husband wife who of
characteristic approve disapprove doesn't doesn’t  Missing Total agree couples
Age difference

Wife older (84.2) (0.0} (10.5) (5.3} 0.0 100.0 (84.2) 44

0-4 90.2 0.8 5.5 3.5 0.0 100.0 91.0 473

5-9 89.7 1.7 5.8 2.6 03 100.0 91.4 1338

10-14 89.0 0.8 5.7 42 0.3 100.0 89.8 938

15+ 84.3 33 1.5 4.1 0.8 100.0 87.6 534
Residence

Urban 94.7 0.1 3.2 1.4 0.7 100.0 94.8 384

Rural 8.8 1.7 64 3.7 0.3 100.0 89.6 2943
Division

Barisal 92.8 14 2.9 29 0.0 100.0 94.2 209

Chittagong 79.3 4.3 9.9 6.2 0.2 100.0 83.6 757

Dhaka 89.9 0.8 5.7 3.2 0.3 100.0 90.7 1042

Khulna 90.1 0.9 6.3 2.2 0.5 100.0 91.0 447

Rajshahi 93.5 0.3 3.7 21 0.4 100.0 93.8 872
Couple’s education

Both none 93.9 0.7 3.5 1.8 0.1 100.0 94.7 1078

Wife some/husband none 89.2 1.9 5.8 2.3 0.8 100.0 91.1 292

Husbend some/wife none 835.7 1.3 1.7 4.5 0.7 100.0 87.0 845

Both some 85.6 2.4 7.4 45 0.1 100.0 88.0 1113
Total 88.6 1.5 6.1 34 0.3 100.0 90.2 3327

Note: Figures in parentheses are based on 25 to 49 cases.

Table 9.7 Spouses’ perceptions of approval of family planning
Percent distribution of couples by husband's and wife's attitude towards family
planning, according to their spouse’s perception of their attitude, Bangladesh 1993-94
Husband Number
Wife's of
perception Approves Disapproves Unsure Total couples
Believes approves 95.2 4.7 0.1 100.0 2788
Believes disapproves 69.8 29.5 0.7 100.0 343
Doesn’t know 89.1 10.9 0.0 100.0 196
Total 92.2 7.6 0.2 100.0 3327
Wife Number
Husband’s of
perception Approves Disapproves Unsure Total couples
Believes approves 96.5 33 0.2 100.0 2879
Believes disapproves 18.4 21.6 0.C 100.0 189
Doesn’t know 88.2 11.8 0.0 100.0 259
Total 94.8 5.0 0.2 100.0 3327
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The data indicate that when husbands and wives report that their spouses approve of family planning,
they are generally accurate. Forexample, in 95 percent of cases in which wives reported that their husbands
approved of family planning, the husbands also said they approved. Similarly, in 97 percent of the couples
in which the husband said his wife approved of family planning, she also said she approved. However, when
husbands and wives report that their spouses disapprove of family planning, in 70 to 80 percent of cases, the
opposite is true, that is, the spouse actually approves of family planning. Caution should be used in drawing
a conclusion from these data that there is a considerable lack of communication between spouses about
attitudes towards family planning. It is likely that at least some respondents report more favorable attitudes
towards family planning than they in fact hold, perhaps in an attempt to please the interviewer or Lo appear
more sophisticated.

9.4 Fertility Preferences

Husbands who werc interviewed in the 1993-54 BDHS were asked the same questions about fertility
preferences that were asked of women. Table 9.8 shows the percent distribution of husbands by whether they
would like to have another child and when, according to age group. The data are similar to those reported
for currently marricd women in general (see Table 6.2). For example, the proportion who want no more
children is very close to that of married women (51 vs. 48 percent, respectively) as are the proportions who
want to have another child sorme time (33 vs. 37 percent, respectively). As with women, younger husbands
are more likely to want another child, while older husbands are more likely to want no more children or to
be sterilized.

Table 9.8 Feriility preferences of husbands by age
Percent distribution of husbands by desire for more children, according 1o age, Bangladesh 1993-94

. Current age
Desire for
children 20-24 25-29 3034 3539 4044 4549 50-54 55-59 60+ Total
Have another within 2 years 29.5 24.5 17.4 10.5 4.5 6.4 2.1 23 2.0 12.0
Have another after 2 years  54.4 432 26.2 13.8 6.3 2.7 0.3 0.2 0.0 17.8
Have another/fundecided when 4.4 3.6 6.2 35 3.4 2.0 0.7 0.0 0.6 3.3
Undecided/Don’t know 0.6 4.1 31 2.9 32 1.9 38 22 1.2 2.9
Want no more 111 233 407 599 669 643 66.2 629 65.5 50.5
Sterilized 0.0 1.1 6.5 9.1 4.8 18.8 17.37 18.7 20.0 10.6
Wife declared infecund 0.0 0.0 0.0 03 0.8 3.6 9.1 13.7 10.7 29
Missing 0.0 0. 0.0 0.0 0.0 03 0.0 0.0 0.0 0.1
Total 100.0 100.0 1000 100.0 1000 100.0 1000 100.0 100.0 100.0
Number 165 463 648 564 405 329 278 240 173 328
Note: There were too few husbands age 15-19 to show Lhe data.

1t is also possible to compare the ferility preferences of husbands and wives. Tabic 9.9 shows the
percent distribution of couples by desire for more children, according to the number of living children each
pariner has. Overall, there is a high degree of agreement betwecn spouses. Forexample, in 26 percent of the
couples, both spouses want more children, while in 41 percent, both want no more children (Figure 9.1). The
proportion of couples in which the husband wants more children and the wife does not (6 percent) is the same
as the proportion in which the wife wants more and the husband does not (6 percent). 1n 21 percent of the
couples, one or both of the spouses is undecided about whether they want to have more children.
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Table 9.3 Desire for more children among couples by number of living children

Percent distribution of couples by desire for more children, according to number of living children, Bangladesh 1993-94

Husband Wife

Husband wants wants
wants more, more, Both
Both more, wife husband want One Number
Number of want wife does does no or both of
living children more infecund not not more missing Other Total couples
Wile
0 87.8 0.4 0.8 38 0.4 0.4 6.4 100.0 337
1 69.2 0.0 8.4 69 5.6 0.0 9.8 100.0 558
2 20.3 0.0 10.1 10.4 41.1 0.0 18.1 100.0 678
3 7.5 0.0 7.3 6.7 55.3 0.4 22.8 100.6 601
4 2.1 0.0 4.7 34 61.2 0.2 28.5 100.0 420
5+ 0.3 0.2 24 1.4 64.8 0.0 30.8 100.0 733
Husband
0 93.7 0.5 1.1 0.6 0.0 0.9 13 100.0 299
74.2 0.0 8.5 43 54 0.0 7.6 100.0 509
2 23.0 0.0 104 10.8 38.8 0.0 16.9 100.0 618
3 9.0 0.0 7.4 7.0 55.2 0.0 21.4 100.0 600
4 2.7 0.0 4.8 55 57.8 0.5 28.7 100.0 425
5+ 1.1 0.2 2.8 s 60.7 0.0 31.7 100.0 876
Total 26.3 0.1 6.0 5.6 414 0.1 20.5 100.0 3327
Figure 9.1
Percent Distribution of Couples
by Fertility Desires
Both Want No More 41%
Other* 21%
Wife Wants More 8%
Husband Wants More 6%
Both Want More 26%
* Husband ife sterilized, und ) f ti issi
usband or wife sterilized, undecided, or information missing BDHS 1903-94
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There is a high degree of agreement between spouses, regardless of the number of children the
husband or wife has. Of course, when the number of children is small, both spouses are likely to wanl more
children; as the nurmnber of children increases, both are likely to want no more children or to be undecided.
When there is disagreement, roughly equal proportions of husbands and wives want more children.

Table 9.10 shows the percent distribution of couples by the extent to which they agree on ideal
number of children, according to selected background characteristics. QOverall, almost half (45 percent) of
the couples report the same ideal number of children. Among 20 percent of the couples, the husband wants
more children than the wife, and among 22 percent of the couples, the wife wants more children than the
husband. This shows that there is a fair degree of agreement between husbands and wives on ideal number
of children. The data also show that husbands are not any more or less pronatalist than their wivcs.
Differentials according to background characteristics are not large, except that in Chittagong Division, one
or both of the spouses is more likely to give a non-numeric answer to the question on ideal family size. The
same is true among couples in which both have some education.

Table 9.10 Spouses’ agreement on ideal number of children
Percent distribution of couples by extent of agreement on ideal number of children, according te
selected background characteristics, Bangladesh 1993-94
Ideal Husband Wife
number wanis wanls
same for more more Non- Number

Background husband than than numeric of
characteristic and wife wife husband  response Total couples
Age difference

Wife older (45.8) (16.8)  (23.0) (14.4) 100.0 44

0-4 44.7 20.2 23.5 11.6 100.0 473

5.9 48.1 17.9 22.0 12.1 100.0 1338

10-14 43.9 20.0 21.7 144 100.0 938

15+ 39.6 23.8 18.8 17.7 100.0 534
Residence

Urban 55.2 15.9 20.5 84 100.0 384

Rural 43.7 20.2 21.8 14.3 100.0 2943
Dlvision

Barisal 45.1 22.2 229 9.8 100.0 209

Chittagong 30.2 18.9 24.2 26.7 100.0 157

Dhaka 46.1 19.5 232 n2 100.0 1042

Khulna 57.3 15.4 19.2 8.0 1600 447

Rajshahi 50.3 22,4 18.5 89 100.0 872
Couple’s education

Both none 54.6 17.1 21.2 7.1 100.0 1078

Wife some/husband none 42.8 24.6 19.0 13.6 100.0 292

Husband some/wife none 41.8 19.4 223 16.5 100.0 845

Both some 8.7 213 223 17.8 100.0 1113
Total 45.0 19.7 216 13.6 100.0 3327
Note: Figures in parentheses are based on 25 to 49 cases.
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CHAPTER 10

AVAILABILITY OF HEALTH AND FAMILY PLANNING SERVICES

As part of the Bangladesh DHS, a separate team of interviewers conducted a Service Availability
survey in each of the sample points selected for the larger survey. The Service Availability survey was
designed to elicit data on background characteristics of the selected sample points (e.g., distance to thana
headquarters, distance to schools, post office, etc.), as well as information about the types of family planning
services that are available either within or near the sample point. The main reason for conducting the Service
Availability survey was to be able to distinguish sample points covered by government family planning field
workers from those covered by field workers supported by non-govemmental organizations. This in tum
allows an assessment of the coverage of public versus private field worker programs.

The Service Availability survey utilized three questionnaires: one to collect general information about
the sample point, one for information from family planning field workers, and one for information from the
Family Welfare Visitors. Intervicwers first gathered a group of residents from the selected sample point and
conducted a group interview in order to complete the first questionnaire regarding the general description of
the sampled area. They then made a list of the family planning {ield workers who covered the area in or near
the BDHS sample point and selected three for individual interviews. In addition, theyinterviewed the Family
Welfare Visitors (FWVs) who worked in the union headquarters in which the BDHS sample point was
located. Questions for field workers and FW Vs included duration of employment, type of training received,
and workload.

10.1 Community Characteristics

Some community characteristics can be expected (o have an effect on family planning and health
service utilization. Such factors as distancc 10 schools, markets, post offices, and health and family planning
centers are ways of measuring development of this area.

Table 10.1 presents the distribution of ever-married women by distance to various types of schools
and services. Almost all women in Bangladesh (97 percent) live within a mile of a primary school and 71
percent live within a mile of a high school. Religious schools are also widespread in Bangladesh. Three-
quarters of women live within one mile of a weekly market, while about two-thirds live within a mile of a
post office or a daily market. About half of women live within one mile of a family welfare center, while
only 14 percent live as close to the much larger thana health complex. Overall, public services appearto be
widely available, with urban women living closer to most services than their rural counterparts.

Table 10.2 shows the availability of various income-generating organizations such as mothers clubs,
the Grameen Bank, and cettage industries. The availability of these income-generaling programs may
influence women's reproductive behavior. The data indicate that more than half of ever-married women in
Bangladesh live in communities that have mothers clubs, whereas only about one in seven women live in
communities with cooperative societies or Grameen Bank programs. Very few women live in areas with
cottage industrics or other income-generating activitics. Finally, about 8 percent of women have access to
television in their communities. Mothers ¢clubs and Grameen Bank programs are less available to urban than
to rural women; television sets are, howevcr, more accessible to urban women.
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Table 10.1 Distance to public services

Percent distribution of ever-married women age 10-49 by distance to selecied public

services, according to urban-rural residence, Bangladesh 1993-94

Number of miles

to public service Missing/

Type of Don't

facility 0-1 24 5+ know Total

Urban arcas
Religious school 96.4 1.2 24 0.0 100.0
Primary school 100.0 0.0 0.0 0.0 100.0
High school 98.0 20 0.0 0.0 100.0
Post office 88.1 89 3.0 0.0 100.0
Daily market 97.0 20 1.0 0.0 100.0
Weekly market 80.5 11.2 8.3 0.0 100.0
Cinema hall 819 18.1 0.0 0.0 100.0
Family welfare center 85.1 11.1 2.1 1.7 100.0
Thana health complex 352 228 129 29.1 100.0

Rural areas
Religious school 86.1 124 1.0 0.5 100.0
Primary school 97.1 2.4 0.0 0.5 100.0
High school 66.9 31 0.7 0.5 100.0
Post office 65.6 314 2.5 0.5 100.0
Daily market 61.9 310 6.6 0.5 100.0
Weekly market 75.8 23.8 0.4 0.0 100.0
Cinema hall 12.7 35.6 51.8 0.0 100.0
Family welfare center 46.7 459 6.6 0.8 100.0
Thana health complex 10.7 349 51.2 3.1 100.0

Total
Religious school 8§73 11.1 1.2 0.4 100.0
Primary school 97.4 2.1 0.0 0.4 100.0
High school 70.5 2835 0.6 0.4 100.0
Post office 68.2 28.8 2.6 0.4 100.0
Draily market 65.9 27.7 5.9 0.4 100.0
Weckly market 76.4 223 1.3 0.0 100.0
Cinema hall 20.6 336 45.8 0.0 100.0
Family welfare center 51.1 419 6.1 0.9 100.0
Thana health complex 13.5 335 46.8 6.1 100.0

cluster

Table 10.2 Presence of income-generating organizations in

Percentage of ever-married women age 10-49 by presence of
specific income-generating organizations in their communities,
and access to lelevision, Bangladesh 1993-94

Residence
Organization Urban  Rural  Total
Mothers club 372 53.2 51.4
Grameen Bank 2.1 159 14.4
BsCIC! 10.6 0.0 1.2
Co-operalive sociely 17.4 15.1 153
NGQ income-generating activity 5.0 KR 39
Access to television set 27.6 57 8.2

'Bangladesh Smali Cottage Industry Corporation
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Table 10.3 provides information on the presence of health and family planning field workers and their
services, based on reports from community informants. Health and family planning services are available
to the majority of women in Bangladesh; 97 percent of ever-married women live in a cluster that has a family
planning ficld worker, 79 percent live in an area covered by a satellite clinic and 89 percent of women live
in communities covered by health workers.

Table 10.3 Presence of health and family planning field workers and services in the community

Percent of ever-married women age 10-49 living in communities covered by family planning (FP) field workers,
satellite clinics, and health workers, according to division and urban-rural residence, Bangladesh 1993-94

Field Division Residence
workers/
Services Barisal Chittagong Dhaka Khulna Rajshahi  Urban Rural Total

Famlly planning fleld
worker in community g97.5 93.9 96.8 100.0 100.0 95.6 97.5 97.3

Of those with FP fleld worker
in coramunity, percent with
worker who provides:

FP information 100.0 96.6 97.0 96.1 100.0 95.6 98.0 97.7
FP methods 100.0 98.1 98.5 956.1 100.0 95.9 98.9 98.5
Help ai satellite clinic 78.5 72.3 586 89.2 74.3 399 75.2 71.2
Take women 1o clinic 72.2 70.3 76.5 84.3 91.9 57.5 823 79.5
Take children for immunization 73.7 53.1 599 85.1 699 55.1 66.1 64 .8
Vitamin A capsules 61.7 51.8 38.9 70.9 48.2 52.7 49.7 50.1
Mean years of FP field workers 13.8 9.7 12.4 15.2 13.6 11.3 12.6 12.5

Satellite clinic in community 89.8 78.2 73.4 93.1 75.5 493 82.5 78.7

Of those with satellite clinlc,
percent with clinic:

0-1 miles N4 94.0 90.3 100.0 92.9 93.6 934 93.4
2-4 miles 0.0 2.0 0.0 0.0 2.7 2.0 1.1 b1
Don’t know/missing 1.6 4.0 9.7 0.0 4.4 4.4 5.5 54

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Of those with satellite clinic,

percent with clinic supplylng:
Pill 83.0 77.1 739 84.8 83.5 77.8 793 79.2
Condom 61.8 59.3 519 56.7 65.8 50.1 59.1 58.5
IUD 24 29.3 358 35.0 40.1 12.4 372 354
FP injection 81.1 55.8 523 76.8 64.6 38.2 63.6 61.8
Immunizations 7.2 56.6 65.4 70.5 533 62.9 61.8 61.9
ORS packets 420 25.1 11.6 359 322 18.0 26.4 25.8
Vitamin A capsules 88.8 40.3 342 55.5 55.0 50.8 47.5 47.7
Weighing children 7.4 4.4 10.2 12.9 10.9 9.8 9.0 9.1
Checking pregnant women 29.3 433 38.2 60.7 51.0 37.7 45.8 45.2

Health worker in community 90.0 90.7 81.2 96.0 933 63.9 923 89.0

Of thase with health worker
in communlity, percent
who provide:

Health information 2.0 93.2 89.5 97.0 95.0 86.6 93.0 92.4
Immunizations 100,0 100.0 96.8 100.0 100.0 89.2 100.0 99.1
ORS packets .7 73.6 69.1 71.5 81.2 36.4 71.8 74.4
Vitamin A capsules 95.8 86.9 84.8 92.2 96.7 79.6 91.0 90.1
Number of women 606 2527 2963 1218 2326 1108 8532 9640
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All but a tiny fraction of family planning field workers provide contraceptive supplies and
counselling, while for seven out of ten women living in communities with family planning field workers, the
workers assist with satellitc clinics and for cight out of ten, the workers accompany women to the clinics for
services. However, family planning field workers have amore limited role in providing health services; only
two-thirds of ever-married women live in communities in which family planning field workers take children
to health clinics for immunization and only half live in places where ficld workers distibute vitamin A
capsules for children.

Among women who live in communities with satellite clinics, most live within 1 mile of the clinic.
Among women for whom a clinic is available, 79 percent live in communities with clinics that provide the
pill, 59 percent have clinics that distribute condoms and only 35 percent live near clinics that insert 1UDs.
Among ever-married women living in communities with health workers, almost all of the health workers
provide immunizations and about 90 percent provide health information and distribute vitamin A capsules.
Although there are regional differences in the availability of health and family planning services, it appears
that, overall, the population of Bangladesh is very well served.

One of the major reasons for implementing the study on availability of services was to identify the
proportion of couples who are covered by family planning field workers provided by government versus non-
governmental organizations (NGOs). Data in Table 10.4 indicate that government field workers predominate.
Eighty-two percent of ever-married wornen in Bangladesh live in communities in which only a government
field worker operates, while 4 percent live in communities with only a NGO field worker and 14 percent live
in communities with both government and NGO field workers. This means that 96 percent of women live
in areas covered by government field workers, while 18 percent live in areas covered by NGO field workers.
Differentials in this pattemn by division are small; however, NGO field workers tend to be more prevalent in
urban arcas. Almost 60 percent of ever-married women in urban areas live in places covered by an NGO field
worker and 68 percent in areas with govemment field workers,

Table 10.4 Presence of povernment and non-governmental family planning licld workers

Percent distribution of ever-married women age 10-49 by presence of family planning field worker supported by
government, non-government organizations (NGQ), both, or neither, according to division and urban-rural residence,
Bangladesh 1993-94

Division Residence

Type of

field worker Barisal Chittagong Dhaka  Khulna Rajshahi  Urban Rural Total
Government field worker only 8.7 84.1 81.5 87.0 77.0 40.6 86.9 8l.6
NGO field worker only 5.8 55 34 4.1 2.1 32.1 0.2 39
Both government and NGO workers 12,9 10,4 15.1 89 20.9 273 12.7 14.3
No field worker 2.5 0.0 0.0 0.0 0.0 0.0 0.2 0.2
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 606 2527 2963 1218 2326 1108 8532 9640
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CHAPTER 11

IMPLICATIONS FOR POLICY AND STRATEGIES

Kim Streatfield
S. Jahangeer Haider
S.R. Chowdhury

The most important finding from the 1993-94 Bangladesh Demographic and Health Survey (BDHS)
is undoubtedly the continuation, indeed acceleration, of fertility decline. Fertility has been virtually halved
over the past two decades, a fall equal to three-quarters of the decline needed to achieve replacement level
fertility. Anention must now be given to whether conditions are conducive to further declines in fertility. In
the present context, there has been little change in a number of factors which can affect fertility, namely
marriage patterns, breastfeeding, and abortion; the driving force behind the decline in fertility has been the
rapid rise in use of family planning, in particular temporary modemn methods.

Inthis chapter selected findings from the BDHS will be reviewed on the prospects for further fertility
decline, especially trends in the desired number of children, or ideal family size. This in tum influences the
level of unmet need for family planning. The potential to satisfy this unmet need depends, among other
things, on the extent and quality of family planning services. The BDHS findings indicate where these
service issues may be addressed and improved.

The desired number of children implicitly relates to numbers of surviving children and so tends to
be sensitive (0 the level of child survival. The BDHS indicates recent improvement in child survival, but
primarily in the neonatal period. This will be discussed in the light of persistent low levels of all safe
motherhood indicators, except for tetanus toxoid itmmunization of pregnant women.

This chapter then, examines whether current policies that influence fertility and matemal and child
health require modification, or whether new national or subnational policies and strategies are required in
order to achieve the national population goals.

11.1 Fertility

While fertility has fallen dramatically, a variety of measures suggest that Bangladeshi couples want
to reduce their fertility still further. The vast majority now regard the ideal family size as two or three
children, with a mean of 2.5 (see Table 6.5). A notable change that has occurred over recent years is the
growing proportion of women (more than one in three) who state that they want fewer children than they
already have. In fact, if couples could control their fertitity such that they gave birth only to "wanted"
children, the total fertility rate would now be 2.1 rather than 3.4 (see Table 6.8). The national goal is 2.1
children per woman, which is replacement level fertility (GB, 1994:6).

The faet that ideal family size varies little among subgroups is encouraging. Even for women with
six or more children, ideal family size does not excecd 3.0 (see Table 6.8). Predictably, women with
secondary education want fewer children (2.2), but even illiterate couples desire smaller families (2.6).

In attempting to understand and predict fertility change, there are a number of behaviors affecting

childbearing that are amenable to policy. These include marriage pattems, breastfeeding and supplementation
(which affect birth intervals), and the use of contraception and induced abortion to space or limit births.
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Marriage

A review of the role of these factors in fertility decling in Bangladesh suggests that marriage patterns
have not changed to an extent that would noticeably reduce fertility. While age at marriage among women
has risen by about one year over the past decade (see Table 5.4), age at first birth has changed less, about half
a year (see Table 3.12). This is possibly because in the past more girls were marrying very young, at which
age their ability to bear children (fecundity) was not fully developed. Thus, the impact of the marriage delay
on fertility is dampened. So, the situation persists that more than half of Bangladeshi girls have married and
produced their first child while still teenagers. Indeed, by age 20, one in four has already had a second child.

In regard to possible policy interventions, there is little historical evidence that legislation of age of
marriage has been effective in delaying early mamriage, but there are other avenues such as the provision of
opportunities for education and employment outside the home for young women that are likely to result in
dclayed marriage. More important is the nced to extend the interval between marriage and first birth, thus
delaying the timing of the first birth. This suggests the need for a more concerted family planning effort
focused on newly married couples.

Breastfeeding

Breastfeeding patterns have not changed in ways which would contribute to fertility decline. Indeed,
the proportions of children being partially or fully breastfed have remained remarkably stable over recent
decades, and the durations continue t0 be among the longest anywhere. Experience elsewhere, however,
suggests that as socicties become more modem and urban, and as women become more involved in wage
employment, supplementation is increasingly common and the effect of breastfeeding on the delay of the
retum of fecundity after childbirth (i.e., on postpartum amenorrhea) is seriously reduced. There is some
evidence that this is beginning to happen in Bangladesh (Salway et al., 1993).

The area in which policy may be required then, is not encouraging initiation of breastfeeding, or
reinforcing the lengthy duration of breastfeeding, but in minimizing the proportion of infants being
supplemented too early. Currently, less than one-third of children are exclusively breastfed until the WHO
recommended age of 4-6 months (scc Table 8.13). While very few are given solid or mushy foods until after
this age, far 100 many newbom infants are being given infant formula, or other types of supplementary milk
and liquids (see Table 8.14). Appropriate policy would be to discourage early formula feeding.

Abortion

As a theoretical determinant of fertility, abortion was not measured in the BDHS; however, a brief
review is presented here. Menstrual regulation services have expanded in recent years. The Government
reporting system indicates that official numbers of menstreal regulations rose from several thousand in 1979
to 100,0001in 1993 (BAPS A, 1993). Ifthe undocumented estimate of 500,000 or more abortions (official plus
unofficial) is correct, then this practice could be reducing the total fertility rate by as much as 0.5 children
per woman.

This review of marriage, breastfeeding, and abortion suggests that changes in these factors have not

played akey role in the fertility decline. Instcad, the rapidly increasing level of contraceptive use is the most
important factor influencing the decline of fertility in Bangladesh.
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Contraception

The past decade has seen a doubling in use of family planning, but this increase has not occurred
uniformly for all methods. The dramatic increase in contraceptive use in Bangladesh has been largely the
result of increased use of the pill, and recently, injectables (see Table 4.7).

Asg fertility in Bangladesh approaches replacement level, the majority of women (six of every seven)
will have completed childbearing by the age of 30 years. These women will then be faced with 15 to 20
fertile years during which they will need contraceptive protection. Such a long reliance on spacing methods
such as hormonal contraceptives, will be both ¢xpensive and inefficient, A permanent method such as
sterilization would be a much more desirable alternative for many couples.

It is of concern that the findings from the BDHS indicate that permanent methods, i.e., female and
male sterilization, and long-term temporary methods such as the IUD, have stagnated relative to other
methods. This pattern of decreasing reliance on sterilization, from almost two- fifths of users a decade ago,
to only one-fifth in 1993-94, may be partially a result of the stopping of recruiter incentives in the late 1980s.
It also suggests that the decreased emphasis on sterilization at the national level, as reflected by the reduced
targets set in the Five Year Plan—a target for 1993 of 35 percent of current users to be sterilization clients,
down from 43 percent in 1989—and the greatly reduced IEC activity regarding sterilization may have caused
adecline in acceptance of this method. A word of caution should be raised by the observation that one in six
sterilization acceptors stated that they regretted having had the operation (see Table 4.21), primarily because
they wanted another child (though three out of four had at 1¢ast three living children). Nationwide, this could
amount to as many as 400,000 dissatisfied clients, and emphasizes the need for pre-operation counselling that
clearly explains the permanent nature of the method.

The prospects for increased use of sterilization are slight unless major changes occur. Inthe BDHS,
when women not currently using any contraceptive method but who intend to adopt a method in the future
were asked which method they would choose, not one mentioned male sterilization (scc Tablc 4.27), and only
3 percent specified female sterilization (down from 12 percent a decade ago). By far and away the most
popular future choices were the hormonal methods, pills for half the couples, and injectables for one in five
couples. This may of course be a function of which methods are most heavily and effectively promoted by
the family planning program. For example, when female sterilization was actively promoted in the early and
mid- 1980s, the annual number of acceptors was five times greater than in recent years. This was also the
case for male sterilization,

For the long-term success and sustainability of the family planning program, a greater role for
permanent or long-acting methods, especially sterilization, is desirable, If incentives of the type uscd
previously are no longer acceptable, some other approach to promoting these methods must be found. There
are a small number of organizations that provide high-quality training and education interventions on
sterilization and the IUD. Possibly, this type of training for clinic staff could be expanded through cooperation
with the private sector. Also, training is urgently needed for private doctors, so they can deliver the full range
of family planning services.

Although this discussion has focused on modern methods, traditional methods are also widely used
and consistently account for one in five users (see Table 4.7). An unexpected finding from the BDHS was
that use of traditional methods is more prevalent among educated women, sometimes supplementing use of
modern methods. More research is required on use of traditional methods, and whether some women are
using them because of dissatisfaction with modem methods, as suggested in Table 4.13. Such researchmight
reveal important programmatic interventions that could increase the effectiveness of traditional methods from
the current low levels (see Table 4.23 and 4.24).
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Unmet Need for Family Planning

The findings of the BDHS suggest that fertility will probably continue to decline in the future as it
hasinthe recent past. However, anumber of countries have experienced "plateauing” of contraceptive preva-
lence rates at various stages of development. One indicator that can throw light on whether contraceptive use
in Bangladesh will continue to rise or not is the measure of unmet need' for family planning,

The estimate of 19 percent unmet need from the BDHS (see Table 6.4), combined with the current
level of contraceptive use or met need, of 45 percent suggests that, theoretically, close to two-thirds of couples
would use family planning if services were available. This would produce a total fertility rate of around 2.9,
which is still well above the Government’s replacement-level fertility goal. However, unmet need is not an
absolute value; it changes over time as desired family size decreases and there is greater awareness of the
value of spacing births.

With existing contraceptive protection being primarily in the form of short-term methods, the
challenge for program administrators is to incrcase demand for long-acting temporary methods, and
permanent methods, with greater efforts directed to the mass media to create positive images. While there
are reasons to be cautious about the ethical aspects of financial incentives, it is possible to promote
sterilization and the 1UD by ensuring the provision of high-quality services. This should decrease the
reluctance of field workers (o refer potentiaf clients for these services.

An often neglected aspect of unmet need is women who previously used contraception but have
subsequently stopped. InBangladesh. this has consistently been almost one-third of ever-users. While there
may be numerous reasons for discontinuing, there is clear evidence that dissatisfaction with methods,
primarily due to side effects, is by far the major reason. This reason accounts for two of five discontinuers
of pills and condoms, and three of five in the case of the IUD and injectables (see Table 4.24). Among
current users, one-third of pill users and almost half of injectable users complain of side effects.

These findings imply that there is a need for increased frequency of contact between service providers
and clients to provide counselling and support. Recently, there has been considerable discussion about the
most effective and sustainable ways to achieve this end. One option is "doorstep” delivery of supplies
through regular household visits by field workers. A lower costand less time consuming approach is through
outreach or satellite clinics, which provide an intermediate link between the formal site such as the family
wellare center, and the client. These outreach centers should be well equipped to handle side effects of
methods.

There is also a need to educate clients about the management of side effects through the mass media,
and through ensuring that fiecld workers are well trained in this type of counselling. Routine follow up of
clients, and encouragement of interaction between satisfied users and potential new clients, may reduce the
excessively high discontinuation rates due 1o side ¢ffects.

! Unmet need refers to women who are currently married and who say either that they do not want any more children
or that they wanl to wait two or more years before having another child, but are not using contraception.

136



11.2 Family Planning Services Issues
Household Visitation by Field Workers

Field workers are a key component in the family planning program service delivery system. Their
direct contact with clients through household visitation remains a key strategy in the program’s educational
and motivational efforts. The BDHS data show that despite impressive coverage by family planning ficld
workers, the household visitation rate remains low. In 1993-94, only 38 percent of currently married women
said they had been visited by a family planning field worker during the previous six months (see Table 4.30).
It should be noted that visits to the houschold may underestimate the actual frequency of contact between
field workers and couples.

The pattemns of visits according to characteristics of the women are asexpected. Very young women,
old women without children, women in Chittagong Division, and sterilized couples, are all less likely to be
visited. It is of concern that only one in four couples who were not currently using any method of contra-
ception were visited. Clearly, this group must be reached if use of contraception is to increase (urther.

Despite the small proportion of households visited, it is encouraging that among those visited, the
mean number of visits during the preceding six months was 3.0, indicating that the normal bimonthly
visitation schedule was being followed in these cases (see Table 4.30). Questions may be asked about why
such frequent visils are made 1o sterilization acceptors, and what supplies are provided to current users of
traditional methods, but overall the pattern is satisfactory.

Currently married women who were visited by a ficld worker had a contraceptive prevalence rate
almost double that of those who were not visited by a field worker. This pattern has also been observed in
otherstudies; however, it cannot be assumed that such visits necessarily cause the higher rate of contraceptive
use. There may be a sclection bias by the field workers to avoid determined nonusers, and to favor visiting
likely users.

Consideration should be given to a review of just how realistic the targets are for field worker
visitation. Currcntly, field workers are supposed to visit 20 households a day, or to complete the visitation
cycle in two month's time. It is nccessary to determine the optimum number of households a field worker
can visit daily, as well as the length of the visitation cycle based on the current workload. If the present force
of field workers cannot be increased, or currcnt workloads reduced, alternative approaches should be
developed. Current pilot approaches such as satellite clinics, the Depotholder Program, the block system of
visitation, or the cluster mode of visitation need to be properly evaluated to determine which aspects are most
conducive to increascd clicnt contact. In many cases, nonusers decline to use family planning due to mattcrs
which could be effectively addressed by IEC. For example, about half of nonusers under 30 ycars (and onc
in four, overall) gave rcasons for nonuse related to health concerns or knowledge issues that could be due to
inadequate information (sce Table 4.24).

National planning must focus not only on providing services for around 12 million current
contraceptive users, but must also anticipate a doubling of that number within a decade if the Government's
contraceplive prevalence goals are 0 be approached in the context of the large and rapidly increasing number
of eligible couples. There can be no doubt that the private sector will need to take a greater role in provision
of services.
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Family Planning Outreach/Satellite Clinics

The Satellite clinic approach is considered by many to be the most important FP/MCH service
delivery strategy. However, the BDHS data show that family planning accounts only for 11 percent of
services reported by women attending the satellite clinics (see Table 4.31). Immunization and child care
services constitute the bulk of the services provided. What is not clear is whether women who go to the
satcllite clinics arc not aware that family planning services are available and, if they are aware, whether they
chose to obtain those family planning services elsewhere {(¢.g., from field workers).

Injectables have been available to a limited extent for a decade, but, since 1990, have become more
popular than the IUD, condoms, and male sterilization. While one-third of injectable users obtain their
supplics from Family Welfare Assistants, and almost the same proportion from Family Welfare Centers,
satellite clinics are now supplying injectables to about one in eight users (see Table 4.22), a proportion which
will probably continue 1o rise.

Thus, it appcars that the mix of services provided by the satellite clinics has favored matemal and
child health scrvices, especially immunization, where they have played an important and effective role. In
the future, it is highly desirable that the package of services should have a more balanced mix of family
planning, matcrnal and child health, and primary health care services, and the relevant staff should be oriented
to optimize utilization of this strategy. If satellite clinics are to play as important a role in family planning
service delivery as they do in the Expanded Programme on Immunization (EPI), there would be much to gain
from an IEC campaign to highlight and promote the range of services offered by the clinics.

Geographic Differences in Family Planning

Although actual levels of family planning use in all divisions have more than doubled over the past
decade, the contraceptive prevalence rate in Chittagong Division has persistently lagged behind, at two-thirds
the national level, and just half that ol Rajshahi Division.

While cultural variables not measured in the BDHS may well have a role, the socioeconomic and
demographic characteristics of individual couples in Chittagong Division do not explain the low level of
contraceptive use. One possible factor is the low field worker visitalion rate in Chittagong Division during
the six months preceding the survey (29 percent versus 38 percent nationwide) (sce Table 4.30). It would
be useflul to review the ratio of field workers to eligible couples in areas with difficult terrain such as is found
in Chittagong Division. Rather than sclecting on the basis of a fixed ratio per union, some factor could be
considered which would take into account the difficulty of travelling in hilly or remote arcas, and arcas
flooded in the monsoon season,

Background information suggests that limited female mobility is another [lactor suppressing
contraceptive use in Chittagong Division, and that this may be exacerbated by insufficient ficld worker
contact. There is some support for this view in the relatively low proportion of women who have visited a
satellite clinic in their community (see Table 4.31). Among those who have, the purpose has mainly been to
obtain EPI scrvices rather than family planning services. This observation is consistent with the limited use
of family planning observed in Chittagong Division, compared with the country as a whole, in which the
delicit can be accounted for by methods provided by field workers (pills, condoms), and less so by female
sterilization,
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The conservative nature of society in Chittagong Division is hinted at by the smaller proportion of
respondents who report that they shared family planning decisions with their husbands (see Table 4.11); the
smaller proportion who found family planning messages acceptable; and the substantially smaller proporion
of both husbands and wives who approve of family planning.

11.3 Maternal and Child Health

The crucial issue of effective contact and support of family planning clients is also relevant to the
delivery of matemal and child health services., The BDHS has provided data on a number of issues which
suggest the need for policy changes. A discussion of specific interventions will be preceded by a bricf review
of infant and child mortality.

The data on both infant and child monality point to an encouraging decline. The most recent infant
monrtality rate (87 deaths per 1,000 live births) is one-fifth lower than the level five years earlier, and the child
mortality figure (the probability, not the rate) is down some 15 percent at 50 deaths per 1,000 children aged
one year (see Table 7.1).

All of the recent decline in infant mortality rate has occurred in the neonatal period (the first month).
This is consistent with the widespread increase in tetanus toxoid immunization among pregnant women,
which appears to be reducing neonatal deaths due 10 tetanus. In suppor, data from Matlab show a dramatic
fall in neonatal deaths caused by tetanus.*> As will be discussed below, there have been disappointingly few
improvements in other aspects of antenatal care or delivery care which might account for such a fall by
reduction in birth related causes.

The fact that the infant mortality rate is 27 percent higher in rural areas than in urban arcas highlights
the inadequacy of rural health services (Table 7.3). Compared with urban women, rural women: have greatly
reduced use of high quality antenatal care (Table 8.1); are less likely to receive two or more doses of tetanus
toxoid (Table 8.3); and are much less likely to deliver in a health facility (Table 8.4), or to be attended at
delivery by trained medical personnel (Table 8.5).

The specific areas where improvements are niecessary in order to further reduce both child mortality
and matemal moriality are antenatal care, assistance at delivery, infant feeding, and immunization.

The BDHS data indicate that almost three-quarters of mothers who gave binh to a child in the three
years before the survey received no antenatal care during pregnancy, and only one in twenty had more than
three antenatal visits, the median number being 2.7 visits per pregnancy (see Table 8.2).

While the real challenge is to ensure that all pregnant women receive at least basic antenatal care, it
might avoid somc confusion if national standards wcre set for antenatal carc in respect to the scheduling of
visits, and the content of visits. At present, there is wide variation in the type and level of antenatal care
services, especially regarding the recommended number of antenatal care visits. The Family Planning
Directorate has set a target of 3 visits; however, the antenatal card now in use has provision for up to 12 visits

per pregnancy.

Risk factors and danger signs in pregnant women should be carefully evaluated by properly trained
and competent providers. Referral for, and treatment of their conditions at a higher level medical facility

% Matlab data on neonalal tetanus are from Demographic Surveillance System-Matlab. Scicntific Report No. 63
(published October 1985 for the period 1975-81) through No. 74 (published August 1994 for the year 1991), Dhaka:
Intcrnatioral Centre for Diarrhoeal Discase Research, Bangladcsh.
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should be organized on a priority basis. Matemal and child health performance reporting should also
highlight indicators for such conditions, the absence of which s inhibiting the improvement of MCH services
in general.

A similarly unsatisfactory situation holds for child birth. The BDHS data show that even in the
1990s, virtually all births (96 percent) take place at home (see Table 8.4). Six of every ten births arc assisted
by traditional birth attendants (trained or untrained), but less than one in ten by medically traincd personncl
{(see Table 8.5). Although the proportion of dcliveries attended by traditional birth attendants (TBAs) has
been increasing, it is still below the Government’s goal of 60 percent by trained TBAs. Thus, cfforts should
be made to further increase the delivery of births by trained personnel—at least by paramedics or trained
TBAs,

In the earlier discussion of breastfeeding, mention was made of the undesirably early introduction
of supplementary liquids in the first few months of breastfeeding (section 11.2). It is somewhal surprising
then that even by the first birthday less than half of all children are being fed any solid or mushy food (see
Table 8.14). This implies sevcre undemutrition among infants in Bangladesh. Promotion of additional
feedings for growing babies within existing available resources should be emphasized by matemal and child
health programs, Provision of feeding scrvices in Family Welfare Centers, Mother and Child Welfare
Ceniers, or the Maternal and Child Health Units of the Thana Health Complexes should be explored, if
necessary, with assistance from UNICEF, the Vulnerable Group Feeding Project, or other international
agencies. The Matlab expericnce of providing feeding services should be examined for possible replications.

The final area of interest is much more positive. The Govemnment's immunization program, the
Expanded Programme on Immunization (EPI), made dramatic strides in the late 1980s, Until 1987, less than
one in ten children was fully immunized, but within six years, UNICEF data (1995) indicated that about
three-quarters of one-year-old children were fully protected. The BDHS data do not fully support this claim,
indicating that slightly less than half of children were immunized by their first birthday (see Table 8.6). If
children aged between the first and second birthday are considered, then the proportion protected increases
10 three in five, closer to the UNICEF level. Some differences in coverage would be expected due to the
different survey mcthodologies used by the BDHS and UNICEF, however, what is most important is the
encouragingly high levels of coverage for all vaccines, which have been achicved in just a few years. There
is much to be leammed aboul health scrvice delivery in Bangladesh from the success of the immunization
program,

Immunization paticrns of concern to health professionals are the lower levels of full coverage among
girls; among large families; among less educated groups; and in rural areas. Although urban coverage is
expected to be higher than rural coverage and favor families in Dhaka, not quite half of children in Dhaka
Division were fully immunized, compared with three-quarters ormore in Barisal and Khulna Divisions. This
emphasizes the urgency of continuing to promote urban immunization programs, especially among floating
and slum populations, in which the prevalence of immunizable diseases such as tuberculosis is likely to be
relatively high.

Somewhat unexpectedly the Divisional pattern is not the same for women as for children. More
women receive tetanus toxoid vaccination in Dhaka Division than in all other divisions exccpt Khulna.
Presumably, this is a result of women in Dhaka being more likely to receive some antenatal care, particularly
from a doctor (see Table 8.1).
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11.4 Conclusion

In conclusion, it is apparent from the findings of the 1993-94 Bangladesh Demographic and Health
Survey that the demographic transition is proceeding rapidly in Bangladesh. To achieve replacement-level
fertility in the context of a large and growing population will require further refinements of the family
planning program, particularly in equipping family planning program outreach and clinic workers to respond
more effectively to problems users experience with their methods, which might result in discontinuation.
Staff training and facilities should be upgraded to ensure the provision of high-quality services, especially
for users of permanent and longer-term temporary family planning methods.

As improved child survival is an essential objective, both forhumanitarian reasons and as a precursor
to lower fertility, further efforts must be made to upgrade village level health facilities to enable provision
of adequate preventive and curative child health care. The persistent challenge of maternal and reproductive
morbidity and mortality requires more widespread knowledge of risk indicators at the individual and
community levels, in conjunction with a more effective referral system to deal with difficult births and other
reproductive health problems.

Finally, it should not be forgotten that demographic change is dependent not only on the factors
explored in the present study, but also on many aspects of social change not covered here. Broader
intersectoral approaches encouraging greater economic activity, decisionmaking power, and freedom of
movement for women, will undoubtedly accelerate the developments which are crucial to the future well
being of Bangladesh.
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Table A.1 Sample implementation

Percent distribution of households and eligible women in the DHS sample by resulis of the interviews
and household, eligible women, and overall response rates, according to division and urban-rural
residence, Bangladesh 1993-94

Division Residence
Result Barisa) Chittagong Dhaka Khulna Rajshahi Urban  Ruml Total
Selected houscholds
Completed (C) 95.7 94.0 936 95.6 95.9 92.0 95.3 94,8
Houschold present but
no compelent respondent
at home (HP) 0.2 0.8 0.5 0.2 0.6 0.7 0.5 0.5
Refused (R) 0.0 03 0.1 0.0 0.0 0.1 0.1 0.1
Dwelling not found (DNF) 0.2 0.3 0.4 0.1 0.1 0.8 0.1 0.2
Household absent (HA) 0.8 1.9 0.8 1.5 1.1 1.8 1.1 1.2
Dwelling vacam (DV) 3 2.6 317 2.2 1.9 3.9 2, 2.7
Dwelling destroyed (DD) 0.0 0.2 0.3 0.3 0.3 04 0.2 0.3
Other (O) 0.0 0.0 0.6 0.1 0.1 0.2 0.2 0.2
Total percent 1000 1000 1000 1000 100.0 1000 100.0 100.0
Number 1035 1983 2875 1170 2618 1495 8186 9681
Houschold response
rate (HRR)' 99.6 986 989  99.7 992  98.2 99.3 99.1
Ellgible women
Completed (EWC) 97.6 9.7 96.9 98.0 97.3 97.1 974 97.4
Not at home (EWNH) 1.6 1.1 23 1.6 1.9 2.1 1.7 1.8
Postponed (EWP) 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Refused (EWR) 0.0 0.3 0.0 0.2 0.1 0.1 0.1 0.1
Partly completed (EWPC) 0.1 0.1 0.1 0.0 0.0 0.1 0.1 0.1
Incapacitated (EWI) 0.5 0.5 0.5 0.3 0.5 0.5 n.s 0s
Other (EWO) 0.2 0.2 0.1 0.0 0.1 0.1 0.1 0.1
Total percent 1000 1000 1000 1000 1000 100.0 1000 100.0
Number 1031 2049 2862 1285 2673 1510 8390 9900
Eligible woman response
rate (EWRR)? 97.6 97.7 96.9 98.0 97.3 97.1 97.4 97.4
Overall response
rate (ORR)’ 97.2 96.4 95.9 97.7 96.5 95.4 96.7 96.5
Eligible husbands
Completed (EHC) 374 81.1 86.4 83.5 853 34.9 84.7 84.8
Not at home (EHNH) 6.5 13.1 7.7 9.3 9.4 9.7 9.3 9.3
Postponed (EIIP) 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.0
Refused (EHIR) 0.0 0.4 0.0 0.2 01 02 0.1 0.1
Parly completed (EHPC) 0.0 03 0.3 0.0 0.2 0.0 0.2 0.2
Incapacitated (EII) 0.5 1.4 0.5 0.5 0.8 12 0.7 0.7
Other (EHO) 55 3.7 5.2 6.4 4.2 4.1 5.0 4.8
Total percent 1000 1000 1000 1000 1000 1000 1000 100.0
Number 382 725 1099 546 1122 589 3285 3874
Eligible husband response
rate (EHRR) 874 81.1 86.4 83.5 85.3 84.9 84.7 84.8

Nole: The houschold response rate is calculated for completed households as a proportion of completed, no
competent respondent, refused, and dwelling not found. The eligible woman and eligible husband response
rate is calculated for completed interviews as a proportion of completed, not at home, postponed, refused,
partially completed, incapacitated and "other.” The overall response rate is the product of the household and
woman response rales.

"WUsing the number of households falling into specific response categories, the household response rate
(HRR) is calculated as:

C

C+ HP+R + DNF

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

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

The overall response rate (ORR) is calculated as:
ORR = HRR * EWRR
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APPENDIX B

ESTIMATES OF SAMPLING ERRORS

The estimates from a sample survey are affected by two types of errors: nonsampling errors and
sampling errors. Nonsampling errors are the results 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 pan of either the interviewer or the respondent, and data entry errors. Although numerous
efforts were made during the implementation of the BDHS to minimize this type of error, nonsampling errors
are impossible to avoid and difficult to evaluate statistically.

Sampling errors, onthe other hand, can be evaluated statistically. The sample of respondents selected
in the BDHS 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 selected. Sampling errors are 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 caleulated 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 respondents had been selected as a simple random sample, it would have been
possible to use straightforward formulas for calculating sampling errors. However, the BDHS sample is the
result of a two-stage stratified design, and, consequently, it was necessary to use more complex formulas.
The computer software used to calculate sampling errors for the BDHS is the ISSA Sampling Error Module
(ISSAS). This module used the Taylor linearization method of variance estimation for survey estimates that
are means or proporiions. The Jacknife repeated replication method is used for variance estimation of more
complex statistics such as fertility and morality rates.

The Taylor linearization method treats any percentage or average as a ratio estirnate, r = y/x, where
¥ represenis 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:

1-f H m my z2
- h 2 h
var(r) = — Y Ly~ —
=1 | My~ 1 i=1 m,
in which
Zy = Yy-T-Xy,and z, =y, -r.x,
where h represents the stratum which varies from 1 to H,
m, is the total number of enumeration areas selected in the A" stratum,
¥ is the sum of the values of variable y in EA i in the A stratum,
Xy, is the sum of the number of cases in EA i in the 4! stratum, and
I is the overall sampling fraction, which is so small that it is ignored.
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The Jacknife repeated replication method derives estimates of complex rates from each of several
replications of the parent sample, and calculates standard errors for these estimates using simple formulas,
Each replication considers all but one clusters in the calculation of the estimates. Pseudo-independent
replications are thus created. Inthe BDHS, there were 301 non-empty clusters. Hence, 301 replications were
created. The variance of a rate r is calculated as follows:

k
var(r) = X(r, - 1)
k(k 1) i=1
in which
r, = kr- (k-1 )
where r is the estimate computed from the full sample of 301 clusters,
Tei) is the estimate computed from the reduced sample of 300 clusters (: cluster excluded), and
k is the total number of clusters.

In addition 1o the standard error, ISSAS 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 randotn sample, while a value greater than 1.0 indicates the increase in the sampling
error due o the use of a more complex and less statistically efficient design. ISSAS also computes the
relative error and confidence limits for the estimates.

Sampling errors for the BDHS 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 five divisions: Barisal, Chittagong, Dhaka, Khulna, and Rajshahi. For each variable, the type of
statistic (mean, proportion, or rate) and the base population are givenin Table B.1. Tables B.2 to B.9 present
the value of the statistic (R), its standard error (SE), the number of unweighted (IN) and weighted (WN) cases,
the design effect (DEFT), the relative standard error (SE/R), and the 95 percent confidence limits (R12SE),
for each variable. The DEFT is considered undefined when the standard error considering simple random
sample is zero (when the estimate is close t0 O or 1). In the case of the total fertility rate, the number of
unweighted cases is not relevant, as there is no known unweighted value for woman-years of exposure to
childbearing.

In general, the relative standard errors for most estimates for the country as a whole are 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 with secondary education or higher, the relative
standard errors as a percent of the estimated mean for the whole country, for urban areas, and for Rajshahi
are 4.0 percent, 6.5 percent, and 8.5 percent, respectively.

The confidence interval can be interpreted as follows, using the variable mean number of children
ever born to women age 15-49: the overall average from the national sample is 3.479 and its standard error
is .034. Therefore, to obtain the 95 percent confidence limits, one adds and subtracts twice the standard error
to the sample estimate, i.e., 3.479+.034. There is a high probability (95 percent) that the ¢rue average number
of children ever bom to all women aged 15 to 49 is between 3.410 and 3.548.

152



Table B.1 List of selected variables for sampling errors, Bangladesh 1993-94

Variable Description Base population
WOMEN

No educalion Proportion Ever-married women 10-49
With secondary education or higher Proportion Ever-married women 10-49
Currently married Proportion Ever-married women 10-49
Children ever bom Mean Currently married women 13-49
Children surviving Mean Currently married women 15-49
Knowing any contraceptive methed Proportion Currently married women 10-49
Knowing any modern contraceptive method  Proportion Currently married women 10-49
Knowing source for any modem method Proportion Currently married women 10-49
Ever used any contraceptive method Proportion Currently married women 10-49
Currently using any method Proportion Currently married women 10-49
Currently using a modern method Proportion Currently married women 10-49
Currently using pill Proportion Currently married women 10-49
Currently using IUD Proportion Currently married women 10-49
Currently using injections Proportion Currently married women 10-49
Currently using condom Proportion Currently married women 10-49
Currently using female sterilization Proportion Currently married women 10-49
Currently using male sterilization Proportion Currently married women 10-49
Currently using rhythm Proportion Currently married women 10-49
Using public sector source Proportion Current users of modemn method
Want no more children Proportion Currently married women 10-49
Want to delay at least 2 years Proportion Currently married women 10-49
Ideal number of children Mean Ever-married women 10-49
Mothers received tetanus injection Proportion Births in last 3 years
Mothers received medical care at birth Proportion Births in last 3 years
Had diarrhea in the last 2 weeks Proportion Children under 3
Treated with ORS packets Proportion Children under 3 with diarthea in last 2 weeks
Sought medical treatment Proportion Children under 3 with diarrhea in last 2 weeks
Having health card, seen Proportion Children 12-23 months
Received BCG vaccination Proportion Children 12-23 months
Received DPT vaccination (3 doses) Proportion Children 12-23 months
Received polio vaccination (3 doses) Proporlion Children 12-23 months
Received measles vaccination Proportion Children 12-23 months
Fully immunized Proportion Children 12-23 months
Total fertility rate (3 years) Rate Women-years of exposure 1o child-bearing
Infant mortality rate {0-4 years) Rate Number of births
Infant mortality rate {0-9 years) Rate Number of births

HUSBANDS
No education Proportion Husbands
With secondary education or higher Proportion Husbands
Knowing any contraceplive method Proportion Husbands
Knowing any modemn contraceptive method  Proportion Husbands
Currently using any method Proportion Husbands
Currently using a modemn methed Proportion Husbands
Currently using pill Proportion Husbands
Currently using IUD Proportion Husbands
Currently using injections Proportion Husbands
Currently using condom Proportion Husbands
Currently using female sterilization Proportion Husbands
Currently using male sterilizalion Proportion Husbands
Currently using rhythm Proportion Husbands
Want no more children Proportion Husbands
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Table B.2 Sampling errors - National sample, Bangladesh 1993.94

Number of cases

Standard Design Relatjve Confidence limits
Value emor Unweighted Weighted clfect crror
Variable R) (SE) ) {(WN) (DEFT}) (SE/R) R-2SE R+2SE
WOMEN
No education .581 008 9640 9640 1.654 014 .564 597
With secondary education or higher 149 006 9640 9640 1.658 040 137 161
Currently married 932 003 9640 5640 1.002 .003 926 937
Children ever bom 3479 .034 8846 8840 1.232 .010 3.410 3.548
Children surviving 2.845 026 8846 8840 1.189 .009 2792 2.808
Knowing any contraceptive method 998 001 8989 8980 1.000 .001 995 1.000
Knowing any modern contraceptive method .998 001 8989 8980 1000 o 995 1.000
Knowing source for any modern method 980 003 8989 8980 2.016 003 974 986
Ever used any contrmceptive method 657 008 8989 8980 1.530 012 642 672
Currently using any method 446 007 8989 8980 1.387 016 431 460
Currently using a8 modem method 362 007 8989 8980 1.435 020 348 mn
Currently using pill 174 005 8989 8980 1.319 030 163 184
Currently using IUD .022 .002 8989 8980 1.087 077 .018 025
Currently using injections 045 .003 8989 8980 1.565 076 038 052
Currenily using condom 030 002 8989 8980 1.134 068 026 .034
Currently using female sterihizaion .081 .004 8989 8980 1252 045 073 .088
Currently using male sterilization .on .001 8089 8980 1314 132 008 014
Currently using rhythm 048 002 8989 8980 1.094 .051 043 053
Using public sector source 375 011 3374 3251 1.325 029 353 .397
Want no more children 478 .007 8989 898C 1.284 014 464 492
Want to delay ai least 2 years 218 .005 §989 8980 1.063 021 .209 228
Ideal number of children 2.501 .013 9037 8968 1.357 005 2476 2.526
Mothers received tetanus injection 658 012 3798 3850 1.491 018 635 682
Mothers received medical care al birth 095 006 3798 3850 1.177 062 084 107
Had diarrhea in the last 2 weeks 126 007 3486 3535 1.287 .058 111 140
Treated with ORS packets .503 025 444 445 1.054 .051 452 553
Sought medical treatment 202 019 444 445 94 095 164 241
Having health card, seen 455 017 1146 117 1.164 037 A21 .489
Received BCG vaccination .854 .014 1146 117N 1.312 .016 827 881
Received DPT vaccination (3 doses) 661 .020 1146 117 1.478 .031 620 702
Received polio vacaination (3 doses) 669 019 1146 1171 1.366 028 631 706
Received measles vaccination 689 018 1146 1M 1.363 027 652 726
Fully immunized 590 020 1146 11m 1.359 .033 .550 629
Total fenility rate (3 years) 3.442 073 NA 30697 1389 .021 3.296 3.588
Infant mortality rate (0-4 years) 87.449 4.111 7282 1351 1.191 .047 79.227 95672
Infant mortality rate (0-9 years) 100.510 3167 15534 15752 1222 .032 94175 106.844
HUSBANDS

No education 422 .on 3284 3284 1.252 026 400 .443
With secondary education or higher .270 010 3284 3284 1.264 036 250 .289
Knowing any contraceptive method 897 .001 3284 3284 Und 001 995 999
Knowing any modem contraceptive method 996 001 3284 3284 1110 01 994 999
Currently using any method 552 .010 3284 3284 1.149 018 532 572
Curmrently using a modern method 439 .010 3284 3284 1.201 024 418 459
Currently using pill 228 .008 3284 3284 1.101 .035 212 244
Currently using iUD 019 .003 3284 3284 1.158 143 014 025
Currently using injections 045 .004 3284 3284 1.214 097 036 054
Currently using condom .040 .004 3284 3284 1.069 .091 033 047
Currently using female stenlization .085 006 3284 3284 1.202 069 073 096
Currently using male sterilization 021 .003 3284 3284 1.050 124 016 .027
Currently using rthythm 079 .005 3284 3234 1.155 069 068 090
Want no more children .505 .010 3284 3284 1.110 019 486 524

NA = Not applicable
Und = Undefined
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Table B.3 Sampling errors - Urban sample, Bangladesh 1993-94

Number of cases

Standard Design  Relative Confidence himits
Value emor  Unweighted Weighted effect emmor -
Variable R} (SE) N) (WN) (DEFT)  (SER) R-2SE R+2SE
WOMEN
No education 395 .024 1466 1108 1.877 .061 347 443
With secondary education or higher 390 025 1466 1108 1.992 .065 339 440
Currently married 915 006 1466 1108 879 .007 902 928
Children ever bom 1.093 084 1333 1001 1.316 027 2925 1261
Children surviving 2.638 070 1333 1001 1.333 026 2.499 2771
Knowing any contraceptive method 999 .000 1351 1013 Und .000 .99% 999
Knowing any modem contraceptive method .999 000 1351 1013 Und .000 999 999
Knowing source for any modern method 992 003 1351 1013 1.083 003 087 997
Ever used any contraceptive method .800 013 1351 1013 1.198 {016 T74 827
Currenily using any method 544 014 1351 1¢13 1.003 025 517 571
Currently using a modern method 446 014 1351 1013 1.039 032 A18 A74
Currenuly using pill 209 012 1351 1013 1.055 056 186 23
Currently using IUD 037 006 1351 1013 1.240 171 025 050
Currently using injections .044 006 1351 1013 1.122 142 .032 .057
Currently using condom .083 an 1351 1013 1.400 27 062 104
Curmrently using female sterilization 064 007 1351 1013 1.052 .109 050 078
Currently using male sterilization .007 002 1351 1013 1.011 318 .003 612
Currently using rhythm .055 010 1351 1013 1.570 178 035 074
Using public sector source 247 .024 606 452 1.387 098 198 295
Want no more children ,562 012 1351 1013 919 022 537 .587
Want to delay at least 2 years 190 012 1351 1013 1.084 061 167 213
Ideal number of children 2.323 030 1420 1075 1.325 011 2.261 2382
Mothers received tetanus injection 802 024 522 392 1.273 029 754 k49
Mothers received medical care al birth 348 .028 522 352 1.279 {182 .291 404
Had diarrhea in the last 2 wecks 108 015 488 370 1.046 136 019 137
Treated with ORS packets 594 065 60 40 967 110 464 725
Sought medical treatment 303 .075 60 40 1.178 .246 154 452
Having health card, seen .505 .053 155 121 1.342 108 399 611
Received BCG vaccination 913 .020 155 121 885 022 874 953
Received DPT vaccination (3 doses) 185 .039 155 121 1.204 050 707 863
Recrived polio vaccination (3 doses) 7193 .038 155 121 1.186 048 n7 869
Received measles vaccination 379 037 155 121 1131 .048 705 .853
Fully immunized 704 046 155 121 1,284 .066 611 197
Tolal [entility rate (3 years) 2.689 168 NA 3927 1.183 062 2.353 3.025
Infant mortality rate (0-4 years) 56.440 9.037 958 715 1.202 152 41.368 77 514
Infant monality rate (0-9 years) 80871 7.751 2068 1518 1.244 .096 65.360 96.373
HUSBANDS
No education 237 030 500 379 1.571 126 A77 296
With secondary education or higher 534 .35 500 3 1.578 066 464 605
Knowing any contraceptive method 997 .003 500 379 1.279 .03 590 1.003
Knowing any modem contraceptive method .997 .003 500 379 1279 .003 .990 1.003
Currently using any method .629 .022 500 379 597 .034 536 672
Currently using a madern method 511 021 500 379 945 041 469 553
Currently using pill .260 019 500 379 981 074 221 208
Currently using IUD .027 .007 500 379 1.014 270 013 042
Currently using injections (49 .01 500 379 1.163 .231 026 071
Currently using condom .092 .015 500 379 1.195 168 .061 123
Currenily using [emale sterilizalion 069 012 500 379 1.077 77 045 094
Curmrently using male stenlization 014 006 500 379 1.104 416 002 025
Currently using rhythm 085 018 500 379 1.430 210 049 120
Want no more children .565 021 500 379 945 037 523 607

NA = Not applicable
Und = Undefined
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Table B.4 Sampling errors - Rural sample, Bangladesh 1993-94

Number of cases

Standard Design  Relative Confidence limits
Value emor Unweighted Weighted  effect error
Variable ®)  (SE) ™) (WN)  (DEFI) (SE/R) R2SE  R+2SE
WOMEN
No education .605 .009% 8174 8532 1.640 015 .587 623
With secondary education or higher 118 .006 8174 §532 1.662 .050 106 130
Currently married 934 .003 8174 §532 1.015 003 .928 939
Children ever bom 1.528 037 7513 7838 1.219 011 3.454 3.603
Children surviving 2872 028 7513 7838 1172 .010 2.815 2928
Knowing any contraceptive method 997 .001 7638 7967 Und 00 995 1.000
Knowing any modern contraceptive method .997 .001 7638 7967 Und 001 995 1.000
Knowing source for any modem method 979 .003 7638 7967 2.013 .003 972 985
Ever used any contraceptive method 639 008 7638 1967 1.545 013 622 656
Currently using any method .433 008 7638 7967 1.411 018 417 449
Currently using a modem method 351 .008 7638 7967 1 461 .023 335 367
Currently using pill 169 .006 7638 7967 1.339 044 158 181
Currently using IUD 020 002 7638 7967 1.066 086 016 023
Currently using injections .045 004 7638 7967 1.588 .084 .038 .053
Currently using condom .023 .002 7638 7967 1.062 079 .020 .027
Currently using female sterilization .083 .004 7638 7967 1.259 048 075 091
Curremly using male sierilization o 002 7633 7567 1.305 139 008 015
Currently using rhythm 048 002 7638 7967 1.023 052 043 .053
Using public sector source 395 012 2768 2800 131 031 anN 420
Want no more children 467 007 7638 7967 1.295 016 453 482
Want Lo delay at least 2 years 222 005 7638 7967 1.042 022 212 .232
Ideal number of children 2.525 014 1617 7893 1358 .005 2,498 2.553
Mothers received tetanus injection 642 .013 3276 3458 1.484 020 616 667
Mothers received medical care at birth 067 .005 3276 3458 1.176 .080 056 77
Had diarrhea in the last 2 weeks 128 008 2998 3165 1.289 .062 112 144
Trealed with ORS packets 493 027 384 405 1.050 055 439 548
Sought medical treatment 192 020 384 405 965 102 153 231
Having health card, scen 449 018 991 1051 1.138 040 413 485
Received BCG vaccination 847 015 991 1051 1.313 .018 £17 A7
Received DPT vaceination (3 doses)} .646 022 991 1051 1.483 035 602 691
Received polio vaccinalion (3 doses) 654 021 991 1051 1.369 031 613 696
Received measles vaccinalion 678 .020 991 1051 1.370 030 638 9
Fully immunized 576 021 991 1051 1.356 037 534 619
Total fenility rate (3 years) 3.545 .080 NA 26830 1.402 022 3.386 3.704
Infant monality rate (0-4 years) 90.441 4.417 6324 6682 1.164 049 81.606 99275
Infant mortality rate (0-9 years) 102 596  3.389 13464 14234 1201 .033 95818 109375
HUSBANDS

No educalion 446 .011 2784 2905 1.219 026 423 469
With secondary education or higher .235 010 2784 2905 1.240 042 215 255
Knowing any contraceplive method 997 .001 2784 2905 1.118 .001 995 999
Knowing any modern conlraceptive method .996 001 2784 2905 1.086 .001 994 999
Currently using any method 541 .01 2784 2905 1.161 020 519 .563
Currently using a modern method 429 011 2784 2905 1.222 027 A06 452
Currently using pill 224 .009 2784 2905 1.106 .039 206 241
Currenily using IUD 018 003 2784 2905 1.177 163 012 024
Currently using injections .045 005 2784 2905 1.204 105 .035 .054
Currently using condom 033 004 2784 2905 1.047 107 026 040
Currently using female sterilizalion .087 .006 2784 2905 1.202 074 074 100
Currently using male sterilization 022 .003 2784 2905 1.029 129 017 .028
Currently using rhythm 078 006 2784 2905 1119 073 067 .089
Want no more children 497 011 2784 2905 1.120 021 476 518

NA = Not applicable
Und = Undcfined
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Table B.5 Sarnpling errors - Barisal, Bangladesh 1993-94

Number of cases

Standard Design Relative Confidence limits
Valve error  Unweighted Weighted  effect error
Variable R)  (SE) ) (WN) (DEFT) (SE/R) R-25E  R+2SE
WOMEN
No educalion 342 .030 1006 606 2.015 088 282 402
With secondary education or higher 196 021 1006 606 1.678 107 154 238
Currently married 935 007 1006 606 851 007 922 948
Children ever bom 1.553 .098 931 561 1.172 027 3.358 3.749
Children surviving 2.882 .064 031 561 .963 .022 2.755 J.o10
Knowing mny contraceplive method 1.000 .000 942 567 Und 000 1.000 1.000
Knowing any modem contraceptive method 1.000 .000 942 567 Und 000 1.000 1.000
Knowing source for any modern method 994 .003 942 567 1.199 .003 988 1.000
Ever used any contraceplive method 146 023 942 567 1.634 031 700 792
Currently using any method 477 .021 942 567 1.279 .044 .436 .519
Currently using a modemn method 378 .021 942 567 1.316 055 336 419
Cutrently using pill 182 .on 942 567 1.689 117 140 225
Currently using IUD 024 .007 942 567 1.366 282 .01 038
Currenily vsing injections 047 .013 942 567 1.832 268 022 072
Currenily using condom .028 .007 942 567 1.353 259 .014 .043
Currently using female stenlization 082 011 942 567 1.211 132 060 103
Currently using male sterilization 014 .008 942 567 2.007 546 .009 030
Curmrently using rhythm 051 006 942 567 812 114 040 063
Using public sector source 409 0138 J6l 214 1.472 093 3] 485
Want no more children 520 020 942 567 1.207 .038 481 .560
Want to delay at least 2 years 213 017 942 567 1.204 0N .200 .267
Ideal number of children 2.467 034 961 578 1.291 014 2.399 2.5%
Mothers received tetanus injection 677 036 403 247 1.532 .054 .604 749
Mothers received medical care at birth .07 021 403 247 1.554 293 03¢ 115
Had diarrhea in the last 2 weeks 162 022 361 222 1.122 136 118 207
Treated with ORS packels .559 .049 61 36 759 088 461 657
Sought medical ireatment 258 049 61 36 -848 188 161 355
Having health card, scen 589 049 131 80 1.137 .083 491 636
Received BCG vaccination 912 034 131 80 1.368 .037 844 979
Received DPT vaccination (3 doses) .808 046 131 80 1.334 057 e 899
Received polio vaccination (3 doses) .B20 .048 13t 80 1.433 .058 724 915
Received measles vaccinalion 812 046 131 80 1.363 057 719 904
Fully immunized 732 .050 131 80 1.287 068 633 831
Total fenility rate (3 years) 3.469 196 NA 1975 986 057 3.076 1362
Infant montality rate (0-4 years) 94.478 12615 776 473 1.129 134 69.247 119709
Infant monality rate (0-9 years) 101.981 9.063 1650 1001 1.137 .089 B3.85% 120106
HUSBANDS

No education 248 021 334 197 903 .086 .206 .29
With secondary educalion or higher 351 033 334 197 1.271 095 284 A17
Knowing any contraceptive method 1.000 000 334 197 Und .000 1.000 1.000
Knowing any modemn contraceptive method 997 003 334 197 1.037 .003 080 1.003
Currently using any method .592 .025 334 197 925 .042 .542 642
Currently using a modern method 489 027 334 167 908 056 434 .543
Currently using pill 245 .032 334 197 1.364 131 130 .309
Currently using 1UD 017 007 334 197 1.015 418 .003 .032
Currently using injections .068 018 334 197 1.275 259 033 103
Currently using condom 040 011 334 197 1.041 280 017 D62
Currently using female sterilization 095 014 334 197 880 149 067 123
Currently using male sterilization 024 .013 334 197 1.512 X)) .000 .049
Currently using rhythm 048 o1 334 197 946 232 026 a0
‘Want no more children 515 035 334 197 1.281 068 445 585

NA = Not applicable
Und = Undefined




Table B.6_Sampling errors - Chittagong, Bangladesh 1993-94

Number of cases

Standard Design Relauve Confidence limits
Value ermor Unweighted Weighted effect error
Variable R)  (SE) ™) (WN}  (DEFT) (SER) R2SE  R+2SE
WOMEN
No education 614 .020 2002 2527 1.819 032 575 .654
With secondary education or higher 149 .015 2002 2527 1.894 10 118 179
Current!y married 923 006 2002 2527 1.020 007 a1 936
Children ever bom 3.836 089 1833 2313 1.354 023 3.658 4.013
Children sutviving 3.084 062 1833 2313 1.201 .020 2.960 3209
Knowing any contraceptive method 993 004 1849 2334 2.130 .004 985 1.001
Knowing any modem contraceplive method .993 004 1849 233 2.130 004 .985 1.001
Knowing source for any modem method 948 011 1849 2334 2.076 .01 926 .969
Ever used any contraceplive method 490 021 1849 2334 1.826 .043 447 532
Currently using any method 293 017 1849 2334 1624 .059 259 327
Cumently using a modem method 234 016 1849 2334 1.597 .067 203 .266
Currently using pill .091 .010 1349 2334 1.496 110 0N A1
Currently using {UD .020 004 1849 234 1.076 173 013 .027
Currently using injections 044 006 1849 23134 1.307 141 032 057
Currently using condom .021 .003 1849 2334 978 157 014 027
Currently using [emale sterilization 055 007 1849 2334 1.254 121 041 068
Currently using male sterilization .003 .001 1849 2334 179 324 .00 005
Currently using rhythm 033 .004 1849 2334 1.023 130 024 .00
Using public seclor source 433 028 446 547 1.189 065 A7 489
Want no more children 471 016 1849 2334 1.346 .03 .439 502
Want to delay at least 2 years 202 011 1849 2334 1.188 055 180 224
Ideal number of children 2.765 034 1700 2139 1 460 012 2.696 2.834
Mothers received tetanus injection 582 028 929 1174 1.663 048 526 638
Mothers received medical care at birth .082 010 929 1174 1.072 126 062 103
Had diarrhea in the last 2 weeks 142 017 849 1071 1.344 117 109 176
Treated with ORS packets 480 047 119 152 989 097 R7 573
Sought medical treatment 214 037 119 152 949 172 141 .288
Ilaving health card, scen 391 .03 303 385 1.092 078 330 452
Received BCG vaccination 787 032 303 385 1.358 (40 723 851
Received DPT vaccination (3 doses) .595 046 303 385 1.631 077 .503 .687
Received polio vaccination (3 doses) .610 040 303 385 1.421 065 .531 690
Received measles vaccinalion 632 042 303 385 1.517 066 .548 716
Fully immunized .537 043 303 385 1.511 080 451 623
Total fenility rate {3 years) 3.948 141 NA 8525 1.285 036 3.665 4.231
Infant mortality raie (0-4 years) §9.866  7.998 1791 2272 1.130 .089 73870 105862
Infant mortality rate (0-9 years) 103.153  6.562 3792 4820 1.256 064 90029 116277
HUSBANDS

No education 416 029 588 778 1.423 070 359 474
With secondary educalion or higher 225 025 588 778 1.476 113 174 276
Knowing any contraceptive method .990 004 588 778 1027 004 981 998
Knowing any modern contraceptive method .990 .004 588 778 1.027 004 981 .998
Currently using any method 429 023 588 718 1.116 .053 84 475
Currently using a modern method 313 022 588 778 1.155 o071 .269 357
Currently using pill 156 .016 588 778 1.091 105 123 189
Currently using IUD 020 008 588 718 1.362 392 .004 036
Currently using injections 042 009 588 178 1.068 212 024 059
Currently using condom .030 007 588 778 955 225 016 .043
Currently using female sterilization .058 011 588 778 1.117 185 037 .080
Currently using male sterilization 007 004 588 718 1.250 612 000 016
Currenlly using thythm 080 010 588 778 919 129 059 101
Want no more children 498 021 J88 778 1.012 042 456 539

NA = Not applicable
Und = Undefined
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Table B.7 Sampling errors - Dhaka, Bangladesh 1993-94

Number of cases

Standard Design  Relative Confidence limits
Value ermor Unweighted Weighted  effect eqror
Variable R) (SE) o) {(WN) (DEFT)  (SER) R-2SE R+23E
WOMEN
No educalion .598 .014 2774 2963 1.535 024 .570 627
With secondary education or higher 164 011 2714 2963 1.583 068 142 .186
Currently married .930 .005 2774 2963 979 005 921 940
Children ever bomn 3.441 055 2532 2702 1.081 016 3.330 3.552
Children surviving 2.794 045 2532 2702 1.124 .016 2.703 2.885
Knowing any cantraceptive method 1.000 .000 2583 2756 Und 000 1.000 1.000
Knowing any modem coniraceplive method 1.000 .000 2583 2756 Und 000 1.000 1.000
Knowing source for any modemn method 990 002 2583 2756 1.140 02 985 994
Ever used any contraceptive method 677 011 2583 2756 1.238 017 654 -699
Currenily using any method 443 .013 2583 2756 1.340 030 417 469
Currenily using a modem method 363 .013 2583 2756 1.365 036 .37 .389
Currenuly using pill 182 009 2583 2756 1.213 .051 163 200
Currenuy using IUD 019 003 2583 2756 1.135 159 013 .026
Currently using injections 044 .005 2583 2756 1.359 125 .033 .054
Currenuy using condom .030 004 2583 2756 1.339 150 .021 039
Currenuly using female sterilization 082 006 2583 2756 1.i25 .074 070 .094
Currenuly using male sterilizalion 047 .001 2583 2756 893 214 004 010
Curzenlly using thythm {046 .005 2583 2756 1.254 112 .036 056
Using public sector source 366 {020 944 1001 1.301 056 325 407
Want no more children 475 012 2583 2756 1.204 025 452 499
Want 10 delay at least 2 years 212 J00% 2583 2756 1.092 .04] 195 230
Ideal number of children 2.469 018 2644 2822 1.112 007 2.434 2.504
Mothers received tetanus injection 651 019 1098 1174 1.271 029 614 689
Mothers received medical care at birth .131 .013 1098 1174 1.217 .098 105 156
Had diarrhea in the last 2 weeks .095 012 1001 1073 [.275 125 07 I8
Treated with ORS packets .500 052 96 102 1.012 105 .396 605
Sought medical wreatment 137 .033 96 102 939 242 070 203
Having health card, seen 430 .033 324 349 1.197 076 365 456
Received BCG vaccination .846 023 324 349 1.136 027 .BOO .891
Received DPT vaccination (3 doses) 571 037 324 349 1.335 .064 497 644
Received polio vaccination (3 doses) 577 036 324 349 1.312 .062 505 .64%
Received measles vaccination 607 .032 324 349 1.178 .053 .543 671
Fully immunized .495 .033 329 349 1.187 066 .429 561
Total fertility rate (3 years) 3.44 129 NA 9305 1.394 .038 3.185 3702
Infant mortality rate {0-4 years) 92.3%  7.507 2099 2248 1.158 081 77.383 107.409
Infant mortality rate {3-9 years) 105.627 5.434 4471 4764 1.101 .051 94,759  116.495
HUSBANDS

No education .440 .019 949 999 1.198 044 401 478
With secondary education or higher 289 .017 949 999 1.174 060 .254 .323
Knowing any contraceptjve method 999 .001 949 999 1.011 .001 997 1.001
Knowing any modem contraceptive methed  .999 .00] 949 999 1011 .00l 997 1.00]
Currently using any method .525 .020 949 999 1.204 037 486 564
Currently using a modem method 422 017 949 999 1.046 D40 388 .455
Currently using pill 220 012 949 999 923 056 195 245
Currenuy using IUD 017 004 949 999 .854 210 010 024
Currently using injections 044 007 949 999 1.023 155 030 058
Currenuy using condomn 044 008 949 959 1.183 180 .028 059
Currendy using female sterilization .080 010 949 999 1.098 121 .060 099
Currenuly using male sterilizalion 017 .004 949 999 R 218 010 025
Currently using thythm .082 012 949 999 1.330 144 058 -106
Want no more children 512 015 949 999 915 029 483 .542

NA = Not applicable
Und = Undefined




Table B.8 Sampling errors - Khulna,

Bangladesh 1993-94

Number of cases

Swundard Design Relative Confidence limits
Value emor Unweighted Weighted  effect emor
Variable R) (SE) N) {WN) (DEFT) (SER) R-2SE R+2SE
WOMEN
No education 512 .019 1258 1217 1.314 036 475 549
With secondary cducation or higher 164 .01 1258 1217 .02 .068 .14t 186
Currenily married 941 006 1258 1217 914 006 .929 953
Children ever bom 321 091 1166 1131 1.283 .028 J.028 3394
Children surviving 2.753 076 1166 1131 1.27 028 2.602 2.905
Knowing any contraceptive method 1.000 .000 1182 1145 Und .000 1.000 1.000
Knowing any modem contraceplive method 1.000 .000 1182 1145 Und 000 1.000 1.000
Knowing source fer any modem method .997 002 1182 1145 1.026 002 994 1.000
Ever used any coniraceptive method 767 018 1182 1145 1.443 .023 732 B3
Currendy using any method 553 017 1182 1145 1.197 031 518 587
Currently using a modem method 428 022 1182 1145 1.516 051 384 472
Currently using pill .201 .017 1182 1145 1.457 .085 167 .235
Currendy using IUD 031 .005 1182 1145 897 146 022 .040
Curmrently using injections 054 .013 1182 1145 1.904 232 .029 079
Currently using condom 044 007 1182 1145 1123 453 030 057
Currently using female sterilization .085 .010 1182 1145 [.281 A22 .064 106
Currently using male sterilization .013 .004 1182 1145 1.226 312 .005 .021
Currently using thythm .071 .09 1182 1143 1.135 119 .054 .088
Using public sector source 351 .023 506 490 1.093 066 305 398
Want no more children 489 019 1182 1145 1.306 039 451 527
Want to delay at least 2 years 236 009 1182 1145 136 Q039 217 .254
Ideal number of children 2.328 027 1223 1184 1.276 .012 2274 2.383
Mothers received Letanus injection 183 033 429 422 1.647 .042 Ay 849
Mothers received medical care st birth .118 023 429 422 1.365 191 073 163
Had diarrhea 1n the last 2 weeks 144 023 404 397 1.298 160 098 190
Treated with ORS packets 409 .063 57 57 97 154 283 534
Sought medical Lreatment .198 .051 57 57 981 258 {096 301
Having health card, seen 596 049 130 128 1.151 .083 .497 694
Received BCG vaccination 918 028 130 128 1.178 031 .861 974
Received DPT vaccinalion (3 doses) 878 035 130 128 1.238 040 .BO8 949
Received pelio vaccinatuon (3 doses) 878 .035 130 128 1230 040 .808 948
Received measles vaccination 854 .040 130 128 1.315 047 773 935
Fully immunized 807 045 130 128 1.302 53 N Y .896
Total fertility rate (3 years) 3052 .142 NA 3834 1.380 047 2,768 3.336
Infant mortality mate (0-4 years) 77.881 10.487 800 787 1097 135 56.908 98.855
Infant mortality rate (0-9 years) 89.256  7.288 1694 1664 992 082 74.680 103 833
HUSBANDS

No educhuon 85 016 456 452 695 041 353 417
With secondery educalion or higher 290 .020 456 452 955 070 .249 330
Knowing any contraceplive method 1.000 .000 456 452 Und .000 1.000 1 000
Krowing any modem contraceptive method 1,000 000 456 452 Und 000 1.000 1.000
Currendy using any method 653 027 456 452 1.198 041 600 107
Currently using a modem method 487 039 456 452 1.661 080 409 565
Currently using pill 226 {020 456 452 1.012 .088 .186 .265
Cuomendy using JUD .031 011 456 452 1.311 341 010 .053
Currenily using injections 062 015 456 451 1.374 .251 .031 093
Currently using condom 056 011 456 452 997 192 .035 .078
Currently using female stenlizauon .095 022 456 452 1.620 235 050 139
Currently using male sicrilization 018 006 456 452 93 316 006 029
Currenily using thythm 101 018 456 451 1.264 AT 065 136
Want no more children 524 029 456 452 1.223 055 467 581

NA = Not applicable
Und = Undefined
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Table B.9 Sampling errors - Rajshahi, Bangladesh 1993-94

Number of cases
Sundard Design  Relative Conlfidence limits
Value emmor Unweighted Weighted  effect ermor
Variable R) (SE) N} (WN) (DEFT) (SER) R-2SE  R+2SE
WOMEN
No education 620 015 2600 2326 1.617 .025 589 651
With secondary education or higher 112 009 2600 2326 1.532 .085 .093 131
Currently married 936 .005 2600 2326 958 .005 927 945
Children ever bom 3.263 .054 2384 2133 1.049 017 3.154 3372
Children surviving 2.650 045 2384 2133 1.088 017 2.600 2.71%
Knowing any contraceplive method 998 001 2433 2178 Und 001 996 1.000
Knowing any modem contraceptive method 998 00 2433 2178 Und 001 996 1.000
Knowing source for any modemn method 991 002 2433 2178 1.218 002 936 .996
Ever used any contraceptive method 730 .o 2433 2178 1.245 015 708 152
Currently vsing any method 548 012 2433 2178 1.153 021 525 572
Cumrently using a modem method A59 012 2433 2178 1.225 027 434 A84
Currently using pill 235 010 2433 2178 1.204 044 215 256
Currently using 1UD .021 .003 2413 2178 1.047 146 .015 .027
Currently using injections 042 007 2433 2178 1.759 .169 .028 057
Currently using condom 033 .003 2433 2178 .891 097 027 .040
Curmrently using female sterilizalion 104 .008 2433 2178 1.342 080 .087 121
Currently using male sterilization 023 005 2433 2178 1.532 .203 .014 .032
Currently using rhythm 055 .004 2433 2178 924 077 047 .064
Using public sector source 356 021 1117 1000 1.479 060 13 398
Want no more children 472 012 2433 2178 1.200 .026 .448 497
Want to delay at least 2 years 231 .008 2433 2178 .897 .033 216 .246
Ideal number of children 2.389 027 2509 2245 1.515 011 2.335 2.444
Mothers received tetanus injection 105 018 939 832 1.176 .026 669 741
Mothers received medical care at birth 059 .007 939 832 904 126 045 074
Had diarrhea in the lasl 2 weeks 126 011 371 m 968 087 104 148
Treated with ORS packets 574 057 111 97 1.180 099 .461 .688
Sought medical treatment 233 042 111 97 1.042 182 148 318
Having health card, seen A74 035 258 230 1.118 073 405 .544
Received BCG vaccination 923 019 258 230 1.135 020 .886 961
Received DPT vaccination (3 doses) 735 035 258 230 1.272 .043 665 .805
Received polio vaccination (3 doses) 135 035 258 230 1.276 048 665 .805
Received measles vaccination 113 020 258 230, 1.128 038 714 832
Fully immunized 650 037 258 230 1.234 .056 577 724
Total fertility raic (3 years) 3.030 137 NA 7103 1.453 045 2.757 3.303
Infant mortality rate (0-4 years) 79749 9213 1816 1617 1.330 116 61.323  98.175
Infant monality rate (G-% years}) 04.838 6.989 3627 3503 1.3G7 074 80.861 108.816
HUSBANDS

No education 465 020 957 858 1.245 043 425 .505
With secondary education or higher .259 017 957 858 1.226 .067 224 293
Knowing any contraceplive method 999 001 957 858 1.029 001 997 1.061
Knowing any modem contraceptive method 998 .002 957 858 1.022 .002 995 1.001
Currently using any method .631 .018 957 858 1.134 028 .595 .666
Cumently using a modern method 535 019 957 858 1.193 036 497 574
Currently using pill 299 019 957 858 1.273 043 .262 a3
Currenfly using [UD 016 003 957 858 798 .205 009 022
Currently using injections 036 .008 957 858 1.390 232 019 .053
Currently using condom 036 .006 957 858 965 161 025 048
Currently using female sterilization 107 012 957 858 1.153 108 .084 130
Currently using male sterilization 041 007 957 858 1.117 175 026 055
Currently using rhythm 069 008 957 858 .928 110 .054 .085
Want no more children .491 021 957 858 1.272 042 450 532

NA = Not applicable
Und = Undcfined
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APPENDIX C

DATA QUALITY

The purpose of this appendix is to provide the reader with an initial view of the general quality of the
BDHS data. Appendix B is concerned with sampling errors and their effects on the survey results. The tables
in this appendix refer to possible non-sampling errors: digit preference, rounding or heaping on certain ages
or dates, omission of events occurring farther in the past; deliberate distortion of information by some
interviewers in an attempt to lighten their work loads, etc. A description of the magnitude of such non-
sampling errors is provided in the following paragraphs. The issues covered in this appendix arc only lightly
touched on; many might qualify for more detailed study.

C.1  Age Reporting and Completeness of Reporting

The distribution of the de facto household population by single year of age is presented in Table C.1
(see also Figure 2.2). The data show a preference for reporting ages thatend in zeros and fives (age "heaping”
or digit preference) that is commonly found in countrics where ages are not known well. This tendency is
much more prevalent in the age reporting for men than for women, perhaps because in many cases, the
women themselves were the respondents for the household questionnaire and their ages were probed inmore
detail since they were to be interviewed individually.

There is little evidence of a pattern, which has been observed in some DHS surveys, of interviewers
“displacing" women outside of the eligible age range, presumably in order to avoid the need to interview
them. In Bangladesh, all ever-married women age 10-49 were eligible for individual interview. There is no
evidence of a heaping of girls at age 9 and a deficit at age 10; on the contrary, there is heaping at age 10,
presumably due to the tendency to round ages to those ending in five or zero. There is evidence of some
heaping of women on age 50; however, since it is much more exaggerated for men than women, it appears
that there was little, if any, intentional displacement of women outside of the age range of eligibility. There
is a somewhat greater bulge of women than men reporied to be age 52, which may be evidence of
displacement to that age as opposed to age 50.

Table C.2 shows that response rates vary little according to age of respondents. The percent
distribution of women interviewed is almost identical to that from the household questionnaire of ever-
marricd women by age. Also, the proportions of women interviewed are close to 100 percent (Table C.2, last
column).

Information on the completeness of reporting selected important variablcs is provided in Table C.3.
Overall, the percentage of cases with missing information is extraordinarily low. Month of birth was missing
for less than one percent of births that occurred in the 15 years before the survey and both month and year
were missing for one-tenth of one percent. Age at death was missing for an infinitesimal proportion of non-
surviving births, as was prevalence of diarthea among children under three. It should be noted that
completeness of reporting does not necessarily imply accuracy of reporting, since intcrviewers were
instructed to probe to get ages and dates and, in some cases, 1o give their own best estimate rather than to
allow the missing information to be imputed in the office.
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Table C.1 Houschold age distribution

Single-year age distribution of the de facto household population by sex (weighted), Bangladesh 1993-94

Females Males Females

Age Number Percent  Number  Percent Age Number Percent  Number  Percenmt
<1 633 2.6 597 2.4 37 157 0.6 226 0.9
1 588 14 594 14 38 237 10 229 0.9
2 651 2.7 610 2.5 39 105 0.4 211 0.9
3 713 29 727 3.0 40 659 2.7 257 1.1
4 783 3.2 695 2.8 41 63 03 166 0.7
5 765 3.1 793 3.2 42 172 07 183 0.7
6 703 2.9 704 19 43 74 0.3 155 0.6
7 791 3.2 823 3.4 44 58 0.2 145 0.6
8 794 3.2 156 3.1 45 522 21 175 0.7
9 699 2.9 641 2.6 46 94 0.4 155 0.6
10 892 3.7 805 33 47 92 0.4 118 0.5
11 530 2.2 540 2.2 48 121 0.5 145 0.6
12 822 3.4 817 3.3 49 67 0.3 84 0.3
13 581 2.4 568 23 50 379 1.6 131 0.5
14 584 2.4 630 2.6 51 69 0.3 144 0.6
15 580 2.4 618 25 52 136 0.6 214 0.9
16 544 2.2 590 24 53 73 03 145 0.6
17 386 1.6 472 19 54 34 01 111 0.5
18 509 2.1 538 2.2 55 293 1.2 246 1.0
19 279 1.1 406 1.7 56 76 03 103 0.4
20 535 22 495 2.0 57 47 0.2 85 03
21 250 1.0 373 1.5 58 84 0.3 89 0.4
22 494 2.0 554 2.3 59 38 0.2 48 0.2
23 390 1.6 539 21 60 348 14 375 1.5
24 306 1.3 474 1.9 61 3o 0.1 37 0.2
25 575 2.4 541 2.2 62 83 0.3 92 04
26 328 1.3 401 1.6 63 25 0.1 40 0.2
27 262 1.1 386 1.6 64 18 0.1 17 0.1
28 353 1.4 429 1.8 65 279 1.1 191 0.8
29 166 0.7 333 1.4 66 3 0.1 16 0.1
30 182 3.2 403 1.6 67 34 0.1 25 0.1
31 127 0.5 252 1.0 68 52 0.2 32 0.1
32 407 1.7 336 1.4 69 29 0.1 17 0.1
33 161 0.7 251 1.0 70+ 773 32 480 2.0
34 141 0.6 270 1.1 Don't know/
35 776 32 325 1.3 missing 4 0.0 1 0.0
36 208 0.9 251 1.0

Total 24438 100.0 24428 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 C.2 Age distribution of eligible and interviewed women

Percent distribution of the de facto household population of women aged 10-54 and of
interviewed women aged 10-49, and the percentage of eligible women who were interviewed
(weighted) by five-year age groups, Bangladesh 1993-94

Household population of women

Interviewed
Total Ever-married women age 10-49  Percentage
interviewed
Age Number  Percent  Number  Percemt Number Percent (weighted)
10-14 3361 226 154 1.5 148 1.5 96.1
15-19 2625 17.7 1299 13.1 1258 13.0 96.8
20-24 2435 16.4 2123 214 2063 214 97.2
25-29 2090 14.1 2035 20,5 1991 20.6 97.8
30-34 1511 10.2 1500 15.1 1465 15.2 97.7
35.39 1242 8.4 1235 12.5 1202 12.4 973
40-44 906 6.1 898 9.1 B69 9.0 36.8
45.49 677 4.6 674 6.8 658 6.8 97.6
50-54 745 - - - - - -
10-49 14847 100.0 9917 100.0 9653 100.0 97.3
15-49 11486 - 9763 - 9506 - 97.4

Note: The de facto population includes all residents and nonresidents wheo slept in the
household the night before interview. The number of interviewed women is calculated using
the household weights in order to be comparable to the number of ever-married women in the
household. Thus, the numbers differ slightly from those shown in the rest of Lthe report, which

are based on individual woman weighis.

Table C.3 Completeness of reporting

Percentage of observations missing information for selected demographic and health questions (weighted),

Bangladesh 1993-94

Percentage Number
missing of
Subject Reference group information cases
Birth date Births in last 15 years
Month only 03 22529
Month and year 0.1 22529
Age at death Deaths to births in last 15 years 0.3 3533
Age/date at first unjon’ Ever-married women 0.2 9640
Respondent’s education Ever-married women 0.0 9640
Diarrhea in last 2 weeks Living children age 0-35 months 0.6 3603

Both year and age missing
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C.2  Fertility

The low level of fertility reporied in the BDHS and the extremely steep decline that it implies invites
a review of the quality of the data. There arc a number of possible reasons why reported fenility rates could
be erroncously low. The most likely explanation for a downward bias in fertility rates is that the dates of birth
of some children were misreporied so as to place them further back in time, either due to mothers’ bias to
make the child older or to deliberate overstatement by the interviewer. Alicrnatively, some births could have
been omitted from the birth histories of women either due to misrcporting by the mother or to deliberate
omission by the interviewer. Finally, the sample of women interviewed could be biased for some reason
towards women with low fentility, perhaps by over-representing urban women or those with more education,

Pattems of overstatement of children’s ages and/or omission of young children have been reported
in other DHS surveys (Amold, 1990) and are generally believed 10 be due 10 a tendency of interviewers 1o
reduce their workloads by reducing the number of children for whom the health quesiions must be asked.
Overstatement of children’s ages ("displacement™) usually appears in the form of a sharp spike in the number
of births immediately prior to the cutoff year for eligibility of children for the health questions. Qutright
omission of children is much more difficult to detect, as it is difficult to secparate omission from a genuine
decline in fertility. However, a relatively high but steady number of births in the years prior to the cutoff date
for eligibility for the health questions, followed by an abrupt decline and a steady smaller number after the
cutoff year implies that omission might be the cause. In the BDHS, the cutoff date for the health questions
was based on the Bangla, rather than the Westem calendar; conscquently, all children bom after Apnil 1990
were considered eligible for the questions in the health section.

Table C.4 shows the number of births by Western calendar year and the percentage with complete
dates, the sex ratio at birth, the calendar ratio, and sex, according to survival status, while Table C.5 presents
the same data using the Bangla year (April through March). The data do not show any indication of
displacement or transference of births across the boundary of the cutoff date. Forexample, the calendar ratios
in Table C.5 are very close to 100. If displacement had occurred, one would expect the ratio for April 1990-
March 1991 to be low and that for 1989 to be high. The same data are shown graphically in Figure C.1. They
show no evidence of displacement or of omission.

Other evidence that might be expected to suppon a claim of displacement oromission of births is also
lacking. 1tis gencrally accepted that omission of births is not usually uniform but rather is selective of centain
events. Children who have died—especially those who died when very young—and female children arc often
subject to greater omission than surviving children and males. However, infant mortality rates calculated
from BDHS data agrec well with those from other sources and are not panicularly low (see Figure 7.2).
Furthermore, ratios of early deaths to those at older ages appear plausible (see Section C.3), Finally, sex
ratios are generally close 10 the expected value of 105 males per 100 femnales (Tables C.4 and C.5, column
10}, which implies that underreporting of births by gender was not a problem in the BDHS.

The fact that there is no apparent evidence of omission or displacement of births in the BDHS data
does not mean that the problem does not exist. Several researchers believe that backwards displacement of
birth dates is a common source of error in Bangladeshi surveys (Cleland, 1993; Bairagi et al., 1991). If
displacement of events (overstatcment of children’s ages) is not selective for particular children and if there
is no independent measure of children’s ages, it is itmpossible to differentiate between displacement and true
declines in fertility.
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Table C.4 Births by Western calendar years

Distribution of births by Western calendar years for living (L), dead (D), and all (T) children, according 1o reporting
completeness, sex ratio at birth, and ratio of births by calendar year, Bangladesh 1993-94

Percentage with Sex ratio
Number of biths  complete birth date! at binth? Calendar ratio® Male Fzmale

Year L D T L D T L D T L D T L D T L D T

94 82 9 91 1000 100.0 100.0 1182 364 1060 NA NA Na 4 2 47 38 7 44
93 1234 94 1328 1000 989 999 1038 1060 1040 NA NA NA 629 48 677 605 46 651
92 1151 97 1249 9995 100.0 999 1007 1166 101.9 926 852 920 578 52 630 574 45 619
91 1252 135 1387 1000 100.0 100.0 1060 838 1036 99.1 898 982 644 62 706 608 73 681
90 1374 203 1577 100.0 100.0 100.0 1027 124.7 1053 103.3 1109 1042 696 113 B09 678 90 768
89 1409 231 1640 1000 99.1 99.9 1057 121.8 1078 99.3 1009 99.5 724 127 851 685 104 789
a8 1463 255 1718 999 999 999 97.7 1089 993 1056 96.0 1040 723 133 856 740 122 862
87 1363 301 1663 999 99.2 99.8 1021 1149 1043 919 1184 958 688 161 849 674 140 814
86 1503 253 1756 99.6 986 99.5 941 107.4 959 1087 834 1042 729 131 860 774 122 896
85 1402 305 1707 997 988 995 1091 962 1066 NA NA NA 732 150 88l 671 156 826

90-94 5093 539 5632 1000 99.8 100.0 103.6 1063 1038 NA NA NA NA 2591 277 2869 2502 2261
§5-89 7140 1345 B485 998 9%.1 997 1015 1089 1026 NA NA NA 3596 701 4297 3544 644 4188
80-84 5913 1404 7318 996 98.8 99.4 109.7 100.1 1078 NA NA NA 3093 702 3796 2820 702 3522
7579 3972 (172 5144 992 968 991 1054 1089 1062 NA NA NA 2038 611 2649 1933 561 2494
<75 4608 1674 6282 991 985 990 1122 1159 1132 NA NA NA 2437 8§99 3335 2171 775 1547

All 26726 6133 32860 996 989 99.5 1060 1084 1065 NA NA NA 13755 3191 16946 12971 2943 15914

NA = No applicable

'Both year and month of binth given

2(l3".,l|3|,)“1[[), where B and B, are the numbers of male and female births, respectively
JlZB,‘I(B,‘_ﬁ-B“l)]' 100, where B, is the number of burths in calendar yearx

Table C.5 Births by Bangla calendar years

Distribution of births since April 1983 by Bangla calendar years for living (L), dead (D), and all (T) children, according 1o
Teporting compleleness, sex ratio at birth, and ratio of births by calendar year, Bangladesh 1993-94

Percentage with Sex ratio
Number of births  complete buirth daie! al birth? Calendar ratio® Male Female

Year L D T L D T L D T L D T L D T L D T

93t 1105 95 1200 100.0 989 999 1062 1021 1059 NA NA NA 569 48 617 536 47 583
92 1175 84 1259 999 100.0 999 1012 119.5°102.4 1007 734 983 551 46 637 584 38 622
91 1227 135 1362 100.0 100.0 100.0 1082 83.8 1055 980 99.1 982 638 62 699 589 73 663
30 1329 188 1517 100.0 100.0 100.0 1000 1156 101.8 999 103.4 1003 664 101 765 664 87 752
89 1434 229 1662 1000 99.1 999 1095 1204 1109 1015 103.5 101.8§ 749 125 874 684 104 788
88 1497 254 1751 1000 100.0 100.0 948 111.3 97.0 1051 97.1 1072 728 134 862 769 120 889
87 1310 294 1604 999 99.1 99.8 1004 1189 1036 866 1173 909 656 160 816 653 134 788
86 1529 247 1777 99.6 986 99.5 973 974 973 1126 81.8 107.0 754 122 876 775 125 901
85 1406 311 1718 99.6 9%.1 99.5 1056 1047 1054 101.8 1209 1048 722 159 882 o684 152 836
84 1235 267 1502 999 992 998 119.0 9$2.0 1137 868 817 858 671 128 799 564 139 703
83 1439 343 1782 998 982 995 113.4 955 109.7 1285 1244 1277 764 168 932 674 176 B850

Note: Since the new year in the Bengali calendar stans in April, the cutoff for eligibility of binhs flor questions in the health section was
Apiil 1990,

NA = Not applicable

*Refers to April cutoff; for example, 93 means from April 1993 1o the interview date and 92 means April 1992-March 1993, etc.

'Both year and month of birth given

*(B,/B)*100, where B, and B, are the numbers of male and female births, respectively

}2B,/(B, ;+B,, N*100, where B, is the number of births in calendar year x

169




Figure C.1
Births by Calendar Year, Bangladesh, 1983-1993
Number of births
2,000
1,500
1,000
500
o ; f I I ; } f t f
83 84 85 86 ar 88 89 90 91 a2 83
Year
Note: Year refers to April-March (see text) BDOHS 1993-84

One place in which the BDHS solicited objective data on dates is in the questions on dates of
childhood immunizations. Mothers of all children born after April 1990 were asked to show the interviewers
the health cards for these children and interviewers copied the dates from the cards. If a child’s date of birth
were misreported as occurring earlier than it actually did, s/he would appear to have received vaccinations
at an older age. If displacement were common, one would expect to find unusually low proportions of
children who had received various vaccinations by age 12 months. However, the proportion of children
reported in the BDHS to have received various vaccinations by age 12 months is only slightly lower than the
proportion who received them by the time of the survey (see Table 8.6), lending little evidence to support the
hypothesis of age overstatement.

One indication that children’s ages might have been overstated appears in the data on breastfeeding
and supplementation. The data show that supplementation of breastfed children with solid and mushy foods
is generally delayed. For example, mere than half of children age 10-11 months of age were not given any
solid or mushy food in the 24 hours prior to the survey (see Section 8.5). If some of these children were in
fact, several months younger than reported, the data would be more plausible. Overstatement would also
account for the extraordinarily long reported durations of breasifeeding in Bangladesh,

Some light may be shed on the question of age misreporting and/or omission of children in surveys
by an on-going study comparing birth history data collected in a DHS-type survey with a continuous record-
keeping surveillance system maintained by the Intemnational Centre for the Control of Diarrhoeal Disease
Research, Bangladesh. One objective of the study is to evaluate the DHS methodology, especially the use
of a birth history to collect fentility and child monality information. For this reason, the survey utilized
questionnaires and procedures almost identical to those used in the BDHS and the interviewers had also
worked on the BDHS. The survey covered 3,039 ever-married women living in Matlab in April, May 1994,
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immediately afier the BDHS. Preliminary results indicate a remarkable level of consistency between the two
sources in the total fertility rates for recent years (Bairagi et al., 1995).

C.3  Childhood Mortality

As mentioned in Chapter 7, the estimates of childhood mortality are based on information from the
birth history section of the questionnaire administered to individual women. The reliability of mortality
estimates calculated from retrospective birth histories depends on the completeness with which deaths are
reported and the extent to which birth dates and ages at death are accurately reported and recorded. Omission
of births and deaths directly affects the level and often the age patlern of mortality estimates, misreporting
of the age at dealth may distort the age pattern of montality, and displacement of dates has an impact on
mortality trends.

Omission of infant deaths is usually most severe for deaths which occur early in infancy. If early
deaths are sclectively underreported, the result would be an abnomally low ratio of deaths under seven days
10 all neonatal deaths and an abnormally low ratio of nconatal to infant mortality. Undcrreporting of carly
infant deaths is usually more common for births that occurred longer before the survey; hence it is uscful to
examine the ratios over lime.

It does not appear that early infant deaths have been severely underreported in the 1993-94 BDHS,
at least not for the most recent period. The proportion of nconatal deaths that occur in the first week of life
is reasonably high, about 64 percent! (sec Table C.6). However, the ratio is higher for the period 0-4 ycars
prior to the survey than for carlier periods, suggesting that some early infant deaths were not reporied by older
women. Altemnatively, the increase in the proportion of carly to total neonatal deaths could be due to overall
declines in infant mortality; gencrally, early infant deaths are the most difficult to prevent and countries with
low monality have relatively high ratios of early infant to total neonatal rates. Another indication that carly
infant deaths were not underreported in the BDHS is that fact that the proportions of infant deaths that occur
during the first month of life are plausible (62-67 percent—see Table C.7).

The quality of the reporting of age at death is also important. Misreporting of age at death will bias
estimates of the age pattemn of monality if the net result of the misreporting is transference of deaths betwceen
age segments for which rates arc calculated; forexample, an overestimate of child mortality relative to infant
mortality may result if children who died during the first year of life are reported as having died at age one
ycar or oldcr. In an effort to minimize crror in the reporting of age at death, BDHS interviewers were
instructed to record the age at death in days for deaths under one month, and in months for deaths under 2
years. They were specifically asked o probe for deaths reported at one year of age to ensure that they had
actually occurred at 12 months. Nevertheless, there is evidence of some “heaping” on age 12 months in the
reporting of age at death (see Table C.7).

With regard to the issuc of displacement of the dates of events, there is no evidence of systematic
misreporting of birth dates for children born in the five-year period immediately prior to the survey. Unlike
the pattern found in some DHS surveys, in which it appears that interviewers might have deliberately
transferred the dates of births so as to put them out of the age range for eligibility for questions in the health
section of the questionnaire, the BDHS data on births by year are quite uniform (see Section C.2 above).

!'There are no mode! mortatity patterns for the neonatal period. However, one review of data from several developing
countrics concluded that, at Ievels of neonatal monality of 20 per 1,000 or higher, approximately 70 percent of nconatal
deaths occur within the first six days of lifc (Boerma, 1988, cited in Sullivan et al., 1990).
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This cursory inspection of the quality of the BDHS data on childhood mortality indicates that infant
deaths might be slightly underestimated due to the tendency 10 heap the age at death at 12 months.
Presumably, some of these deaths might have occurred before exact age 12 months. However, the effect on
the montality estimates of errors of the magnitude revealed in the BDHS would be extremely small; thus the
results presented in this report are unadjusted for misreporting. No evidence of selective omission of deaths
or of displacement of date of birth was detected.,

Table C.6 Reporting of age at death in days

Distribution of reported deaths under one month of sge by age at death
in days and the percentage of neonalal deaths reported 1o occur at ages
0-6 days, for five-year periods preceding the survey, Bangladesh

199394
Number of years preceding the survey

Age at death Total
(in days) 0-4 5-9 10-14  15.19 0-1%
<1 79 94 85 55 314
1 59 15 68 49 251
2 28 21 30 25 104
3 29 47 35 33 144
4 16 20 26 16 79
5 11 38 47 23 119
6 10 32 23 29 94
7 27 71 76 55 229
8 16 30 26 29 100
9 11 23 20 13 67
10 6 18 11 7 42
11 10 15 8 8 41
12 7 7 6 10 30
13 3 14 9 11 38
14 5 9 11 11 36
15 10 26 20 19 75
16 5 8 3 1 17
17 2 1 5 4 13
18 4 6 4 6 21
19 1 8 1 1 14
20 2 7 5 6 21
21 3 13 8 4 28
22 6 12 5 6 29
23 1 1 3 1 6
24 0 4 3 1 8
25 6 3 o 2 13
26 1 1 2 1 6
27 0 4 2 0 6
28 0 0 0 1 2
29 2 4 4 0 10
30 1 0 3 2 7
31+ 4 6 8 7 25
Missing 3 1 0 0 4
Total 0-30 364 612 553 432 1961

Percent early neonatal’  63.8 535 56.8 333 56.3

Y(0-6 days/0-30 days) * 100
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Table C.7 Reporting of age at death in months

Distribution of reported deaths under two 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 preceding the survey, Bangladesh 1993-94

Number of years preceding the survey

Age at death Total
(in months) 0-4 59 10-14 15-19 0-19
<1® 367 613 553 432 1965
i 56 69 59 55 239
2 2 46 23 26 118
3 34 60 50 51 195
4 2 28 17 18 86
5 19 17 18 18 7
6 24 31 31 7 109
7 13 16 21 11 60
8 16 17 20 19 n
9 8 14 11 13 46
10 7 14 10 2 33
11 5 6 8 2 20
12 12 37 41 23 114
13 4 2 2 0 8
14 3 2 4 1 10
15 ] 2 4 1 7
16 5 2 1 0 8
17 1 2 0 0 4
18 27 45 46 35 153
19 1 1 0 1 3
20 0 1 1 1 3
22 2 1 2 0 5
23 ] 1 0 0 2
24 1 8 7 5 21
1 year 19 53 58 49 179
Total 0-11 595 929 821 671 015
Percent neonatal®  61.8 66.0 67.3 64.4 65.2

4Includes deaths under 1 month reported in days
b(Under 1 month/under 1 year) * 100
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QUESTIONNAIRES






BANGILADESH DEMOGRAPHIC AND HEALTH SURVEY 1993-94

HOQUSEHOLD SCHEDULE

DIVISION

DISTRICT

UPAZILA/THANA

UNION

VILLAGE/MOHALLA/BLOCK

CLUSTER NUMBER.......0cetssusss cesssnaesnn cesssanes csanns
HOUSEHOLD NUMBER............ cetarteaaenan cesscnnan PR

DHAKA/CHITTAGONG=1, SMALL CITY=2, TOWN=3, VILLAGE=4..

NAME OF HOUSEHOLD HEAD

Is HOUSEHOLD SELECTED FOR HUSBAND SURVEY? (YES=1; NO=2).
INTERVIEWER VISITS 1 2 3 FINAL VISIT
DAY
DATE
MONTH* *
YR 1] 9
INTERVIEWER'S NAME NAME
RESULT =* RESULT

NEXT VISIT: DATE

TOTAL NUMBER

TIME OF VISITS

* RESULT CODES: TOTAL IN

1 COMPLETED HOUSEHOLD

2 NO HOUSEHOLD MEMBER AT HOME OR NO COMPETENT

RESPONDENT AT HOME AT TIME OF VISIT TOTAL

3 ENTIRE HOUSEHOLD ABSENT FOR EXTENDED PERIOD ELIGIBLE

4 POSTPONED WOMEN

5 REFUSED TOTAL

6 DWELLING VACANT OR ADDRESS NOT A DWELLING ELIGIBLE

7 DWELLING DESTROYED MEN

8 DWELLING NOT FOUND LINE NO.

9 OTHER OF RESP.

(SPECIFY) TO HOUSE-
HOLD SCHEDULE
FIELD EDITED BY || OFFICE EDITED BY [ KEYED BY || KEYED BY
NAME
DATE

** MONTH: 01 JANUARY 05 MAY 09 SEPTEMBER
02 FEBRUARY 06 JUNE 10 OCTOBER
03 MARCH 07 JULY 11 NOVEMBER

04 APRIL 08 AUGUST 12 DECEMBER

1




8L1

HOUSEHOLD SCHEDULE

Now we sould Like some information about the people who usually Live in your household or who are staying with you now.

LENE USUAL RESIDENTS AND JRELATIONSHIP RESIDENCE SEX AGE EDUCATION ENPLOYMENT MARITAL WOMAN HUSBAND 'S | HUSBAND
NO. YISETORS TO HEAD OF STATUS ELIGI- LINE ELIGI-
HOUSEHOLD* IF AGED & YEARS OR OLDER {F AGED 8§ § —— | BILITY NUMBER BILITY
———— YEARS OR FOR ALL
Please give me the at is the [Poes Did Is How old] Has IF ATTENDED SCHOOL OLDER AGED 10 CIRCLE WRITE IF
names of the persons JrelationshipJ(NAME) | (NAME)] (NAME)] is (NAME ) YEARS OR| LINE THE LINE | HOUSE-
who usually live in f (NAME) tousually| sleep male ] (NAME)? | ever What is IF AGED ABOVE NUMBER | NUMBER HOLD
your household and the head live here or been the highest| LESS Is OF ALL | OF THE CHOSEN
guests of the house- fJof the ere? last female to level of THAN (NAME ) Has EVER- HUSBAND FOR
hold who stayed here jhousehold? night? ? kschool ? school 25 currently (NAME) | MARRIED | OF THOSE ] WUSBAND
last night, starting {NAME) YEARS working ever WOMEN IN (16). ] SURVEY,
with the head of the attended? for been AGE CIRCLE
household. money? married? 10-49 IF NOT LINE
What is the YEARS. MARRIED NUMBER
highest Is OR IF OF
class (NAME) HUSBAND | HUSBANDS
{NAME) still in NOT IN OF ALL
completed | school? HOUSE- ELIGIBLE
at that HOLD, WOMEN .
level?7** WRITE
001,
[4}] {2) (3) (7) (8) () (10) (11) {12) {13) {14) (15) (16) 17) (18)
pum—— T ST | S E— | | E—
YES NO JYES NO | M F [IN YEARS [YES NO | LEVEL CLASS| YES NO { YES NO DK | YES NO
13| 1 2 1 2 1 2 1 2 j 1 2 1 2 8 1 2 01 M
02 1 2 1 2 1 2 1 2 ’_] 1 2 12 8 1 2 02 02
03 1 2 12 1 2 12 _\ 1 2 1 2 8 1 2 03 L 03
—
04 1 2 1 2 1 2 1 2 1 2 1 2 8 1 2 04 D4
1
05 1 2 1 2 1 2 1 2 1 2 12 8 1 2 05 1 05
06 1 2 1 2 1 2 1 2 ’- 1 2 1 2 8 1 2 0é 0é
07 1 2 1 2 1 2 1 2 1 2 12 8 1 2 o7 07
08 1 2 1 2 1 2 1 2 ] 1 2 12 8 1 2 08 08
09 1 2 1 2 1 2 1 2 1 2 12 8 1 2 09 09
10 1 2 1 2 1 2 1 2 [ 1 2 1 2 8 1 2 10 10




6L1

HOUSEHOLD SCHEDULE CONTINUED

I
El (2} (3 (7 (8) (9) | (10> | ¢113 (12) (13) I (14) | (15) (16) (17 I ¢18)
[YES NO [JYES NO M F |IN YEARS [YES NO | LEVEL CLASS| YES NO J YES NO DK YES NO
" 1 2 1 2 1 2 1 2 —I 1 2 12 8 1 2 11 1
12 1 2 1 2 1 2 1 2 —| 1 2 12 8 1 2 12 12
13 1 2 1 2 1 2 1 2 ] 1 2 1 2 8 1 2 13 13
14 1 2 1 2 1 2 1 2 ] 1 2 1.2 8 1T 2 14 14
15 1 2 1 2 1 2 1 2 ] 1 2 1.2 8 1 2 15 15
16 1 2 1 2 1 2 1 2 ] 1 2 1 2 8 1 2 16 16
17 1 2 1 2 12 1 2 ] 1 2 12 8 1 2 17 17
18 12 12 1 2 t 2 ] 1 2 12 8 1 2 18 18
19 12 1 2 1 2 1 2 ] 1 2 1.2 8 1 2 19 19
20 12 1 2 1 2 1 2 ] T2 12 8 1 2 20 20

TICK HERE I1F COMTINUATION SHEET USED El

[y
Just to make sure that 1 have a complete listing:

4) Are there any other persons such as small children or
infants that we have not listed? YES D——- ENTER EACH IN TABLE NO Ij

5) In addition, are there any other people who may not be

members of your family, such as domestic servants, ]
lodgers or friends who wsually Llive here? YES l_——l——- ENTER EACH IN TABLE NO

6) Do you have any guests or temporary visitors staying
here, or anyohe else who slept here last night? YES [:]—. ENTER EACH IN TABLE NO D

* CODES FOR Q.3 ** CODES FOR Q.12

RELATIONSHIP TO HEAD OF HOUSEHOLD: LEVEL OF EDUCATION: CLASS:

01= HEAD 05= GRANDCHILD 09= OTHER RELATIVE 1= PRIMARY 00=LESS THAN 1 YEAR COMPLETED

02= WIFE OR HUSBAND 06= PARENT 10= ADOPTED/FOSTER CHILD 2= SECONWDARY 28=DOES NOT KNOW

03= SON OR DAUGHTER 07= PARENT-IN-LAW 11= NOT RELATED 3= COLLEGE/UNIVERSITY

D4= SON OR DAUGHTER-IN-LAW 08= BROTHER OR SISTER 98= DOES NOT KNOM 8= DOES NOT KNOW




NO. QUESTIONS AND FILTERS CODING CATEGORIES TO
PIPED WATER I
19 What is the source of water your household uses PIPED INSIDE DWELLING......... MN—21
for dishwashing? PIPED OUTSIDE DWELLING........ 12
WELL WATER
TUBEWELL . eouvvvnavasaracanans 21
SURFACE WELL/OTHER WELL....... 22
SURFACE WATER
POND /TANK/LAKE. ...... [ k3l
RIVER/STREAM. ...cvcnnuransannn 32
RAINWATER. .. oovviiinnanonacannas 41— 21
OTHER 51
(SPECIFY) I
20 How long does it take to go there? MINUTES.......... [
ON PREMISES................ 996
20A] How long do you usually wait to get water there? MIMUTES.......ccvnnvnnnns
21 Does your household get drinking water YES . st iemeccceccacacananaann 1——J—-24
from this same source? MO eoeieeecirranasaaaaccanannnn 2 |
PIPED WATER
22 What is the source of drinking water PIPED INSIDE DWELLING......... 1"
for members of your household? PIPED DUTSIDE DWELLING........ 12
WELL WATER
TUBEWELL. .o iiiiccinanacananaaa 21
SURFACE WELL/OTHER WELL....... 22
SURFACE WATER
POND/TANK/LAKE. ....cvcvuvecnes n
RIVER/STREAM. .. ....ccvcveucnas 32
RAINWATER. ... .cviiie i iieeannns 41
OTHER 51
(SPECIFY)
24 where do adult women in your household usually SEPTIC TANK/MODERN TOILET....... 11
defecate? PIT TOILET/LATRINE
WATER SEALED/SLAB LATRIME..... 21
PIT LATRINE. . ocriieernannnaas 22
OPEN LATRINE. ................. 23
HAMGING LATRIME............... 24
NO FACILITY/BUSH/FIELD.......... kA
OTHER 41
{SPECIFY)
SEPTIC TANK/MODERN TOILET....... 11
25 where do chitdren in your household usuatly defecate? PIT TOILET/LATRINE
WATER SEALED/SLAB LATRINE..... 21
PIT LATRINE....cvveernnnnnnnes 22
OPEN LATRINE.....covivvnnenmrns 23
HARGING LATRINE..........c0cvns 24
NO FACILITY/BUSH/FIELD.......... N
OTHER 41
(SPECIFY)
NO CHILDREM, .....cvvvevuennn eeead1
26 Does your household have; YES NO
Almirah {wardrobe)? ALMIRAM. .. ..... e A 2
A teble, chair or bench? TABLE/CHAIR/BENCH.......... 1 2
A watch or clock? WATCH/CLOCK . .o ieeeanennnns 1 2
A cot or bed? COT/BED. ..oeiieiaaaaas 1 2
Electricity? ELECTRICITY. .. evernnntns 1 2
A radio that is working? RADID. . ivencnsanccnnnsannan 1 2
A television that is working? TELEVISION......ccovunnnnns 1 2
A bicycle? BICYCLE....ooviinenrecnnens 1 2
Agricultural land? AGRICULTURAL LAND.......... 1 2
&

180



SK1p

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
7 How many rooms in your household are used for sleeping? ROOMS. ... covvvncnrnncnaass
NATURAL ROOF
28 MAIN MATERIAL OF THE ROOF. KATCHA (BAMBOO/THATCH)........11
RUDIMENTARY ROCF
RECORD OBSERVATION. . erenes-21
FINISHED ROOF
CEMENT /CONCRETE.............-- n
OTHER &1
{SPECIFY)
NATURAL WALLS
29 MAIN MATERIAL OF THE WALLS. JUTE/BAMBOO/MUD (KATCHA)...... "
RUDIMENTARY WALLS
RECORD OBSERVATION. WOOD ... .ccieeesnnsnnnnnnsannnns 21
FINISHED WALLS
BRICK/CEMENT.......... PR 1
TINc e e i ticacercancanaannnns 32
OTHER 41
(SPECIFY)
NATURAL FLOOR
30 MAIN MATERIAL OF THE FLOOR. EARTH/BAMBOO (KATCHA)......... 11
RUDIMENTARY FLOOR
RECORD OBSERVATION, WOOD. .. ciiicinranannns F—A
FINISHED FLOOR (PUKKA)
CEMENT /CONCRETE. . v [ n
OTHER 41
{SPECIFY)
N IS THIS HOUSEHOLD IN A BOSTI (SLUM)? YES .. iiciceannnnannnnannnnnnns 1
[« TR Catssaatercanan vieenal
RECORD OBSERVATION.
5
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BANGLADESH DEMOGRAPHIC AND HEALTH SURVEY 1593-94

WOMAN QUESTTONNAIRE

DIVISION

DISTRICT

UPAZILA/THANA

UNION

VILLAGE/MOHALLA/BLOCK

CLUSTER NUMBER. ...+ sssesccasscscnnss Cerssanenseserrenens
HOUSEHOLD NUMBER......cccitanrnnannn Ceesssasanns s e
DHAKA/CHITTAGONG=1, SMALL CITY=2, TOWN=3, VILLAGE=4.....

NAME OF HOUSEHOLD HEAD

NAME AND LINE NUMBER OF WOMAN

INTERVIEWER VISITS

1 2 3 FINAL VISIT
DAY
DATE
MONTH *
YR 1| 91 9
INTERVIEWER'S NAME NAME
RESULT + RESULT
NEXT VISIT: DATE {| TOTAL NUMBER
TIME OF VISITS
***RESULT CODES:
1 COMPLETED 4 REFUSED 7 OTHER
2 NOT AT HOME 5 PARTLY COMPLETED (SPECIFY)
3 POSTPONED 6 INCAPACITATED
FIELD EDITED BY OFFICE EDITED BY KEYED BY KEYED BY
NAME
DATE
*% MONTH: 01 JANUARY 05 MAY 09 SEPTEMBER
02 FEBRUARY 06 JUNE 10 OCTOBER
03 MARCH 07 JULY 11 NOVEMBER

04 APRIL 08 AUGUST 12 DECEMBER
183




SECTION 1. RESPONDENT'S BACKGROUND

SKIP
QUESTIONS AKD FILTERS CODING CATEGORIES
RECORD THE TIME. HOUR, . vovvvarannnee
MINUTES
102 How long have you been living continuously in YEARS...... rerrrrateaean
(NAME OF CURRENT PLACE OF RESIDENCE}?
ALMAYS . iisaritcacnncarnnnanas 95
VISITOR............ terrrrenanas S 103
102A] Just before you moved here, did you live in a city, Lol I erirse ey 1
in a town, or in the countryside? TOWN. . oiieeciicccaacannarnnnnns 2
COUNTRYSIDE. .. ..ccceenaranrnnans 3
BENGALI........ 1
103 In what month and year were you born? MONTH *........ pen
YEAR....... 113
USE CODES BELOW FOR MONTHS.
ENGLISH........ 2
IF SHE DOES NOT KNOW, WRITE 'D K' IN BOXES. MONTH**, ... ......
YEAR....... 19
104 How old are you? AGE IN COMPLETED YEARS...
COMPARE AND CORRECT 103 AND/OR 104 IF INCONSISTENT.
104A] Are you now married, widowed, or divorced? MARRIED. . ecucnacannnanas eaenes]
WIDOWED. .. iiiisinnanannanannns 2
DIVORCED/DESERTED . . v v vvecuanrnuns 3
105 Have you ever attended school? b 1 =1 1 I
ND . iiitvasostvincnnmusaaananans 2——109
106 What is the highest level of schoocl you attended: PRIMARY ... ...vveevennmanaananans 1
primary, secondary, or higher? SECONDARY ... viviunnnnnnnanaanans 2
COLLEGE /UNIVERSITY...ovvnaann.. 3
107 What is the highest class you completed? CLASS. .. veiiennnincananns
CHECK 104:
SECONDARY
PRIMARY [;] OR COLLEGE 1
v
109 Can you reed and write a letter in any language EASILY . . .cenrinnrirrcnnnnaannans 1
easily, with difficulty, or not at ail? WITH DIFFICULTY..... Arrasraerean 2
NOT AT ALL......cvvveennenannnns —e1n
110 Do you usually read a newspaper or magazine at least YES .ot iivrrrrennrramasaatananans 1
once & week? NO. ... ciernnnnnanasnnsaaacannns 2
1M1 Do you usually listen to the radio at least once a week? | YES..........covvvvvennncasaanns 1
NO it aaiarnanennteticntncnnns 2
* BENGALI MOMTHS: ** ENGLISH MOMTHS:
01 BAISHAK 05 BADHRA 09 POUSH 01 JANUARY 05 MAY 0% SEPTEMBER
02 JAISTHA 0& ASHWIN 10 MAGH 02 FEBRUARY 06 JUNE 10 OCTOBER
03 ASHAR 07 KARTIK 11 FALGUMN 03 MARCH 07 JuLyY 11 NOVEMBER
04 SRABAN 0B AGRAHAYAN 12 CHOITRA 04 APRIL 08 AUGUST 12 DECEMBER
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES 10
112 Do you usuaily watch television at least YESioveosrocsnaenrannsnn P, 1
once a week? NO..iversnssesnnnnorerssnnnnnnns 2
113 What is your religion? ISLAM...... deeeeaataseassersenns 1
CHRISTIANITY...oiviiioncnnnnnsnn 2
HINDUISM........... evevanures ves3
BUDDHISHM. ... .. ccciviienniinannnn 4
OTHER 5
(SPECIFY)
114 Do you belong to any of the following organizations? YES NO
Grameen Bank? GRAMEEN BANK...:vvvernssasnl 2
BRAC? BRAC. .svnnsennn Cerraeaaan | 2
BRDP? BRDP....0n-vennns P 1 2
Mother's club? MOTHER'S CLUB..... enmacaaa 1 2
Any other organization? OTHER 1 2
{SPECIFY)

CHECK Q.7 IN THE HOUSEHOLD QUESTIONNAIRE

THE WOMAN INTERVIEWED IS NOT A
[;:] USUAL RESIDENT

THE WOMAN INTERVIEWED IS A USUAL RESIDENT

¥
116 Now I would like to ask about the place in which DHAKA/CHITTAGONG. ... ..uvnvnennn. 1
you usually live. Do you usually live in a city, SMALL CITY....... cerrmaanan ennal
in a town, or in a village? TOMN. e e cvnrennnnnaees Crrianerne .3
VILLAGE..... esasesesenaannnnnn 4
IF CITY: In which city do you Live?*
117 In which division is that located? - EWE 11, 1
DHAKA. . cverimnnircnnncnaannnsnmns 2
CHITTAGOMG...... e, 3
KHULNA, . envannns . 4
BARISHAL........... [ eas5
PIPED WATER
118 Now | would Like to ask about the household in which PIPED INSIDE DWELLING....,,....11——120
you usuaity Live. PIPED OUTSIDE DWELLING........ 12
WELL WATER
TUBEWELL .. iiiiniiinmnennenenn 21
what is the source of water your household uses SURFACE WELL/OTHER WELL....... 22
for handwashing? SURFACE WATER
POND/TANK/LAKE. .. vvascanannn 31
RIVER/STREAM. .. ....... AP ¥
RAINWATER..... esariaans hsnanas 41——120
OTHER 51
{SPECIFY)
119 How long does it take to go there? MINUTES . cusirracaranns .
ON PREMISES............. ceeaa 996
TI9A] How long do you usually wait to get water? MINUTES..ciucieannnanes
[
120 Does your household get drinking water YES.iveoncmannsnensncscncsnnnnns 1—122
from this same source? T e .2 ]
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NO. QUESTIONS AND FILTERS CODING CATEGORIES 0 TO

PIPED WATER
121 What is the source of drinking water PIPED INSIDE DWELLING......... 1
for members of your househotd? PIPED OUTSIDE DWELLING........ 12
WELL WATER
TUBEMWELL. ..o iiniicvrmscnnnnns 21
SURFACE WELL/OTHER WELL....... 22
SURFACE WATER
POND/TANK/LAKE......cvvreunnnn 3
RIVER/STREAM. .. ....convnnnnons 32
RAINWATER. ........cccvvmennnnnes 41
OTHER 51
(SPECIFY)
122 Where do adult women in your household usually SEPTIC TANK/MODERN TOILET.......1%1
defecate? PIT TOILET/LATRINE
WATER SEALED/SLAB LATRINE..... 21
PIT LATRINE. ... .. cieincnnnns 22
OPEN LATRIME. .. uvvvensnannnaa 23
HANGING LATRINE.....cevuucuann 24
WO FACILITY/BUSH/FIELD.......... 3
OTHER 41
(SPECIFY)
SEPTIC TANK/MODERN TOILET....... 1"
123 Where do children in your household usually defecate? PIT TOILET/LATRINE
WATER SEALED/SLAB LATRINE..... 21
PIT LATRINE . cvivvnnnnrsnnnnss 22
OPEN LATRINE.......ccvvennnnns 23
HANGING LATRINE......-cvveceers 24
NO FACILITY/BUSH/FIELD.......... 34
OTHER 41
(SPECIFY)
MO CHILDREN..... rrteassamrraaana 51
124 Does your household have: YES NO
Almirah? ALMIRAH. ...t iiiniainnnaan 1 2
A table, chair or bench? TABLE/CHAIR/BENCH.......... 1 2
A watch of clock? WATCH/CLOCK . . oo i cncnnnacans 1 2
A cot or bed? COT/BED........ cevnmseennne 1 2
Etectricity? ELECTRICITY .. .vnnerecnnnann 1 2
A radio that is working? RADIO......... Creereenenans 1 2
A television that is working? TELEVISION...cvvvenuwnsocnns 1 2
A bicycle? BICYCLE. veevcncuannss —_— e
Agricultural land? AGRICULTURAL LAND.......... 1 2
125 How many rooms in your household are used for sleeping? ROOMS . . vrvvernsnnanrs eeres
NATURAL ROOF
126 MAIN MATERIAL OF THE ROOF. KATCHA (BAMBOO/THATCH)........ 1
RUDIMENTARY ROOF
RECORD OBSERVATION. TIN. .t iieennnnnanas [ 21
FINISHED ROOF
CEMENT/CONCRETE.,...-cvvuuuens 3
OTHER 41
(SPECIFY)
NATURAL WALLS
127 MAIN MATERLIAL OF THE MALLS. JUTE/BAMBOO/MUD (KATCHA)...... 1"
RUDIMENTARY WALLS
RECORD OBSERVATION. WOOD . ..t iiiiciennaansnnasnnnnn 21
FINISHED WALLS
BRICK/CEMENT. ......cinvnnan ve 31
TINeo oo drereeemasasanaaa 32
OTHER 41
(SPECIFY)
NATURAL FLOOR
128 MAIN MATERJAL OF THE FLOOR. EARTH/BAMBOO (KATCHA)......... 1
RUDIMENTARY FLOOR
RECORD OBSERVATION. WOD . . oivnneicniicacnsnarnrans 21
FINISHED FLODR (PUKKA)
CEMENT/CONCRETE......-.uvnnetn I
OTHER &1
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SECTION 2. REPRODUCTION

SKIP
NO. GLUESTIONS AND FILTERS CODING CATEGORIES T0
20 Now I would like to ssk about aitl the births you have YES . iiianscacrarassnnnrnsonnnnns 1
had during your Life. Have you ever given birth?
NO...hvvnnnes ereeessssansnnnns . —206
|
202 Do you have any sons or daughters to whom you have L 13 7, 1
given birth who are now living with you?
|1« FPUR. i 4 L
|
203 How meny sons live with you? SONS AT HOME......cccnvnres
And how many deughters {ive With you?
DAUGHTERS AT HOME..........
IF NONE RECORD '00'.
204 Do you have any sons or daughters to whom you have YES. . eivanns ereeaan PP .
given birth who are alive but do not Live with you?
NO.....oiviimnnncnnncrnnannnss  2—» 206
I
205 How many sons are alive but do not live with you? SONS ELSEWHERE......vcu.n--
And how many daughters are aljve but do not Live with
you? DAUGHTERS ELSEWHERE........
IF NOME RECORD '00'.
206 Heve you ever given birth to a boy or a girl who was YES........ P . F—
bern alive but later died? IF NC, PROBE: Any
balbyy who cried or chowed any sign of life but Hl.rnueeeincnnsnncnannrsonnnrnnna 2—208
only survived a few hours or days? |
07 In all, how many boye have died? BOYS DEAD...scuceurvonnnnns
And how many girls have died?
GIRLS DEAD..... termmeEeraan
IF NONE RECOQRD '0DD'.
SUM ANSWERS TO 203, 205, AND 207, AND ENTER TOTAL. TOTAL.evvensncnnnnsnncaanss
IF NONE RECORD '00'.
209 CHECK 2D8:
Just to make sure that ! have this right: you have had
in TOTAL births during your Life. Is that
correct?
PROBE AND
YES NO D—D CORRECT 201-208
AS NECESSARY
v
CHECK 208:
ONE OR MORE NO BIRTHS D »225
BIRTHS
Y
5
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211 Now I 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 AMD TRIPLETS OM SEPARATE LIMES.
. _______________________________________________________|
212 213 214 215 216 217 218 220
IF ALIVE: IF ALIVE: IF DEAD:
What name was | Were Is In what month and year was Is How old Is (NAME) How old was he/she
given to your | any of (NAME) (NAME) born? (NAME ) was living when he/she died?
(first,next) these a boy or still {NAME ) with you?
baby? births a girl? ] WRITE IN EITHER BENGALI OR alive? at his or IF *1 YR.™, PROBE:
twine? ENGLISH DATES, BUT NOT BODTH, her last How maeny months
birthday? old was (NAME)?
USE CODES AT BOTTOM OF PAGE
FOR MOMTHS. RECORD RECORD DAYS IF LESS
AGE IN THAN 1 MONTH,MONTHS
COMPLETED IF LESS THAN TwO
BENGAL I ENGLISH YEARS. YEARS, OR YEARS.
1 2
m SING..t ]| BOY...1 | MONTH MOMTH YES...1 | AGE IN YES....... 1. { pars....1
YEARS (GD TO MEXT
MULT..2 GIRL..2 YR| 1 YR! 1] ¢ NO....2 BIRTH) MONTHS. .2
(NAME) |
v NO..,.....2 YEARS...3
220
1 2
EEJ SING..1 BOY...1 MONTH KONTH YES...1 AGE IN YES..... ool DAYS....1
YEARS (GO TO NEXT
MULT..2 GIRL..2 YR‘ 1‘ Yﬂ\ 1‘ 9 NO..._2 BIRTH) « MONTHS. .2
(NAME)
¥ NO,.......2 YEARS...3
220
1 2
gzj SING..1 BOY...1 MONTH MONTH YES...1 AGE IN YES.......1 DAYS....1
YEARS {GO TD NEXT
MULT..2 GIRL..2 YR| 1 YR{ 1] 9 NO....2 BIRTH) MORTHS., .2
(NAME) |
v NO........ 2 YEARS...3
220
1 2
EfJ SING..1 Boy...1 MONTH MONTH YES...1 AGE [N YES....... DAYS....1
YEARS (GO TO NEXT
MULT..2 GIRL..2 TR 1 TR] 1] ¢ NO....2 BIRTH) MONTHS. .2
(NAME) |
v NO...... .ol YEARS...3
220
1 2
?EJ SING..1 BOY...1 MONTH MONTH YES...1 AGE IN YES....cx- DAYS....1
YEARS (GO TO MEXT
MULT. .2 GIRL..2 YR| 1 TR 1| @ ND....Z BIRTH) MONTHS. .2
(NAME ) | %
v NO........ YEARS...3
220
i 2
2EJ SING..1 BQY...1 MONTH MONTH YES...1 AGE IN YES....... 14§ OAYS... .1
YEARS (GO TO NEXT
MULT..2 | GIRL..2 TR{ 1 TR 1| 9 NO....2 BIRTH) MONTHS..2
(NAME) |
v NO..oowunn ¢~ | YEARS...3
220
1 2
HIJ SING..1 BOY...1 MONTH MOMTH YES...1 AGE IN YES...ov-.1 DAYS....1
YEARS (GO TO NEXT
MULT..2 J GIRL..2 J YR[ 1 YR 1| @ HO....2 BIRTH)«{ | MONTHS..2
(NAME ) |
v BO........ 24 | YEARS...3
220
&
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212 213 214 215 215 217 218 220
IF ALIVE: IF ALIVE: IF DEAD:
What name was § Were s In what month and year was Is Houw old Is (NAME) How old was he/she
given to your | any of (NAME ) (NAME) born? (NAME ) was living when he/she died?
(first,next) thege a boy or still (NAME ) with you?
baby? births s girl? J WRITE IN EITHER BENGALI OR alive? st his or IF "1 YR.", PROBE:
twina? EMGLISH DATES. her last How many months
birthday? old was (NAME)?
USE CODES AT B8QTTOM OF PAGE
FOR MONTHS. RECORD RECORD DAYS I[F LESS
AGE 1IN THAN 1 MONTH,MONTHS
COMPLETED IF LESS THAN TWO
BENGAL I ENGLISH YEARS . YEARS, OR YEARS.
1 2
SEJ SING..1 BOY...1 MONTH MONTH YES...1 AGE 1IN YES.......% J DAYS. ...
YEARS (GO TO NEXT
MULT..2 J GIRL..2 ] YR| 1 YR| 1] @ NO....2 BIRTH)«{ | MONTHS. .2
(NAME) |
¥ NO........2' § YEARS.,.3
220
1 2
EBJ SING..1 § BOY,.,.1 | MONTH MONTH YES...1 AGE IN YES.......14 ] DAYS....1
YEARS (GO TD MEXT
MULT..2 J GIRL..2 | YR| 1 YR[ 1] 9 NO....2 BIRTH) MONTHS. .2
(NAME) | [_
v NO........20 | YEARS...3
220
1 2
}fﬂ SING..1 ] BOY...1 J MONTH MONTH YES...1 AGE TN YES.......1, J DAYS. ...}
YEARS {GO TO NEXT
MULT..2 JGIRL..2 F YR 1 YR| 1} ¢ NO....2 BIRTH)«{ | MONTHS. .2
(NAME) |
v NO........27 } YEARS...3
220
1 2
EEJ SING. .} BOY...1 MONTH MONTH YES...1 AGE IN YES.......17 |} DAYS... .
YEARS (GO TO NEXT
MULT..2 | GIRL,.2 | YR} 1 YR| 1] ¢ NO....2 BIRTH)}«{ | HONTHS..2
CNAME Y |
¥ NO........ 2/ | YEARS...3
220
.
1 2
IEJ SING..1 | BOY...1 ] MONTH MONTH YES...1 AGE IN YES.......1; | DAYS... .1
YEARS (GO TO NEXT
MULT..2 | GIRL..2 | YR] 1 YR| 1| ¢ NO....2 BIRTH)«]| ] MONTHS..2
(NAME ) i l::’
Y NO........ 27| YEARS...3
220
1 2
EEJ SING..1 BOY...1 MONTH MONTH YES...1 AGE IN YES....... 1 DAYS... .
YEARS (GO TO NEXT
NULT..2 [ GIRL..2 [ YR| ¢ YR| 1| @ NO....2 BIRTH}«{ | MONTNS..2
(NAME) | [_
v NO...... ..2) | YEARS...3
220
1 2
IfJ SING..1 BOY...1 | MONTH MONTH YES...1 AGE IN YES....... 17§ DAYS....1
YEARS (GO TO MEXT
MULT..2 J GIRL..2 | YR| 1% YR[ 11 9 NO....2 BIRTH) MONTHS..2
(NAME) |
v NO........ 21 ¥ YEARS...3
220

* BENGALT MONTHS:
01 BAISHAK
02 JAISTHA
03 ASHAR
04 SRABAN

05 BADHRA
D6 ASHWIN
07 KARTIK
0B AGRAHAYAN

0% POUSH
10 MAGH

11 FALGUN
12 CHOITRA

** ENGLISH MONTHS:

189

01 JAMUARY
02 FEBRUARY

03 MARC
04 APRI

H
L

05 MAY
06 JUME
07 JuLY
D8 AUGUST

09 SEPTEMBER
10 OCTOBER
11 NOVEMBER
12 DECEMBER



COMPARE 208 WITH NUMBER OF BIRTHS IN HISTORY ABOVE AND MARK:

NUMBERS MULMBERS ARE
ARE SAME DIFFERENT E]—D (PROBE AND RECONCILE)
v
CHECK: FOR EACH BIRTH: YEAR OF BIRTH IS RECORDED.

FOR EACH LIVIMG CHILD: CURRENT AGE 1S RECORDED.

FOR EACH DEAD CHILD: AGE AT DEATH IS RECORDED.

FOR AGE AT DEATH 12 MONTHS OR 1 YEAR: PROBE TO DETERMINE EXACT NUMBER OF MONTHS.

FOR BIRTH INTERVALS OF FOUR YEARS OR MORE: PROBE FOR UNREPORTED BIRTHS.

FOR EACH BIRTH SINCE BAISHAK 1395 OR APRIL 1988, ENTER “B" IN MONTH OF BIRTH IN COLUMN 1 OF CALENDAR AND “p"
IN EACH OF THE 8 PRECEDING MONTHS. WRITE WAME TO THE LEFT OF THE “B" CODE.

SKIP
NO. QUESTIONS AND FILTERS CODING CATEGORIES TQ

225 Are you pregnant now? YES..oviivvannnannn P F—_—

ND. . oriiirreaaerraaaarcanns veal
UNSURE -~~~ ..o ooooooeoooo roiila—le2og

226 How many months pregnant are you? MONTHS . o vt vrnannsnnanansn I:::]

ENTER “P" IN COLUMN 1 OF CALENDAR IN MONTH OF
INTERVIEW AND IN EACH PRECEDING MONTH PREGMANT.

227 At the time you became pregnant, did you want to become THEN...... - aeetraiveraaanes 1
pregnant then, did you want to wait until later, LATER. . cvvvenennnnnnn ereenan vensl
or did you not want to become prepnant st all? NOT AT ALL...civurcnvuinnronennss 3
228 Have you ever had a pregnancy that miscarried, YES. ... i ivitvnncnsncnnsnnsnnanns 1
was aborted, or ended in a stillbirth?
1 eaenn reaaan 2——»2338
BENGALI........1
229 When did the tast such pregnancy end? MONTH *........
YEAR....... t
USE CODES BELOM FOR WONTHS.
ENGLISH........ 2
MONTH*™, . .........

CHECK 229:

LAST PREGNANCY ENDED SINCE LAST PREGNANCY ENDED BEFORE
BATSHAK 1395 OR APRIL 1988 BAISHAK 1395 OR APRIL 1968

Y

enrded? MONTHS

.....................

231 How many months pregnant were you when the pregnancy I:::]

ENTER "T" [N COLUMN 1 OF CALENDAR IN THE MONTH THAT THE
PREGKANCY TERMINATED, AND "P" [N EACH PRECEDING MONTH

PREGHANT .
* BENGALI MONTHS: *% EMGLISH MONTHS:
01 BAISHAK 05 BADHRA 09 POUSH 01 JANUARY 05 MAY 09 SEPTEMBER
02 JAISTHA 06 ASHWIN 10 MAGH Q2 FEBRUARY 06 JUNE 10 OCTOBER
D3 ASHAR 07 KARTIK 11 FALGUN 03 MARCH 07 JuLy 11 NOVEMBER
04 SRABAN D3 AGRAHAYAN 12 CHOITRA 04 APRIL 08 AUGUST 12 DECEMBER
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SKIP
NO. QUESTIONS AND FILTERS CODING CATEGORIES T0

232 Did you ever have any other such pregnancies? YES.eeeonnnnn- Carrremnus cesnnaen 1

ASK FOR DATES AND DURATIONS OF ANY OTHER PREGNANCIES BACK TO BAISHAX 1395 OR APRIL 1988.
ENTER »T" [N COLUMN 1 OF CALENDAR IN MONTH PREGNANCY TERMINATED,
AND “p™ [N EACH PRECEDING MONTH PREGNANT.

233A] Have you ever become pregnant when you did not want to YES..oavenaacannn, tesrrssessnnan 1
be?
HO....... Crenanaaaas . e 2—234
2338 Were any of those pregnancies ended by menstrual YES.eeorun- crtransaeaas P |
reguiation or induced abortion? . ereaef—»234
|
233C] The last time this happened, was the pregnancy ended MENSTRUAL REGULATION (MR)....... 1
by menstrual regulation or induced abortion? INOUCED ABORTION/D E C.......... 2
OTHER 3
(SPECIFY)
BENGALI, .cu... 1
2330] when did the last such pregnancy end? MONTH *..........n
YEAR.......| 1
USE CODES BELOW FOR MONTHS.
ENGLISH....... .2
MONTH** ree
YEAR....... 1 9
STILL PREGWANT.......cvvevuvenuan &
234 when did your {ast menstrual period start? DAYS AGD...vvvrncecnanans 1
WEEKS AGO...vrnveennnns 2
MONTHS AGD.......iennnnes 3
YEARS AGD.,.cvvuuvn. veandd
IN MENOPAUSE.........cc... ve e 994
BEFORE LAST BIRTH....e0uvuuens 995
NEVER MENSTRUATED.......ccouan- 906

* BENGALI MONTHS: ** ENGLISH MONTHS:
01 BAISHAK 05 BADHRA 09 POUSH 01 JANUARY 05 MAY 09 SEPTEMBER
02 JAISTHA 06 ASHWIN 10 MAGH 02 FEBRUARY 06 JUNE 10 OCTOBER
03 ASHAR 07 KARTIK 11 FALGUN 03 MARCH 07 JuLy 11 NOVEMBER
04 SRABAN 08 AGRAHAYAN 12 CHOITRA 04 APRIL 08 AuGUST 12 DECEMBER
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SECTION 3: CONTRACEPTION

delay or avoid s pregnancy.

THEN

NHow 1 would like to talk about family planning - the various ways or methods that a couple can use to

Which ways or methods have you heard about?

CIRCLE CODE 1 IN 302 FOR EACH METHOD MENTIONED SPONTANEOQUSLY.
THEN PROCEED DOWN THE COLUMN, READING THE WAME AND DESCRIPTION OF EACH METHOD NOT MENTIONED SPONTAMEOUSLY.
CIRCLE CODE 2 IF METHOD IS RECOGNI2ED, AND CODE 3 IF NOT RECOGNIZED.
FOR EACH METHOD WITH CODE 1 OR 2 CIRCLED IN 302, ASK 303-304 BEFORE PROCEEDING TO THE NEXT METHOD.

302 Have you ever 303 Have you 304 Do you know where
heard of (METHOD)? ever used a person could go
(METHOD )? to get (METHOD)?
READ DESCRIPTION OF EACH METHOD
PILL, MAYA YES/SPONT . ..covencrncnen 1 YES..veesnnan 4 YES.eereerrnonnnnans .1
Women can take a pilt every YES/PROBED......... vieeal
day. . o . K NO......ovnan 2 o 2
V—
tUD, COPPER T Momen can have a YES/SPONT ... . ovnernnns 1 YES . onininns 1 YES.. . vvvnnnnnnnannns 1
loop or coil placed inside them YES/PROBED.....ccccuuun. 2
by a doctor or a nurse, o 3 NO..... resensd o Y
v_
INJECTIONS Women can have an YES/SPONT........ cresnns 1 YES....onnntn 1 ¥ES.cunanoannnsnnnnss 1
injection by a doctor or nurse YES/PROBED....... . 2
which stops them from becoming NO....... festrerreenmans 3 ND..... rreea NO..iveeenrannananann 2
pregnant for several months. ]
v_
COMDOM, RAJA YES/SPONT.......... veasal YES...vorunnn 1 ¥ES . eriirrrrnonnrnans 1
Men can use & rubber sheath YES/PROBED. ........... 'e2
during sexual intercourse. o L NO..........s 2 L 2
.
FEMALE STERILIZATION, TUBAL Have you ever had an YES. icvinvvenonnnnnnns 1
LIGATION, TL operation to avoid
YES/SPONT...... resesemns 1 having any more NO..ooviennarannnnnan 2
Woman can have an operation YES/PROBED......cvvvvnns 2 children?
to avoid having eny more NO...ovriemnnrnnas
children. !“ YES..cvvuunnn 1
NO.....onnn.. 2
v—
MALE STERILIZATION, VASECTOMY YES/SPONT....ccnuun veussl YES.uivereunn ki YES iettemnnnsnnnnaas 1
Men can have an operation to YES/PROBED......... P 4
avoid having any more children. HO..vennnnnnen Trrerseaaa 3-| NO.. ... -4 NO.,..eennnnnnns -]
v_
SAFE PERIOD, COUNTING DAYS, YES/SPONT . .....ccvvvneens 1 YES..eovaea.n 1 Do you know where a person
CALENDAR, RHYTHM METHOD YES/PROBED. ... ..ccccvueae 2 can obtain advice on how to
Couptes can avoid having senual T NO.......... 2 use the safe pericd?
intercourse on certain days of
the month when the woman is
more likely to become pregnant.
Y—
WITHDRAWAL YES/SPONT.....vnveunnse. 1 YES..... veaeal
Men can be careful and pull YES/PROBED......0.0uv--- .2
out before climax. o L NO.....oonnet 2
V—
Have you heard of any other YES/SPONT .. ...c0uus vesesl
ways or methods that women
or men cen use to aveid o 3
pregnancy?
1 YES...ennnra A
(SPECIFY) [T T 2
2 YES..vuvanuaun 4
(SPECIFY) o 4
3 YES. i vinntns 1

(SPECIFY)

CHECK 303: NOT A SINGLE

{NEVER USED}

IIYESII

(EVER USED)
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AT LEAST ONE "YES"

EL, SKIP TO 309
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QUESTIONS AND FILTERS

Heve you ever used anything or tried in any way to
delay or avoid getting pregnant?

ENTER "O" IN COLUMN 1 OF CALENDAR IN EACH BLANK MONTH.

CODING CATEGORIES

308 wWhat have you used or done?
CORRECT 303-305 (AND 302 IF NECESSARY).
309 What was the first method you ever used? PILL euiciarsannnasrrnnneenesss0)
IUD .t s e ciecacannnnes [ .02
INJECTIONS........ remeaan veaas 03
CONDOM. ....connnnn P 1A
FEMALE STERILIZATION....... ves 05
MALE STERILIZATION.......ccanun 0s
SAFE PERIOD, COUNTING DAYS.....O7
WITHDRAWAL........ sesecaaernns 08 }5311
OTHER 0
(SPECIFY) I
PUBLIC SECTOR
310 Where did you get this method the first time? HOSPITAL/MEDICAL COLLEGE..... "
FAMILY WELFARE CENTRE........ 12
THANA HEALTH COMPLEX,....... .13
SATELLITE CLINIC..cviannnsnn A4
MEDICAL PRIVATE SECTOR
PRIVATE CLINIC/DOCTOR..... L2l
TRADITIONAL DOCTOR....... s 22
PHARMACY...... [ PR
OTHER PRIVATE SECTOR
SHOP,...... Prarieeee enmrsuon 3
FRIENDS/RELATIVES.......... .32
FIELDWORKER, FWA...ceu.uanesns il
OTHER 51
(SPECIFY)
DOES NOT KNOW........c.cvuunns 98
L3R How many living children did you have at that time, NUMBER OF CHILDREN.........
if any?
IF NONE, RECORD '00°'.
311A | CHECK 303:
WOMAN NOT WOMAN
STERILIZED E:] STERILIZED ] »315A
v
312 CHECK 104A:
CURRENTLY WIDOWED/ 1
MARRIED F DIVORCED »322D
v
313 CHECK 225:
NOT PREGNANT PREGNANT (—1
OR UNSURE ? +»3220
v
M4 Are you currentiy doing something or using any method YES .o ocenannncaannns veaeas R |
to delay or evoid getting pregnant?
o PR .o 2—»3220
193 11



NO. QUESTIONS AND FILTERS CODING CATEGORIES TO
315 Which method are you using? PILL..... P o 1 |
LT TN veerae vrrasanan .02
IHJECTIONS.....................03
CONDOM. ..c...cveenrnvnanmannnnn 04
315A8 CIRCLE '05' FOR FEMALE STERILIZATION. FEMALE STERILIZATION........ .05
MALE STERILIZATION...cceuvnnunen 06:::1v321
SAFE PERIOD, COUNTING DAYS.....07
WITHDRAWAL.......... sermanns ...08
OTHER 09
(SPECIFY)
316 At any time during the same month, do you regularly use YES . ot tiiiiesacancrsoncnnnnn vl
eny method other than (CURRENT METHOD)? HO. . cieeenicinessccaunasssnnmnne 2——318
37 which method is that? PilL...... tereecasenanaana aeesa0F
IUW..ovvvennunna tevnassr s anannn 02
INJECTIONS. ..vevvnnnrnnnnnnan ..03
CONDOM. ..... Vessssanveesmmmnans 04
SAFE PERIOD, COUHTING DAYS.....07
WITHDRAMWAL . .. cvssccrvnnntnnnnns 08
OTHER 09
(SPECIFY)
USING
CHECK 315; INJECTION r_]
USING PILL USING
USING 1UD OR OTHER[T-1
MODERN METHOD
USING SAFE PERIOD E_l

USING WITHDRAWAL
OTHER g

v
318A} May I see the package of pills you are using now? PACKAGE SEEN......ccucessvanana .1
RECORD NAME OF BRAND.
BRAND NAME
PACKAGE NOT SEEN.....¢0nvee- vsr.2— 318D
3180 CHECK PACKET FOR PILL USE AND MARK CORRECT CODE. PILLS MISSING IN ORDER.......... 1——318F
PILLS MISSING OUT OF ORDER......Z2
NO PILLS MISSING............ . |
318C1 why is it that you have not taken the pitls DOESN'T KNOW WHAT TO DO........ o
(in order)? HEALTH REASONS...... rorans veee 02
FOLLOWING INSTRUCTIONS.........03 318F
NEW PACKET....0ounnw. tennanas ...04
MENSTRUATING. cvevvacmmnanannnan 05
OTHER G
{(SPECIFY)
J18D] SHOW BRAND CHART FOR PILLS:
Please tell me which of these is the brand of pills BRAND NAME
that you are now using.
DOES NOT KNOM...... [P — ]
318E] why don't you have & package cf pills available? RAN OUT...,..euren .
COST TOO MUCH..eoveccenancaannen B
HUSBAND AMAY.......nc0enns PR
HAS MENSTRUAL PERIOD,...........D
CIRCLE ALL MENTIONED. NOT AVAILABLE AT HER SOURCE..... E
FWA HAS NOT BROUGHT RESUPPLY....F
OTHER G
(SPECIFY)
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NO.

31BF

QUESTIONS AND FILTERS

When was the last time you took a pill?

CHECK 318F:

TWO DAYS AGO

MORE THAN TWO
[;:] OR LESS

DAYS AGO
v

CODING CATEGORIES

SKI1P
10

DAYS AGD.......coiinnmnuans

MORE THAN ONE MONTH AGO........

3184} Why aren't you taking the pill these daya? HUSBAND AWAY......ccccuicansnnnsns A
FORGOT...... avrnmveesusaesrsrnnn B
HEALTH REASONS.....cccvcanernnns c
COST TOO MUCH.........oennusnnnn D
NO NEED TO TAKE EVERY DAY..,....E
RAN OUT .. vvucineiiacsacacarnnns F
FWA HAS NOT BROUGHT RESUPPLY....G
MENSTRUATING. .... D ——
OTHER I
(SPECIFY)
3181 ] After you finish taking one package of pills do YES. oo iorinnanessnsnnnnsnnns 1
you sometimes wait before atarting the next package? NO....ovurnn.. Cisrrasreemanuus .4
3184 How much does one (packet/cycle) of pills cost you? COSTeeeenernnnnnans
FREE............ P — )
DK..cccnennnnn seserassaanans 9998
318K] Just about everyone forgets to take a pill sometime. START TAKING AGAIN AS USUAL..... 1
What do you do when you forget to teke a pill for two TAKE EXTRA/MISSED PILLS........ .2
days in a row? USE ANOTHER METHOD..+evunesnnnns 3
TAKE EXTRA PILL AND USE 323
ANOTHER METHOD...... PP A
OTHER 5
{SPECIFY)
NEYER FORGOT.....0e000v0cnpananns
39 When did you last have an injection? MONTHS AGO..

CHECK 319:

MORE THAN 3
MONTHS AGO

THREE MONTHS AGO
OR LESS

Csssssssransrnn

v
|
31981 Why haven't you had an injection recently? HUSBAND AWAY......ccccvucnuns waal
FORGOT.vvvunnmnnnnmnnun cesssssnal
HEALTH REASONS. .. 0vnsvnunnncans 3 323
COST TOO MUCH........... Y
NOT AVAILABLE AT PROVIDER....... 5
OTHER
(SPECIFY) |
320 May | see the package of condoms that you are using? PACKAGE SEEN......cveerenccensns 1
RECORD NAME OF BRAMND. —»320C
BRAND NAME
PACKAGE NOT SEEN.....covnssaanss2
320A} Wwhy can't you show me the package of condoms that HUSBAND KEEPS....ovvnercncnnnses 1
you are using? RAN QUT..... tresansssesunnrnnnn 2
OTHER 3
{SPECIFY)

195
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SKIP
NO. QUESTIONS AND FILTERS CODING CATEGORIES 10

3208 SHOW BRAND CHART FOR CONDOMS:
Please tell me which of these is the brand of condoms BRAND NAME
that you are using.

DOES NOT KNOM........ rhreneses 98
320C)] Do you use a condom every time that you have sexual EVERY TIME......cvvvvrneecanssen 1
intercourse or onty sometimes? ONLY SOMETIMES....ccvvvvvrnannns 2
320D)] How many times have you used condoms during the {ast NUMBER OF TIMES............ I—»323
month?
BENGALI........ 1
321 In what month and year wes the steritization MONTH *...........
operation performed?
YEAR....... 1

USE CODES BELOW FOR MONTHS.

322 ENTER STERILIZATION METHOD CODE IN MONTH OF INTERVIEW IN COLUMN 1 OF CALENDAR AND IN EACH
MONTH BACK TO DATE OF OPERATION OR TO BAISHAK 1395, 1F DPERATION OCCURRED BEFORE 1395.

322A] Do you regret that (you/your husband) had the operation I YES. . iveenrennnaan teseatvrerar, 1 1]
not to have any more children? L1 R 22—+ 323A
3228 Why do you regret it? RESPONDENT WAWTS ANOTHER CHILD..1—
PARTNER WANTS ANOTHER CHILO..... 2 »323A
SIDE EFFECTS...uuervrnmnnnnnas .3
OTHER REASON 4—
322C] You told me that you use the safe period (calendar, DURING HER PERIOD.....00cuunenes 01—
rhythm) method. Please tell me which days of your RIGHT AFTER HER PERIOD ENDS....02
monthly cycle are not safe. IN THE MIDDLE OF HER CYCLE..... 03
JUST BEFORE HER PERICD BEGINS..D4 326
OTHER 96
(SPECIFY)
DOES NOT KNOM. ... .cuevcnecnanas 98—
3220 Which method of family planning did you use most 0 01
recently? Iu....... Cebheansmerann veeee .02
INJECTIONS.. .. ovvennnnnrnnns ..03
CONDOM., ... i ciciinnnarscamnnns 04
SAFE PERIOD, COUNTING DAYS...,,07
WITHDRAMWAL . ... ovvvncniinnen 08 }>325J
OTHER 0
(SPECIFY) i
PUBLIC SECTOR
323 | where did you obtain (METHOD) the Last time? HOSPITAL/MEDICAL COLLEGE..... 1"
FAMILY WELFARE CENTRE........ 12
THANA HEALTH COMPLEX.........13
323A | where did the sterilizetion take place? SATELLITE CLINIC.........c.u0. 14

MEDICAL PRIVATE SECTOR
PRIVATE CLINIC/DOCTOR........21

TRADITIONAL DOCTOR........... 22
PHARMACY ... .cnvvrnnnncananas 23
OTHER PRIVATE SECTOR
SHOP. ... ciiiniirrrncecaaann 3
FRIENOS/RELATIVES.......... ..32
FIELDWORKER, FWA......... veses b1—325E
(NAME OF PLACE) OTHER 51
(SPECIFY)
DOES NOT KNOW.......... saneess 98
* BENGAL] MONTHS: ** ENGLISH MONTHS:
01 BAISHAK 05 BADHRA 09 POUSH D1 JANUARY 05 MAY 09 SEPTEMBER
02 JAISTHA 06 ASHWIN 10 MAGH 02 FEBRUARY 06 JUNE 1D OCTOBER
03 ASHAR 07 KARTIK 11 FALGUN 03 MARCH 07 JuLy 11 NOVEMBER
04 SRABAM 08 AGRAHAYAN 12 CHOITRA 04 APRIL Q8 AUGUST 12 DECEMBER
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QUESTIONS AND FILTERS

Did you pay for ths service you received there?

CHECK 322D or 315:

USING (USED) USING (USED) OTHER
P1L1S OR CONDOMS METHOD

SKIP

CODING CATEGORIES TO
YES . ioecarancnesstrernnnnnnanass 1
o 2
DOES NOT KNOM.......... cesinnaseB

v
325 Who obtained the (pills/condoms) the last time you RESPOMDENT .. .cvuvosannnsnnnnnnns 1—325B
got them? HUSBAND . ...ccovnsnsanssnrnnnnnnns 2
SON/DAUGHTER, ......ccvvvvenns vead
OTHER RELATIVE......cvcvuvinennn &
OTHER 5
(SPECIFY)
325A] Have you yourself ever been to a health facility, a YES . ccuiraceananncnnanacnnnsnrnn 1
doctor, or a shop to get {pilis, condoms)? o T eiedetar e 2—I>325J
325B] Did anyone there ever tell you about side effects YES . uievimancanannsnrns —
or other problems that you might have using this N . iiovsascsaannnrnsrssnnnoscanna 2
method? CANNOT REMEMBER...... besessmonnn 8
) |
325C] 0Did anyone there ever tell you about other methods YES..... eseeseERiEEEt e 1
that you might use? 1 rseraaaaa 2 ”325H
CANNOT REMEMBER......... cerammnn '
3¢5E] Did the family welfare assistant (fieldworker) ever YES . o iieiiacanairm e 1
tell you about side effects or problems you might NO. . viessassansrnssnnsnnnnnes veed
have with this (CURRENT METHOD)? CANNOT REMEMBER................ .8
3256] ODid the family welfare assistant (fieldworker) ever YES.ososrronnancnnancnns R
tell you about other methods that you might use? o 2
CANNOT REMEMBER................. -]
, |
325} Did you get the method that you wanted? YES . eceounsncacacacsnsacannnnnen 1— 3254
NO. . eoenemmnmmmnssannmanasermunns 2
3251 ] which method did you want? 2 1 o1
JUD . v eennnncnnnnnnnnn [P ¢ 4
INJECTIONS. . ccniiiiiinaincncnen 03
CONDOM. . ..onernrernrnneccnsuns 04
FEMALE STERILIZATION........... 05
MALE STERILIZATION.......ccu.es 06
SAFE PERICD, COUNTING DAYS..... o7
WITHDRAMWAL ... .- vve i i iaan oa
OTHER D9
(SPECIFY)
15

197



NO. QUESTIONS AND FILTERS CODING CATEGORIES Q 10

325J)] When a couple is making a decision, sometimes the hus- RESPONDENT HAD MORE INFLUENCE...1
bend has more influence, sometimes the wife has more HUSBAND HAD MORE INFLUEMCE...... 2
influence and sometimes other people have more influence] BOTH HUSBAND AND WIFE EQUAL..... 3
In your family, who had the most influence in deciding OTHER RELATIVE......... P
to use family planning the first time you used a OTHER 5
method? {SPECIFY)
CHECK 315:
CURRENTLY USING NOT USING A METHOD rv1
A METHOD (BLANK)
v
326 What is the main reason you decided to use FAMILY PLAN. WORKER RECOMMEND..01
(CURRENT METHOD FROM 315) rather than some other FRIEND/RELATIVE RECOMMENDED....02
method of family planning? SIDE EFFECTS OF OTHER METHODS..03
METHOD EASY TO USE............. 04
ACCESS/AVAILABILITY. ... ....us 05
COST..oeuvnnmncnn- vessssannanan 06
WANTED PERMANENT METHOD........07
HUSBAND PREFERRED..... sansssess 08
WANTED MORE EFFECTIVE METHOD...09
OTHER 10
{SPECEFY)
DOES NOT KNOW....ccvvuvnnennees 28
327 Are you having any health problems in using YES. v vvinnrrnnnnesns rrenaaas 1
(CURRENT METHOD)? L 2—»328C
328 what health problems are you having with using (NETHOD)?§ WEIGHT GAIN........cvvvunvecnnas A
WEIGHT LOSS....... vessrerasaanna B
CIRCLE ALL MENTIONED. TOO MUCH BLEEDING.........ccu.n. C
HYPERTENSION.......... PP D
HEADACHE.......... rreesesenunna E
NAUSEA..... S F
NO MENSTRUATION, . ...ccvvennnss .G
WEAK/TIRED .. ccvcvuvcrsennnnnnnns H
DIZZINESS. .. .. vvveinininnnnnnan 1
OTHER J
(SPECIFY)
DOES NOT KNOM. . .ovvvvncaaanss o K
328A] when you first started having these problems, did YES.cuoocinnaas teseemaanaansas wal
anyone talk to you sbout these problems? NO.......... ttivranaarasae vrea..2—»328C
3288 F who talked to you about these problems? FIELDWORKER, FWA.......0ccevv--- 1
STAFF AT SATELLITE CLINIC....... 2
STAFF AT FAMILY WELFARE CLIIC...3
RELATIVE, FRIEND...... ereesmnan 4
OTHER 5
(SPECIFY)
328C| Are you having any other problems in using YES..iivureuvuanan feactreeeeaann 1 ]
(CURRENT METHOD)? L trsreeeana ——329
3280 what other problems are you having? HUSBAND DISAPPROVES....... I
OTHER RELATIVE DISAPPROUVES...... B_—T
RELIGIQON DISAPPROVES............ c
CIRCLE ALL MENTIONED. ACCESS/AVAILABILITY........cuun: D
COSTS TODO MUCH........... [P E l»329
INCONVENIENT TO USE....cccucnaas F
STERILIZED, WANTS CHILDREN..... .G
OTHER H
(SPECIFY)
DOES NOT KNOMW...vveurinsucmmmun- 1—
CHECK 104A: CURRENTLY WIDOWED/ r——]
MARR [ ED DIVORCED
CHECK 225: NOT PREGNANT PREGNANT ]
OR UNSURE
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES TO

328G Wwhat is the main reason you are not using a method WANTS CHILDREN......cceccemnnn- [1h}
to delay or avoid pregnancy? LACK OF KNOWLEDGE .. .. secuversne 02
PARTNER OPPOSED.....ccevecvrne: 03

COST TOO MUCH......ceavenaannns 04

SIDE EFFECTS. .. ccccccciavanrnnn 05

HEALTH CONCERNS....vvrvurensces 06

HARD TO GET METHODS............ o7

RELIGION.....occncincasnrennnnn 08

OPPOSED TO FAMILY PLANNING..... 09

FATALISTIC. . ioiiiiieiceancnnnas 10

OTHER PEOPLE OPPOSED........... n

INFREQUENT SEX/HUSBAND AWAY....12

DIFFICULT TO GET PREGNANT...... 13

MENOPAUSAL/HAD HYSTERECTOMY....14

INCONVENIENT .. ..vvnnmnmncnnanen 15

MENSTRUATION NOT RETURNED...... 16

BREASTFEEDING. . .vovrcrcccuananen 17

OTHER 18

({SPECIFY)

DKivrrrsnssnnncvassssnnnnnnnnns 98

328H] Do you know where you can obtain a method of {5 PO |
family planning? NO........ eemeamesecasseenarnen 2——3284

PUBLIC SECTOR

3281 ] where is that? HOSPITAL/MEDICAL COLLEGE......11
FAMILY WELFARE CENTRE..:s.----12
THANA HEALTH COMPLEX...... vasa 13
SATELLITE CLINIC......cvnnents 14
MEDICAL PRIVATE SECTOR
PRIVATE CLINIC/DOCTOR...ceev.n 21
TRADITIONAL DOCTOR...vvanunnna 22
PHARMACY . . ..ovvvnnnnnnnnns veeald
(NAME OF PLACE) OTHER PRIVATE SECTOR
SHOP.......... trermamsacannnnn i
FRIENDS/RELATIVES....cccuunats 32
IF WOMAN SAYS MORE THAN ONE PLACE, ASK FOR THE PLACE FIELDWORKER, FWA.. . 0uecccannnnnn (4]
SHE WOULD MOST LIKELY USE. OTHER 51
(SPECIFY)
DOES NOT KNOW.....ccvvucnn veses 98

CHECK 305 AND 30é6:

HAS USED A METHOD HAS NEVER USED A METHOOD

v
CHECK 315 AND 32%: STERILIZED BEFORE BAISHAK 1395

STERILIZED SINCE BAISHAK 1395
CURRENT USER OTHER

THAN STERILIZATION NOT CURRENTLY USING

v

330 ENTER METHOD CODE FROM 315 IN CURRENT MONTH IN cOL.1 OF CALENDAR. THEN DETERMINE WHEN SHE
STARTED USING THIS METHOD THIS TIME. ENTER METHOD CODE IN EACH MONTH OF USE.

ILLUSTRATIVE QUESTIQNS:
- When did you stert using this method continuously?
- How long have you been using this method continuousiy?

17
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33

1 would like to ask some questions about all of the (other) periods in the last few years
during which you or your partner used a method to avoid getting pregnant.

USE CALENDAR TO PROBE FOR EARLIER PERIODS OF USE AND NOMUSE, STARTING WITH MOST RECENT
USE, BACK TO BAISHAK 1395*,

USE NAMES OF CHILDREN, DATES OF BIRTH, AND PERIODS OF PREGNANCY AS REFERENCE POINTS.

IN EACH MOMTH, ENTER CODE FOR METHOD OR ™0™ FOR NOMNUSE IN COLUMN 1. [IN COLUMN 2,
ENTER CODES FOR DISCONTINUATION MEXT TO LAST MONTH OF USE.

NUMBER OF CODES ENTERED IN COLUMN 2 MUST BE THE SAME AS
THE NUMBER OF INTERRUPTIONS OF CONTRACEPTIVE USE IN COLUMN 1

ASK WHY SHE STOPPED USING THE METHOD. IF A PREGNANCY FOLLOWED, ASK WHETHER SHE
BECAME PREGNANT UNINTENTIONALLY WHILE USING THE METHOD OR DELIBERATELY STOPPED
TO GET PREGNANT.

ILLUSTRATIVE QUESTIONS:

COLUMN 1:

-When was the last time you used a method? Which method was that?

-When did you start using that method? How long after the birth of (NAME)?
-How long did you use the method then?

COLUMN 2:

-Why did you stop using the (METHOD)?

-Did you become pregnant while using (METHOD), or did you stop to get pregnant,
or stop for some other reason?

IF DELIBERATELY STOPPED TO BECOME PREGNANT, ASK:
"How many months did it teke you to get pregnant after you stopped using (METHOD)?
AND ENTER '0' IN EACH SUCH MOMTH IN COLUMN 1.

CHECK 310, 323, AND 3281:

NOT MENTIONED MENT IONED

SATELLITE CLINIC IF SATELLITE CLINIC [—-1

v
347A] In some places, there is a clinic set up for a day or YES . iiiierinnennnnnnannaannnaas 1
part of a day in someone's house or in a school. This ND. iorsannnssacsanncanacanaanes 2——348
is called a satetlite clinic. During the past 3 months DOES NOT KNOW. ... . ...ccvcnnrans 8—»348
was there any such clinic in your village/mochalla?
3478 Did you ever visit such a clinic? YES.ueiuvnruan terveeserrrnnErans 1
ND...iirivnnssaasnncncancnmannns 2—2348
347C] what services did they provide? FAMILY PLANNING METHODS......... A
IMMUNIZATION. ..variieiieneenn s B
CIRCLE ALL MENTIONED. CRILD GROWTH MONITORING......... c
OTHER D
(SPECIFY)
DOES NOT KNOM. ........cuvinnnnns E
348 In the last month, have you heard or seen & message
about family planning on: YES NO
the radio? RADIO. . ..o ivennrreniennns 1 2
television? TELEVISION. . ....cvvunrnnnns 1 2
a billboard? BILLBOARD.......cvvunrvnnne 1 2
a poster? POSTER....ovcvenecnnnrnn. | 2
349 Is it acceptsble or not scceptable to you for
information to be provided on the radio about: YES NO
the pill? PILLS..... Ceeeressenasanaas 1 2
condoms? CONDOMS......c..... vesananal 2
injections? INJECTIONS . aauessnemananns 1 2
1uUDs (coil, leop)? 1 1 2
sterilization (TL)? STERILIZATION, TL..