Anstitute of Popifation Studies:”
Chulalongkorn Gpiversity

EIEN -

XY ¢

~DHS
Demagiaphic und Health: Swryeis
Ipstitute Jor Resource Development 3 edinthous.

« I3




ERRATA

The following are errors in the First Country Report for the Thailand Demographic and
Health Survey (TDHS):

Page 27, eight lines irom the bottom - "being seven years older” should read "being nine
years older.”

Page 28, Table 2.3 - Median ages in the last column (Total) should be:

North 19.6
Northeast 20.1
Cential 21.0
South 20.1
Bangkok 24.2
No education 18.7
Primary 20.1
Secondary 236
Higher 219

Page 47, Table 3.8 - Median ages in the Jast column (sotal) should be:

North 214
Northeast 220
Central 228
South 221
Bangkok 268
No education 20.7
Primary 219
Secondary 25.6
Higher 30.8

Page 86, Table 5.9 - Percent distribution for birth order 4+ should be:

Non-contraceptive interval

Wanted then 279

Wanted later 11.0

Not wanted 219
Contraceptive interval

Wanted then 16.6

Wanted later 4.6

Not wanted 16.7
Not classifiable 1.2
Total 100.0

Number of pregnancies 748



THAILAND
DEMOGRAPHIC AND HEALTH SURVEY
1987

by

Napaporn Chayovan
Peerasit Kamnuansilpa
John Knodel

Agency for Int
Library ernational DeVe‘OQment

oom 105 SA-18 P
Washmgton, D.C, 20523; 1

Vo

e
< SAR3AE

Institute of Population Studies
Chulalongkorn University
Bangkok, Thailand

Institute for Resourcs Development/Westinghouse
Coluanbia, Maryland
USA

May 1988



Preface

Since its founding in 1966, the Institute of Population Studies (IPS)
has been responsible for a number of national surveys focusing on family
planning and the demographic and socio-economic situation in Thailand. These
surveys included the National Longitudinal Study of Social, Economic and
Demographic Change conducted in 1969/70 and again in 1972/73, the Survey of
Fertility in Thailand conducted in 1975 as part of the World Fertility Survey,
and the National Survey on Family Planning Practices, Fertility and Mortality in
1979. The Thai Demographic and Health Survey (TDHS), conducted in 1987,

represents a continuation of this tradition in survey taking at IPS. At the
same time, however, the TDHS has also broadencd the Institute's experience in
several ways. Not only 1is it the largest survey in terms of the number of

respondents undertaken so far by IPS, but it is the first large scale survey in
Thailand to deal in significant detail with health topics including
anthropometric measures of children under 3 years of age and their mothersd.
Becanse of the inclusion of health topirs, the IP5 staff has gained new
experience and skills which should prove valuable in the future when new surveys
are conducted.

The purpose of the TDHS is to provide current and accurate data on
fertility, mortality, family planning and selected indicators of health status
to be wused for program assessment and guidance and for scientific analysis to
further our understanding of the demographic and health situation in Thailand.
We hope that this report makes a significant contribution to this goal, As
comprehensive as the report is, hcwever, it represents only a small portion of
the potential information and analysis that can be derived from the data
collected by the TDHS. In recognition of this, TIPS will undertake two broad
further analysis projects during the coming year, both funded by the Population
Council. One project will focus on demographic and family planning topics while
the other will be concerned with health topics. Each project consists of a set
of separate analyses dealing with specific subtopics under the two general
project rubrics. Together, the two projects will involve many staff members of
IPS and will also draw on colleagues at other organizations with expertise in
the relevant areas. Thus the current report should be viewed as just the
beginning rather than as the final product of our effort to take full advantage
of the valuable data collected by the TDHS.

As with any project as large as the TDHS, the skills and efforts of
many qualified and dedicated persons had to be mobilized to carry it out
successfully. A list of the TDHS staff is provided as an Appendix of this
report and therefore there is no need to repeat their names here but rather to
acknowledge with gratitude their collective effort. Special recognition,
however, is due Dr. Napaporn Chayovan as the one person who on a daily and
virtually full-time basis has guided the TDHS through all its stages from
initial formulation to the printing of this report. IPS is indeed grateful to
her for her tireless and dedicated efforts. Sincere appreciation 1is also
extended to Prof. John Knodel who has provided valuable advice from the initial
stage of the project and devoted a great deal of his effort working with Dr.
Napaporn Chayovan on every stage of the project including the data analysis of
the report.
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Besides the official staff of the TDYS, many people and organizations
have been helpful at various stages in providing assistance and advice. The
biggest debt is owed to the Institute for Resource Development (IRD),
Westinghouse for »roviding funding and technical assistance without which the
TDHS would not hLuve beenr carried out. A list of consultants, including those
provided by IRD, 1is inciuded in the Appendix along with the TDHS staff. Each
consultant not only provided valuable guidance but did so in a professional and

friendly way. We have learned much from them. In addition, we would like to
thank the National Statistical Office and the Ministry of Interior for providing
information necessary for implementing the sample design. The Division of

Nutrition, Ministry of Public Health, kindly lent us equipment for weighing the
children.

A number of individuals deserve mention for help provided in different
aspects of the project. The staff of the USAID office in Bangkok (in particular
Edwin McKeithen, Karoon Rugvanichje, and Narintr Tima) provided useful advice
and encouragement throughout the course of the project. Mr. Art Wichienchareon
at ESCAP helped 1in transferring the data from diskettes to computer tapes.
Ansley Coale, Ronald Frecdman, Carl Frisen, Robert Hanenberg, Chintana
Petcharanonda, and Nicholas Wright provided useful information or comments that
assisted in the writing of this report.

Last but not least, Ms. Porntip Sopon deserves our gratitude for
patiently typing the many versions that this manuscript went through, often
coming in on weekends or staying after hours to ensure that the report would be
issued on time.

Bhassorn Limanonda, Ph.D.
Director

Institute of Population Studies
Chulalongkorn University

May 1988
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Summary

The Thai Demographic and Health Survey (TDHS) was a nationally
representative sample survey conducted from March through June 1988 to collect
data on fertility, family planning, and child and maternal health. A total of
9,045 households and 6,775 ever-married women aged 15 to 49 were interviewed.
The results indicate that the longer term decline in fertility that started two
decades ago has been continuing during recent years. The very low recent total
fertility rate of 2.21 estimated by the TDHS for the 24 month period preceding
the survey, however, appears to bz lower than evidence from most other sources
would indicate and could reflect some understatement of births in the survey.
The much higher cumulative fertility of women presently at the end of the
reproductive ages, averaging 4.42 children ever born to ever-married women aged
40-49, underscores the recent and substantial nature of Thailand's fertility
decline.

Age at first marriage, particularly among women, has been increasing
moderately over the last two decades. The age by which half of all women are
married increased from 19.7 to 21.1 between the cohort currently aged 45-49 and
the cohort aged 25-29. |

Breastfeeding is very common in Thailand and ’asts on average almost
17 months. Nevertheless, the average duration of postpartum amenorrhea is only
7 months. Both breastfeeding and postpartum amenorrhea are considerably shorter
in urban than rural areas. Postpartum abstinence is relatively short and
differs little between urban and rural couples.

Contraceptive awareness is virtually universal in Thailand and almost
every woman knows a source where modern contraceptive methods can be obtained.
Over 80 percent of ever-married women have ever practiced contraception. Among
currently married women aged 15-44, 67.5 percent were currently wusing a
contraceptive method thus continuing the steady increase in contraceptive
prevalence evidenced by previous surveys over the last two decades. Of women
curreatly using contraception, fully 97 percent were practicing a modern method
and over 40 percent were either sterilized or had a husband who was.
Contraceptive prevalence is highest in the North (75 percent) and lowest in the
South (52 percent). The most outstanding differential is by religion, with the
Moslem minority characterized by a prevalence rate only half of that of the
Buddhist majority. Among current users of modern contraception, at least 82
percent obtained their method from a government source.

Given the very high prevalence of contraception, it is not surprising
that there does not appear to be a great deal of unmet need for family planning.
Most non-pregnant, non-abstaining women who do not want to get pregnant but are
not using contraception appear to be at low risk of pragnancy because they are
in a state of postpartum amenorrhea, are subfecund or engage only infrequently
in sex. Nevertheless, 14 percent of women who gave birth during the 12 months
preceding the survey said the birth was unwanted at the time of pregnancy and 16
percent indicated the birth was mistimed (i.e. wanted hut at a later time).

The preferred family size has fallen to the lowest 1level recorded
since the first national survey collected such information almost two decades
ago. Among all currently married women aged 15-49, the average preferred family



size is 2.8 children and among recently married women is only 2.3 children. Two
thirds of currently married women say they want no more children.

Infant mortality during the preceding five years as calculated frem
the TDHS is only 35 per 1,000 births, down from 55 per 1,000 live births 10 to
14 years prior to the survey. The estimate for the recent period is 1low
compared to other sources and may reflect some under-reporting of infant deaths.

Among children under age five, 6 percent experienced diarrhea during
the preceding 24 hours and 16 percent experienced diarrhea during the preceding
two weeks, of whom 40 percent received oral rehydration therapy. Approximately
85 percent of children aged 1-4 years received at least one immunization. Among
the 26 percent of children aged 1-4 years for whom health record cards or
booklets with immunization data were available, the vast majority received BCG,
the third dose of DPT, and the third dose of polio vaccines. Only about half,
however, have been immunized against measles. Mothers of 65 percent of the
births during the last five years received tetanus toxoid injections, 77 percent
received prenatal care, and 66 percent were assisted by medical professionals at
the time of delivery.



Chapter 1

Background

1.1 Courtry Setting*

Thailand is a tropical country in the Indo-Chinese peninsula of
southeast Asia bordered by Kampuchea and Laos on the east and northeast, by
Burma on the west and northwest, and by Malaysia on the south. Thailand
includes tropical rain forests, agriculturally rich plains, and forest-clad
hills and mountains. The patterns of rivers and mountains divide Thailand into
four natural regions: the mountainous north; the northeast, consisting primarily
of the Korat platean; the central region, consisting primarily of the Chao
Phraya Basin; and the south, consisting of the long peninsular extension of
Thailand south from the Chao Phraya Basin to the Malaysian frontier.

Unlike many other developing countries and all its southeast Asian
neighbors, Thailand has never been colonized by a foreign power. There have
been periodic invasions by Burmese and Khmers in the more distant past and a
brief occupation br the Japanese during World War II, but by and large the

country has been an independent nation throughout its histo.y. A common
religion is one of the most important factors contributing to the relative
cultural homogeneity of the Thai population. The large majority of the

population (95.9 percent in 1980) professes Buddhism as its religion. Most non-
Buddhists idhere to Islam, which is practiced by about 4 percent of the
population. Most Thai Muslims, about 80 percent, live in the south, where they
constitute the majority of the population in the four southernmost provinces and
make up one fourth of the total population of the south, despite their small

percentage nationally. About half of the Muslims living outside the south
reside in Bangkok and most of the rest are in the central region. Muslims are a
negligible proportion of the populations of the north and northeast. In no

region do Chrisiians or members of other religions constitute as much as 1
percent of the population.

Administratively, Thailand 1is currently divided into seventy-three
provinces (changwat), one of which is the Bangkok metropolis. Each province is
further subdivided into districts (amphur), townships (tambol), and villages
{muban) . Some areas are also designated as municipalities, including all
provincial capitals. Economically and politically the country is dominated by
Bangkok, the only major urban area. Although it is located geographically
within the central region, for most purposes the Bangkok metropolis is usefully
considered a distinct region on 1its own because its population differs
considerably in many characteristics from the remainder of the central region.

In socionconomic terms, Thailand's features are typical of the
developing world. Like many other Third World nations, Thailand has been
experiencing rapid and fundamental social and economic change as it undergoes

*This section 1is based largely on Knodel, Chamratrithirong and
Debavalya, 1987, Chapter 3 with some updating of statistical indices based on
World Bank, 1987.
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the process of modernization and development and becomes increasingly enmeshed

in the world economic systen. GNP per capita, was $800 in 1985, according to
the World Bank, placing it squarely in the middle-range among those developing
courtries classified as being lower-middle-incone. Thailand's rate of economic
grecwth in recent decades, however, heen well above the average for
developing countries generally. .. increasing proportions of the
population living in urban areas and enyigi:; in non-agricultural pursuits, the
country remains predominately rural and agrarian. According to World Bank

statistics, 82 percent of the population lived outside areas classified as urban
in 1985 and 71 percent of the iabor force was engaged in agriculture in 1980.

Kith respect to several key health indicators, Thailand's situation
appears relatively favorable for a developing country. For example, 1life
expectancy at birth for 1985 was estimated as 64 vears which 1is distinctly
better than the average for other lower-middle-income developing countries. In
this connection it is notable that the health-service system in Thailand is a
complex mixture of public and private providers. In urban areas, private health
services are very important. In addition, the Ministry of Interior administers
a variety of public-health facilities in Bangkok and other municipalities. For
the large rural population, however, the major source of service is the Ministry
of Public Health, operating through an extensive network of outlets including
regional health centers, provincial and district hospitals, and local health
stations at the township level. The public health system has expanded
considerably in the last two decades. For example, the number of government
health stations, which are virtually all located in rural areas, more than
tripled between 1965 and 1985, at which time there were over . 7,000 such
stations. In addition, the number of government hospitals more than doubled to
over 500 units during the same period, with the increase almost entirely at the
district level.

In the present report, the most important background variables
employed in the tabulations are rural-urban residence, region, education and
religion. The religious distribution of the population was discussed above.
Each of the other three characteristics are now considered in some detail.

1.1a Rural-Urban Distribution

There is no question that Thailand has been and continues to be a
predominantly rural society and is relatively so even within the context of the
dev:loping world in general. Defining precisely what is to be considered as
urban and rural areas, however, 1is not entirely straightforward. There is no
official definition of rural and urban in Thailand. The usual practice is to
define the officially designated municipal areas, including the entire Bangkok
metropolis, as urban, and the remainder of the country as rural. This
definition 1is increasingly being criticized as unrealistically narrow and most
observers agree that it results in an underestimation of the "true" urban
population.

The basic problem with a definition based only on municipal areas
(including Bangkok) is that it is becoming increasingly out of date. There has
been almost no change in the number of officially designated municipalities over
the last several decades even though the nature of many places in the
nonmunicipal category has changed considerably, including places both on the
fringe of municipal areas and elsewhere. Instead, 1localities that achieve a



minimum population size and density and develop some urban characteristics are
frequently designated as "sanitary districts.”" As such, they remain in the
rural category when rural is defined exclusively in terms of municipalities.
(In 1980, 17.0 percent of Thailand's total population lived in municipal areas,
including the Bangkok metropolis, 6.6 percent in large sanitary districts, and
2.7 percent in small sanitary districts.) In addition, there has been
insufficient redefinition of the boundaries of existing municipal areas to allow
for their defacto expansion.

One partial remedy is to include officially designated sanitary
districts, or at 1least the larger ones, as urban. In the present report,
however, analyses in subsequent chapters utilize the wusual, more 1limited
definition of urban based only on municipal areas toc maintain comparability with
previous studies.

1.1b Regional Variation

In many important respects, the Thai population 1is relatively
homogeneous. The vast majority adhere to Buddhism, are ethnic Thais, and speak
some version of the Thai language. Moreover, the official central Thai language
is understood virtually everywhere. There is generally a sense of national
identity reinforced by a widespread allegiance to the monarchy, which serves as
an effective symbol of national wunity. Nevertheless, to varying extents,
cultural and socioceconomic differences characterize the four major regions. The
most obvious cultural difference relate to regiunal dialects. Distinctive
dialects are spoken in the north, the northeast, and the south, each of which
differs from the standard Thai spoken in the central region. 1In addition, among
Moslems in three of the four southernmost provinces Malay is common.

Bangkok, with 11 percent of Thailand's population is typically in a
class of its own with respect to most socio-economic indicators. 0f the four
major regions excluding Bangkok, the central region, with 21 percent of the
population, generally ranks the highest in socioceconomic terms. It is also the
cultural center of the nation, closest in physical and psychic distance to the
Bangkok metropolis. The central plain is the heartland of rice cash crop in a
country where rice is the mainstay of the economy. Substantial parts of the
Chao Phraya Basin have benefited recently from a major irrigation project that
has opened up wide expanses of land to the possibility of rice double-cropping.

The poorest region is the northeast, which contains 35 percent of the
total Thai population. It is the driest region and suffers from periodic
droughts combined with a lack of a well developed irrigation system. Although
lower primary education is close to universal in all regions, discrepancies
still exist with respect to the percentage of children who continue their
education beyond this level. For example, the northeast ranks lowest in the
percentage of young adults who continued beyond primary education.

The north is the second poorest region and contains 21 percent of the

total population. Because of its mountainous terrain, rice farming in many
areas 1is concentrated in densely settled narrow valleys and 1involves
particularly intensive agricultural practices. Communally run, small-scale

water control systems are common and perhaps are part of the reason why social
commitment to the structural organization of the valley community is generally
judged to be greater in the north than elsewhere.



The smallest region in terms of both land area and population is the
south, which contains 12 vercent of the population and tends to rank higher on
most socioeconomic indexes than either the north or the northeast. It is the
reqion of heaviest rainfall and 1is least dependent on rice as either a
subsistence or export crop. Tin mining, rubber planting, and coastal fishing
are important contributors to the local economy.

1.1c Education

Universal compulsory education in Thailand was enacted into 1law 1in
1921. Implementation has been a gradual process but by 1980 was virtually
conplete. Government efforts have focused mainly on primary education, and
until recently the highly educated segment of Thai society consisted almost

exclusively of a small elite in Bangkok. This has changed to some extent 1in
recent decades, especially since the establishment of a large open-admissions
university in Bangkok, and the opening of regional universities. In the last

few decades, education has been a vital government activity representing a
critical part of the overall effort to accelerate social development.
Nevertheless, advancing through the educational system is still a long and
difficult task, especially for rural Thais. After finishing primary education
(presently six vyears) in a village school, a student would typically have to
enter a secondary school in a district or provincial center located a
considerable distance away. After completing grade 9 or 12, depending on
whether vocational or university education was sought, a student often would
need to move to Bangkok or at least to a regional center to study further.

Until recently, school attendance was compulsory only through the
first four grades, known as "lower primary" education. During the 1970s, as
part cf a reform of the educational system, primary education was reduced from
seven to six grades and the distinction between lower and upper primary levels
eliminated. Compulsory attendance has also been extended and now covers the
entire six primary years. Implementation of the increase in the number of
yvears of compulsory education has been an ongoing process rather than a sudden
universal change, but by the mid-1980s was largely in effect. Since the change
is quite recent, it is only starting to have a major impact on the educational
distribution of the adult population. In 1980, the majority (59 percent) of
Thais aged 15 or over had exactly a fourth-grade education and only 21 percent
had attended more than fourth grade. Among women in the major reproductive ages
20-44, 17 percent had more than a fourth-grade education in 1980 compared to 70
percent who had exactly a fourth-grade education.

1.2 Population

According to recent population projections by Thailand's National
Economic and Social Development Board (NESDB), Thailand's population was 54
million in 1987. This represents more than a sixfold increase since 1911, when
the population was only 8 million according to the first census. As in many
developing countries, population growth, particularly since World War II, has
been relatively rapid. Although the intercensal rates of grewth can be
considered as only approximate due to uncertainties about the completeness of
the census enumerations, it seems likely that the rate of growth peaked at over
3 percent per year during the 1950s and the early 1960s. By the first half of
the 1980s, according to the recent NESDB estimates, the population growth rate



had declined to below 2 percent. This reduction in the growth rate reflects a
rapid and substantial decline in fertility over the last two decades.

1.3 Population and Family Planning Policies and Program

During most of the present century, Thailand's official stance on
population was pronatalist. Following a report by a World Benk economic mission
in 1959 recommending that the government seriously consider the adverse effects
of high population growth on economic development, officials started to
reconsider the government's position. This culminated with the declaration in
1970 by the Thai Cabinet of an official policy to reduce population growth and
the National Family Planning Program was formally established under the auspices
of the Ministry of Public Health. A number of steps had been taken prior to
1970, however, that in effect constituted the beginning of a government-
sponsored program to promot=2 family planning. Since family planning activities
under the jurisdiction of the Ministry of Public Health are integrated into
child and maternal health services, the program was able to take advantage of
the existing extensive infrastructure available for government health services
in general.

1.4 Health Priorities and Programs

The Ministry of Public Health is responsible for the provision of
health care services, disease prevention and control, and other welfare services
related to the health of the population. It has been the policy of the
government to expand and provide medical services to cover the population at all
levels of administration. The current Sixth Five Year Plan emphasizes the
quality of 1life for all through the fulfillment of basic minimum needs. The
targets for meeting these basic minimum needs during the current Five year Plan
are: 1) Family members consume sufficient nutrition and safe food; 2) Every
family member has appropriate shelter and environmental conditions; 3) People
have the opportunity to receive basic services essential for daily living; and
4) Seventy-five percent of married women in reproductive years practice family
planning and child spacing while the two-child family norm is promoted.

The current national health development programs include health
administration, health services, community participation in primary health care,
technology development for disease control, and health promotion and consumer
protection. These programs are designed to achieve the basic minimum need
targets, reduce mortality, morbidity and incidence rate of diseases identified
as major health problems, reduce the population growth rate to 1.3 percent by
1991, and expand and promote health personnel and infrastructure. Emphasis is
also given to lower morbidity of vaccine preventable diseases common among new
born babies such as diphtheria, tetanus, pertussis, polio and measles.

1.5 Survey Objectives

The Thai Demographic and Health Survey (TDHS) was undertaken for the
main purpose of providing data concerning fertility, family planning and
maternal and child health to program managers and policy makers to facilitate
their evaluation and planning of programs, and to population and health
researchers to assist in their efforts to document and analyze the demographic



and health situation. It is intended to provide information both on topics for
which comparable data is not available from previous nationally representative
surveys as well as to update trends with respect to a number of indicators
available from previous surveys, in particular the Longitudinal Study of Social
Economic and Demographic Change in 1969~73, the Survey of Fertility in Thailand
in 1975, the National Survey of Family Planning Practices, Fertility and
Mortality in 1979, and the three Contraceptive Prevalence Surveys in 1978/79,
1981 and 1984,

1.6 Organization of the 3Survey

Thai Demographic and Health Survey (TDHS) is carried out by the
Institute of Population Studies (IPS) of Chulalongkorn University with the
financial support from USAID through the Institute for Resource Development
(IRD) at Westinghouse. The Institute of Population Studies was responsible for
the overall implementation of the survey including sample design, preparation of
field work, data collection and processing, and analysis of data. IPS has made
available its personnel and office facilities to the project throughout the
project duration. It serves as the headquarters for the survey. Figure 1.1
shows the organizational structure of the survey and Figure 1.2 shows the
detailed work plan.

Figure 1.1 The organizational structure of the survey
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Figure 1.2 Work plan and actual performance schedule

Activities Planned Actual
(1) Preparation of the survey
1.1 Translation of questionnaires W
1.2 Preparation of supervisors'
and interviewers' manuals Nov. 1986- Nov. 1986~
1.3 Sample design Feb. 1987 [ Feb. 1987
1.4 Printing of the questionnaires
1.5 Recruitment of project assistants J
(2) Pretest
2.1 Supervisors and assistants' training - 12-13 and 19-23 Jan. 1987
2.2 Pretest on the questionnaires Jan. 1987  14-16 and 24-25 Jan. 1987
(3) Recruitment of field staff Feb. 1987 Feb. 1987
(4) Training of field staff
Supervisor's and assistants’ - 23 Feb.- 6 March 1987
Interviewers March 2nd- 7-18 March 1987
3rd week
(5) Implementation of fieldwork 4th week of 19 March-28 June 1987
March-Mid June
1987
(6) Editing, data entry and :
consistency check July-Nov. 1987 July 1987-Jan. 1988
(7) Tabulation and analysis Dec. 1987-Feb. 1988 Jan-Feb. 1988
(8) Report writing March-April 1988 Feb.-April 1988
(9) Report production May 1988 May-June 1988
(10) Seminar presenting results June 1988 July 1988



a) Sample Design

The TDHS is based on & national sample designed to provide independent
estimates for the four major regions of the country plus the Bangkok
Metropolitan Area as well as for the urban and rural populations. To achieve
this, the population was divided into six separate sampling domains: the Bangkok
Metropolitan Area, all provincial urban areas, and the rural areas in each of
the four regions. Provincial urban areas are defined as all administratively
defined municipal areas outside of Bangkok. The total urban category consists
of Bangkok plus provincial wurban areas. The sample design and weighting
procedures are described in detail in Appendix A. A brief description of it is
as follows.

In Bangkok, households were selected in two stage. First a systematic
sample of 48 blocks was selected with probabilit:  proportional to population
size (PPS). Thereatter, households within selected blocks were listed just
before the survey and selected so as to obtain a sample with a reasonably
uniform overall selection rate for houscholds. All ever-married women aged 15-
49 who were in a sample household the night before the interviewer's visit were
eligible for the detailed interview ( de facto coverage).

In other domains, the sample was selected in three stages: selection
cf 24 districts per domain with PPS; selection of 2 wvillages/blocks per
district: and finally, 1listing and systematic selection of households within
villages/blocks. Again, the objective was to obtain a sample with reasonably
uniform selection probabilities for households within each domain.

The selection procedure described yields the total number of 288
ultimate area units in the sample. The sample districts are shown in Fiqure
1.3. Of these 288 selected sample units, 9,423 houscholds were identified as
the target. The target number of households and eligible women by reporting
domain are shown in Table 1.1 (see below under response rates). All estimates
from the survey have been computed after appropriately weighting the sample
cases reflecting the sampling design used.

b) Questionnaire Translation and Modification

The DHS core questionnaires (Household, Eligible Women Respondent, and
Community) were translated 1into Thai. A number of modifications were made
largely to adapt them for use with an ever- married woman sample and to add a
number of questions 1in areas that are of special interest to the Thai
investigators but which were not covered in the standard core. Examples of such
modifications included adding marital status and educational attainment to the
household schedulz, elaboration on questions in the individual questionnaire on
educational attainment to take account of changes in the educational systen
during recent ysars, eclaboration on questions on postnuptial residence, and
adaptation of the questionnaire to take into account that only ever-married
women ar: being interviewed rather than all women. More generally, attention
was given to the wording of questions in Thai to ensure that the inteni of the
original English-leé¢nguage version was preserved.

Th: three questionnaires employad in the TDHS (household, individual
and community) are reproduced in Appendix D.
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Figure 1.3
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1. Household questionnaire

The household questionnaire was used to list every member of the
household who usually lives in the household and as well as visitors who slept
in the household the night before the interviewer's visit. Information contained
in the household questionnaire are age, sex, marital status, and education for
each member (the last two items were asked only to members aged 13 and over).
The head of the household or the spouse of the head of the household was the
preferred respondent for the household questionnaire. However, 1if neither was
available for interview, any adult member of the household was accepted as the
respondent. Information from the household questionnaire was used to identify
eligible women for the individual interview. To be eligible, a respondent had to
be an ever-married woman aged 15-49 years old who had slept in the household
‘the previous night'.

Prior evidence has indicated that when asked about current age, Thais
are as likely to report age at next birthday as age at last birthday (the usual
demographic definition of age). Since the birth date of each household number
was not asked in the household questionnaire, it was not possible to calculate
age at last birthday from the birthdate. Therefore a special procedure was
followed to ensure that eligible women just under the higher boundary for
eligible ages (i.e. 49 years old) were not mistakenly excluded from the eligiblz
woman sample because of an overstated age. Ever-married women whose reported
age was between 50-52 years old and who slept in the household the night before
the visit were also identified in the household questionnaire as potential
candidates for the eligible woman sample and interviews were initiated with
them. If in the course of the individual interview, which asked about the
birthdate of the woman, it was discovered that these women (or any others being
interviewed) were not actually within the eligible age range of 15-49, the
interview was terminated and the case disqualified. This attempt recovered 69
eligible women who otherwise would have been missed because their reported age
was over 50 years old or over.

2. Individual questionnaire

The questionnaire administered to eligible women was based on the DHS
Model A Questionnaire for high contraceptive prevalence countries.

The individual questionnaire has 8 sections:

. Respondent's background

. Reproduction

Contraception

. Health and breastfeeding

Marriage

. Fertility preference

. Husband's background and woman's work

. Heights and weights of children and mothers

0 ~J Y bW N

The questionnaire was modified to suit the Thai context. As noted
above, several questions were added to the standard DHS core questionnaire not
only to meet the interest of IPS rescarchers but also because of their relevance
to the current demographic situation in Thailand. The supplemental questions
are marked with an asterisk in the individual questionnaire (see Appendix D).
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Questions concerning the following items were added in the individual
questionnaire:

Did the respondent ever experience a miscarriage or abortion?
If so, how many?

Educational attainment and expectations for each of
respondent's living children age 6 or above.

Did the respondent ever use contraception subsequent to
marriage and prior to first pregnancy? If so, how
long after marriage did she first use contraception?

Information on whether or not users of oral contraceptives
forgot to take the pill any time during the last month
and if so, how many times.

Information on the type and timing of first contraceptive
method used since last birth including a probe on whether
contraceptive use was initiated prior to or subsequent
to the return of menses

The place of the respondent's last delivery.

Whether the respondent's marriage was registered; whether
the marriage was marked by a ceremony.

Did the couple live with any set of parents following marriage?
If so, with whose parents did the couple reside following
marriage?

Does the respondent consider a lower high school education
sufficient for young people nowadays?

Secondary occupation of husband.

Information oa respondent's current work, employment status
and type of payment.

Heigkt and weight of mothers of children 3-36 morths of age.

3. Community questionnaire

TDHS community questionnaire was based on the model DHS community
questionnaire. Again it was modified to suit the situation in Thailand. The
community survey was conducted in all 192 sample clusters (villages) of rural
areas but not in urban areas. The community questionnaire focuses on information
on village characteristics, accessibility to health and family planning
services, and availability to public services nearest to the cluster.

The community was defined according to official administrative
boundaries. A group interview was used as the mode of data collection for the
community survey. The interview was conducted by the team supervisor. The
respondents were a group of community leaders (typically 3-5 persons). Persons
qualifying as respondents included current or former village headmen, or their
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assistants, village health volunteers, village health communicators, members of
existing associations (groups) in the village, and other village leaders who
have been residing in the community for five years or more. Visits were also
made to all government health and family planning service outlets within a 30
kilometer radius from the cluster to collect information from the personnel
about services.

¢) Supervisors' Training

Most team supervisors of TDHS fieldwork were IPS research associates
Wwith extensive fieldwork experience. Training of supervisors and assistants was
conducted by the field director and project technical staff. The training of
supervisor and assistants was divided into 2 phases. The first phase started
with a two day briefing which focused on the content of the household and
individual questionnaire. Since it was essential for the supervisors and
assistants to understand the questionnaires thoroughly, given their role as
field editors, after the initiai briefing sessions, the supervisors conducted
interviews in the field as part of the questionnaire pretest. This was then
followed one week later by a special one-day seminar to discuss lessons from the
first pretest and by an additional day of practice interviews in a slum area of
Bangkok.

The second phase of the training took place from February 23 to March
6, 1987 and included five days on anthropometric measurement. The anthropometric
training was conducted by a specialist provided by DHS headquarters. The second
phase alsc included a week of additional training concerning the household and
individual questionnaires. At the same time the supervisors were also trained to
administer the community questionnaire. Further training of supervisors and
assistants concerned fieldwork procedures such as the updating of 1lists of
households, selection of sample households, and visits to health and family
planning service outlets. :

d) Pretest

The draft questionnaires were pretested in both rural and urban areas
of Kanchanaburi riovince, about 100 kilometers from Bangkok, and in a slum area
in Bangkok. The pretest was carried out by five supervisors and their
assistants. Results from the pretests were used as basis for revising the
questionnaires.

As part of the questionnaire pretest, a separate short questionnaire
was administered which was designed to illuminate the nature of age and birth
date reporting by mothers for young children. Based on the results, it was
decided to instruct interviewers to request to see documentation of birth dates
of all live born children, either in the form of birth registration certificates
or household registration forms. The pretest indicated that substantial numbers
of mothers would be able to do this and that it would eliminate most of the
ambiguities associated with age and date reporting that otherwise arise.
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e) Pretest Results

Based on the pretest, it was found that there were difficulties with
questions 304 and 305. These questions deal with knowledge .of sources and
potential problems of methods known to the respondent in the core
questionnaire. Women who  were currently using a contraceptive method (the
majority of eligible respondents in Thailand) had particular difficulty
answering the questions. These twn questions took a long time to ask given that
most respondents knew all modern methods and therefore had to be asked about
each one. Some respondents showed impatience with being repeatedly askzd a
question that made little sense to her. It was also obvious from the pretest
that question 227 on knowledge of the period of risk of conception during the
menstrual cycle was problematic. Nevertheless, on advice from DHS headquarters,
these questions were retained.

The pretest also made it evident that the weight and height
measurement component demanded both great effort and well organized
implementation. Pretest results generally indicated that supervisors and
assistants would have to make considerable effort and be very efficient in order
to complete all the tasks assigned to them.

f) Interviewer Recruitment

Announcements of positions for interviewers for TDHS were made and
over 100 applicants from the student body of Chulalongkorn University were
screened. Ability to speak local dialects and fieldwork experience were the two
main criteria for selecting the interviewers. A total of 35 intervicwers were
hired.

g) Interviewers' Training

The training of interviewers took place during March 7-18. The
training consisted of a detailed, item by item explanation of the household and
individual questionnaires, role playing, mock interviews, field interview
practice and 4 seminar to discuss experiences and problems. The field interview
practice was done in both rural and urban areas. Five villiages in Pathum Thani
Province and non-sample blocks of Bangkok were selected for field interview
practice. The training went well. Most interviewers showed enthusiasm and
competence in their work.

h) Fieldwork and Supervision
A total of 5 teams were formed for data collection, each consisting of
one supervisor, one or two assistant supervisors, seven female interviewers and
one driver. The names of the field staff are shown in Appendix E.
The teams were formed according to regions, namely north, northeast,
central, south, and the Bangkok Metropolis. Intervievwers in each regional team

were able to speak the major regional dialect.

In urban areas, sample blocks were updated by the supervisor and
assistants before selecting the sample households using maps provided by the
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National Statistical Office (NSO). In rural areas, household lists of the
sample villages were obtained at the district office. The lists were later
updated through consultation with the village headman. In the updating process,
supervisors were instructed to probe for structures without a registered number
and vacant households. for both urban and rural areas fixed number of sample
households for each cluster was systematically selected.

The fieldwork was largely carried out between March and June 1937.
The data collection was divided into two main phases. The first phase was from
March 17 - April 10 and the second phase from April 17 - June 6, 1987. All
teams returned to Bangkok after the completion of the first phase of fieldwork.
A two-day seminar was held to discuss problems that arose during the fieldwork
and solutions were advised. Extension of data collection to the end «f June was
required for some sampling clusters in the central region and Bangkok
Metropolis. At the end of the originally scheduled second phase of the
fieldwork a concluding seminar was held to give feedback to the 1investigators
and the 1IPS technical staff both for improving future surveys and for
interpreting results of the TDHS.

The interviews usually took place between 7 am. and 7 pm. The average
duration of interviews for household and individual questionnaires was 4.5
minutes and 30.9 minutes respectively.

All supervisors and assistants were instructed to closely observe and
supervise the interviewers particularly during the first few days of the
fieldwork. This procedure was enforced strictly so that any misunderstanding in
the questionnaires and errors made could be detected and corrccted at an early
stage. The field director also visited the teams to help with any problems each
team had as well as to deliver any supplies each team needed and bring back
completed questionnaires.

Completed guestionnaires were submitted to the supervisor or assistant
immediately following interview. The questionnaires were edited in the field to
the extent feasible. If possible, inconsistencies and errors were clarified and
corrected and re-interviews on the questions for which answers were omitted or
inconsistent were made.

The interviewers were instructed to make their best attempt to visit
and interview the sample households. Usually three call-backs were made for
households with no adult or with no one at all at home. To ensure high response
rates, sometimes more than three call-backs were made.

The task 1load of supervisors and assistants was very heavy in the
fieldwork. They were responsible not only for the overall inanagement of the
team, which included making all contacts, assigning the households to the
interviewers, editing the questionnaires, and planning daily work, but they were
also assigned to do the anthropometric measurements and the community survey
including the visits to the health and family planning service outlets. In
retrospect, this workload was excessive. To improve fieldwork quality, it would
have been zdvisable to have had a separate team carry out the time consuming
community survey component. One result of the this excessive workload was that
it became impossible for the supervisor and assistants to fully edit all the
completed questionnaires in a timely manner in the field.
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i) Response Rates

Table 1.1 shows the number of households and women selected and
successfully interviewed by region. Although equal sample sizes for each domain
were originally intended, due to population growth, particularly in urban
areas, the number of households selected varied slightly by region. The total
number of target households is highest in the central region followed by
Bangkok, the north, south and northeast.

In general the response rates of both household and individual
interviews in the TDHS were relatively high. For the country as a whole, 96
percent of the selected houscholds were successfully interviewed. The main
reason for non-response in the household survey is that either no one at all or
no adult was at home. The household response rates vary by region being highest
in the northeast (95 percent) and lowest in Bangkok (92 percent). However the
total number of households interviewed was greatest in the central region and
lowest in the south.

The overall TDHS response rate is 90 percent. As expected Bangkok
yielded the 1lowest success rate while the north and northeast had the. highest
success rate. The response rate for the eligible woman sample is lower than the

household response rate. About 94 percent of eligible women identified were
successfully interviewed. The main reasons for non-response in the eligible
women survey were that the targeted respondent was not at home and/or refused to
be interviewed. Regional differences in the response rates of the individual

interviews were similar to the household interviews. The highest response rate
for eligible women was in the north (98 percent) and the lowest in Bangkok (87
percent).

The generally high response rates for both household and women
interviews were due mainly to the strict enforcement of the rule to revisit the
originally selected household if no one was at home initially. No substitution
of the originally selected houscholds was allowed. Interviewers were instructed
to make at least 3 call-backs if contact with the household or eligible woman
had not been made or the interview was incomplete. In many instances revisits
ware made until the team had moved out of the province.

The survey indicates a low ratio of the number of eligible women per
household. On the average there are about 80 eligible women per 100 households
interviewad. This is much lower than found in SOFT, conducted in 1975, where
the ratio was 96 per 100 households. At least in part this could be
attributable to the increasing age at marriage (see Chapter 2). There is some
regional variation in terms of number of eligible women per household. The
ratio 1is highest in the northeast (83 per 100) and lowest in the south (75 per
10G; . This lower ratio of number of eligible women per 100 households explains
why the total number of eligible women interviewed was lower than the number
targeted (6,775 versus 7,000).
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Table 1.1 Number of households and women selected and successfully interviewed, by reporting domain

Households Eligible Women
Overall Eligible
Reporting Successfully Response Successfully Response response women
domain Selected interviewed rate (%) Selected interviewed rate (%) rate (%) per 100 hh.
(1) (2) (3)=(2}/(1) (4) (5) (6)=(5)/(4) (7)=(3)x(6) (8)=(4)/(2)x100
Bangkok 1,913 1,762 92.1 1,441 1,248 86.6 79.8 81.8
rth 1,885 1,857 98.3 1,476 1,448 98.1 96.4 79.5
Northeast 1,730 1,708 93.7 1,419 1,384 97.5 96.2 83.1
Central 2,125 2,014 94.7 1,585 1,469 92.7 87.8 78.7
South 1,766 1,704 96.5 1,280 1,226 95.8 92.4 75.1

Total 9,423 9,045 9.0 7,201 6,75 9.1 90.2 79.6




j) Office Editing and Data Entry

All completed questionnaires have been sent to IPS for office editing.
It was originally planned that the team supervisors and some assistants would be
retained as office editors and keyers. Unfortunately, mwrst of the temporary
team supervisors and assistants left the project at the ern. o>f the fieldwork.
Thercfore, five new aditors and keyers had to be hired. ihese new editors and
keyers are graduates from various universities in Thailand with a bachelor
degree in social science or a related field. They received intensive training
on the content and logic of thc yuestionnaire. To further improve their ability
to edit the questionnaires, they conducted interviews with households of the
sample clusters that required revisits in Bangkok and the central region.

Office editing of questionnaires was supervised by the field director
and two IPS research associates who had also been TDHS team supervisors. The
editing was done by the five new editors/keyers, two project assistants, and two

IPS permanent research assistants who had also served as team assistants. All
questionnaires were given numbers and sorted by sample cluster number. The
questionnaires were checked for completeness, internal consistencies and

appropriate codes, particularly of the open-ended questions.

The data entry of TDHS started in early July, 1988. The data were
directly transferred from the questionnaires to micro-computers, using the ISSA
program developed by DHS. Two programmers from DHS were sent to IPS to help set
up the ISSA program and train IPS data processing staff on how to work with the
program. Office editing and data entry were completed by the first week of
January 1988. The tabulations for the preliminary and country report were then
prepared with the assistance of the DHS prograamer.

1.7 Background Characteristics of the Surveyed Women

The Thai Demographic and Health Survey interviewed 6,775 eligible
women {aged 15-49). The description of the characteristics of the surveyed
women provides a background for interpretation of survey findings presented in
Chapters 2 to 6. A discussion of the associations among some of these
background variables is useful for the wunderstanding of the data. The
background characteristics of the ever-married women respondents in the TDHS
survey are shown in Tables 1.2 and 1.3.

Table 1.2 presents the percent distribution of ever-married women
according to selected background characteristics along with the actual and
weighted number of eligible women interviewed. The weighting is necessary to
compensate for slight differences in the selection probabilities and response
rates and to make the regional and rural-urban distribution of the sample
correspond to that expected from official sources. The weights are determined in
such a way that the total weighted cases equal the total actual cases.
Therefore for most of the sample, the weighted number of cases can serve as a
rough guide to the actual numbers. The main exceptions arise when the results
are tabulated by the criteria used to define the sampling domains, namely region
or urban-rural residence, or any characteristics strongly associated with region
or urban-rural residence. All results presented in this report are weighted and
only weighted number of cases are shown (to allow readers to properly combine
categories if so desired).
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Table 1.2 Percent distribution of ever-married women
according to selected background characteristics

Weighted Unweighted
Background Percentage number number
characteristic (weighted) of women of women
Age
i5-19 5.0 342 308
20-24 14.8 1,004 1,017
25-29 19.3 1,309 1,320
30-34 19.6 1,328 1,341
35-39 16.4 1,110 1,137
40-44 12.9 8717 871
45-49 11.9 805 781
Urban-rural residence
Urban 18.2 1,233 2,423
Rural 81.8 5,542 4,352
Region
North 20.6 1,396 1,448
Northeast 34.9 2,365 1,384
Central 21.4 1,450 1,469
South 12.3 833 1,226
Bangkok 10.8 732 1,248
Religion
Buddhist 92.6 6,275 6,199
Islam 5.3 359 474
Other 2.0 137 97
Not stated 0.1 4 5
Living children
0 10.4 707 711
1 21.6 1,463 1,503
2 26.1 1,768 1,795
3 16.8 1,138 1,149
4 + 25.1 1,698 1,557
Total 100 6,775 6,775
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The selected background characteristics discussed include age,
regional and rural-urban residence, religion and number of living children of
the sample women. The age of interviewed eligible women in this study is
derived from reported birthdates. For those whose year of birth is not known,
age is obtained directly from the stated age. Hovwever, most women interviewed
in this survey were able to give their birth year and/or birth month. Among all
interviewed eligible women, 89 percent could report both a month and year of
birth, 10 percent reported year but not month of birth, and only one percent
could not report year of birth. This high proportion of respondents knowing
their birth year stems from the importance of knowing one's animal year of birth
within the Thai cultural context. Thus ages in the TDHS can be calculated
relatively accurately. The data show that almost two-fifths of the sample
women are in the age-groups 25-29 and 30-34. The 1low percent of women
interviewed in the age-group 15-19 is a result of the fact that the sample
covers only ever-married women and a minority of women are married before age 20
in Thailand.

As discussed earlier the weighted distribution of sampled women by
regional and urban-rural residence conforms to an expected standard distribution
(the 1987 projected distribution) used in the calculation of weights. About 82
percent of ever-married women reside in rural areas and 18 percent in urban
areas. Of the total sample women, 35 percent are in the northeast, 21 percent
each in the north and the central region, 12 percent in the south, and 11
percent in Bangkok.

The majority of the sampled women (93 percent) are Buddhists. Only 5
percent are Moslems. This closely reflects the national distribution. The other
religious category includes mostly Christians but also anamists, those with no
religion, and any others. They constitute about 2 percent of the sampled women.
Only 0.1 percent of the sampled women (or 4 unweighted cases) did not report
their religion.

Almost half of the sampled women have one or two living children.
About 10 percent have no living children and 42 percent have more than three
living children.

The association between each of the background characteristics and
educational attainment is shown in Table 1.3 for the eligible woman sample. As
described in section 1.1c, t“e government implemented compulsory education only
about 6 decades ago. Before that period, education was largely in the form of
Buddhist schooling and restricted to males.
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It is important to mention that it is not possible to classify a
person in terms of educational level in this report by a uniform conversion from
number of vyears of schooling since several changes in the educational system
have occurred over the recent past.* Women of reproductive ages can fall into
any one of three different systems of education. Each system divided the number
of years of schooling constituting the basic 1levels slightly differently.
Moreover some women might fall into two different systems due to the transition.
In general, women aged 40 years and over are likely to be under the first
system, women between 20 and 40 years of age are mostly under the second systen,
and women under 20 tend to fall under the present systenm. In this study,
education of women is classified according to the system to which their cohort
belonged.

Although education of women in Thailand has been increasing, only 12
percent have a secondary or higher education. The majority (79%) of ever-
married women in the reproductive ages still have only primary education. The
remaining 10 percent have no formal education, althouygh some of them may be able
to read and/or write.

The percent of women according to education by different age cohorts
reflect an increase of education among Thai women. The percent of women with
secondary or higher education declines with increasing age except for women 1in
the younger age-groups for which censoring affects the results, i.e. not all of
these women have reached the age necessary to complete secondary or higher than
secondary educational levels.

As expected, urban women are better educated than their rural

counterparts. Regional variation in educational level still remains. Although
the majority of women in all regions have only a primary education, the
proportion 1is the highest for the northeast. Women in Bangkok stand out in

terms the proportion with higher education.

*Since the Second World War there have been three systems of formal
education before entering college or university in Thailand. The systems differ
in terms of the number of primary and seccndary school grades involved.  These
can be represented in terms of three digits in which the first digit refers to
the number of years required to complete primary level and the second and the
third digits are number of years required to complete lower and upper secondary
levels respectively. The first system, 4:6:2, was in effect until 1959. The
second system, 7:3:2, was implemented during 1960-1977. The present system,
6:3:3 has been used since 1978. It is important to note that during the second
system, the seven years of primary school were divided into lower and upper
levels and that it was common to leave school after completing the first 4 years
which constituted lower primary school. Graduates of upper secondary school (or
their equivalents) usually spend another four years to complete the bachelor's
degree from a university or college. Those who have a lower secondary
certificate have in the past been qualified to go to vocational colleges such as
technical, teachers, and nursing schools, or to police and military academies.
However, over time the requirements for entering some of these institutions have
been raised. In addition some vocational colleges have been upgraded to
university status.
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Table 1.3 Percent distribution of ever-married women according to education, by
selected background characteristics

Higher Weighted
Background No than number
characteristic education Primary Secondary secondary Total of women
Age
15-19 1.5 83.3 9.1 0.1 100 342
20-24 5.9 79.8 11.2 3.1 100 1,004
25-29 6.9 76.0 11.6 5.5 100 1,309
30-34 7.1 81.3 5.9 5.8 100 1,328
35-39 9.4 80.2 6.1 4.3 100 1,110
40-44 13.4 76.5 5.9 4.1 100 877
45-49 20.8 73.8 3.4 2.0 100 805
Urban-rural residence
Urban 6.0 58.2 23.3 12.5 100 1,233
Rural 10.5 83.0 4.2 2.3 100 5,542
Region
North 18.2 73.7 5.3 2.9 100 1,39
Northeast 4.8 89.4 3.6 2.2 100 2,365
Central 9.5 77.9 8.4 4.2 100 1,450
South 12.2 73.0 9.4 5.4 100 833
Bangkok 6.8 59.9 22.0 11.3 100 732
Religion*
Buddhist 8.2 80.1 7.7 4.1 100 6,275
Islam 19.5 69.6 7.8 3.1 100 359
Other 54.0 30.0 6.5 9.5 100 137
Total 9.7 78.5 1.7 4.2 100 6,775
*Excludes a small number of cases for whom religion is not stated
The data also show differences in education by religion. Moslem women
have substantially less education than Buddhist women. The percent of women
with no education among Moslems is more than double that of Buddhists (20%
versus 8%). Buddhist women are more likely to have completed each of the other

three 2ducational levels than Moslem women. Educational composition of women in
the other religious category reflects the mixed nature of this group. Compared
to Buddhist and Moslem women, these women have both a higher percent with no
education and a higher percent with more than secondary education. In the
remainder of this report, when results are presented according to religion, only
Buddhists and Moslems are shown because of the small number and heterogeneous
nature of the remainder of the sample.
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Chapter 2

Nuptiality and Other Proximate Determinants

This chapter is concerned with nuptiality and other key proximate
determinants of fertility. While nuptiality is a phenomenon of considerable
social interest in itself, 1its dei.ographic significance derives from the fact
that marriage 1is a primary indication of the exposure of women to the risk of
pregnancy and, therefore, is critical for the understanding of fertility. This
is particularly true in a country like Thailand where childbearing 1is largely
¢onfined to marital unions. This chapter therefore begins with a consideration
cf vrecent nuptiality patterns and trends. Also considered in this chapter are
measures of several other proximate determinants of fertility which influence
expcsure to risk of pregnancy: breastfeeding, postpartum amenorrhea, and
vostpartur abstinance.

2.1 Nuptiality Patterns and Trends

Data on the marital status of all household members (assuming those
under age 13 are all single) were collected through the household questionnaire.
The eligible woman questionnaire, from which most of the data presented in this
report are hased, was administered orly to ever-married women aged 15-49. It is
useful, however, to include never-married women in the denominator for certain
measures presented so that these measures refer to all women even though the
information on which the numerators are based come from the eligible woman
qusstionnaire.

The  number of never-married women listed in the household
questionnaire can not be directly added to the number of eligible women
respondents to form the denominator of total women for two reasons. First, not
all ever-married women in interviewed households were actually interviewed
themselves as indicated in the discussion of the response rate in the previous
chapter. Thus simply to add all never-married women listed in interviewed
householdr would disproportionately represent those who were never-married.
Second, ages as coded in the household and eligible woman files are not strictly
comparable. In the household questionnaire, age is available only from direct
statements of age and is provided for all household members by whomever was the
respondent for the household. Ever-married women interviewed for the eligible
woman sample, however, were asked not only directly tlk=ir own age but were also
asked their birthdate. Whenever possible, ages of eligible women for the
purpose of analyses based on the eligible women file are determined from the
birthdate. Since in practice stated age in Thailand often to refers to the age
at next birthday rather than to the age at last birthday, recorded ages of a
substantial proportion of women in the household listing are a year older than
their true age at last birthday while ages of women in the eligible women file
are generally correct.

Despite these problems, it 1is possible to derive an appropriate
multiplication factor based on the household schedule to apply to interviewed
ever-married women in order to expand the denominator so that it represents all
women. Based on weighted data from the household questionnaire, the ratio of
all women (i.e. including never-married) to ever-married women at each single
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vear of age as reported in the household questionnaire has been calculated. If
results are to be presented for separate categories of the population (e.g. by
region or educational level), the ratio of all women to ever-married women at
each single year of age is calculated separately for each reporting category.
The denominators for the measures are expanded by multiplying through by these
ratios. Thus each ever-married woman respondent, at each single year of age as
reported in the household questionnaire, is multiplied by the ratio of all women
to ever-married women at that age listed in the sample households in the same
reporting category. Results are then reported by corrected age. The numerators
of these measures remain as reported by the eligible respondents.

Table 2.1 presents the percent distribution of ever-married women and
all women according to their current marital status. No distinction is made
between couples who legally registered :heir marriage and those who did not
since this is not a socially meaningful distinction in Thailand. In the case of
all women, the number of never-married is determined in the manner referred to
above and thus the results are not strictly comparable to those based directly
on the household sample and presented in Appendix A. As can be seen for the
ever-married woman sample, the large majority at all ages are currently married
although the percent declines systematically with age. Among ever-married women
who are not currently married, divorce and separation account for the majority
at the younger reproductive ages while widowhood accounts for the majority at
the older ages. For all groups, separation is more common than divorce, in part
reflecting the substantial proportion of marriages that were not legally
registered in the first place (and thus did not require divorce to terminata).

When the marital status distribution is expanded to refer to all
women, the proportion who never married is seen to decline rapidly with age. By
the end of the reproductive ages, very few Thai women have never married as
indicated by the fact only 4 percent of women aged 45-49 are in this category.
Nevertheless, substantial proportions of women in the young reproductive ages
remain unmarried: almost half of women aged 20-24 and almost one fourth of those
aged 25-29 are still single.

Cohort trends in age at marriage can be described by comparing the
distribution for successive age groups, although the data for the oldest cohorts
should be interpreted cautiously. Older women may not recall marriage dates or
ages with accuracy particularly when unions are not registered. Incred, many
respondents including younger ones, did not recall with precision their date of
marriage and frequently the date of marriage had to be determined indirectly by
deducing it from the date of first birth. These caveats notwithstanding, the
proportion married at successive ages can be derived by cumulating across age of
marriage categories. Based on this information, the median age of marriage,
defined here as the exact age by which 50 percent of an entire cohort has
experienced marriage, can be calculated. The median is preferred over the mean
as a measure of central tendency, because, unlike the mean, it can be estimated
for any cohort for which at least half of the women are ever-married at the time
of the survey.
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Table 2.1 Percent distribution of ever-married and all women according to current marital
status, by current age

Veighted

Current Never Cwrrently No Total number of

age married married Widowed Divorced Separated answer percent women

Ever married vomen
15-19 - 97.5 0.1 0.0 1.8 0.6 100 342
20-24 - 95.4 0.5 0.4 3.5 0.2 100 1,004
25-29 - 95.0 0.8 1.3 2.7 0.1 100 1,309
30-34 - 94.1 1.3 1.2 3.4 0.0 100 1,328
35-39 - 91.8 3.6 1.4 3.0 0.2 100 1,110
40-44 - 86.4 7.1 1.6 4.7 0.2 100 8717
45-49 - 83.9 9.3 1.2 5.4 0.2 100 805
All ages - 92.0 3.1 11 3.6 0.2 100 6,715
All women*

15-19 83.2 16.4 0.0 0.0 0.3 0.1 100 -
20-24 47.8 49.8 0.3 0.2 1.8 0.1 100 -
25-29 23.8 72.4 0.6 1.0 2.1 0.1 100 -
30-34 13.3 81.6 1.1 1.0 2.9 0.0 100 -
35-39 9.1 83.4 3.3 1.2 2.7 0.2 100 -
40-44 6.4 80.9 6.6 1.5 4.4 0.2 100 -
45-49 3.7 80.9 8.9 1.1 5.2 0.2 100 -
Total 33.6 61.1 2.1 0.8 2.4 0.1 100 -

*Derived by applying a multiplication factor based on the household questionnaire
to the eligible women sample and thus differs from age and marital status distribution basad
only on the household questionnaire as presented in Appendix A. The weighted number of women
is not presented for the tabulation referring to all women because it is influenced by this
multiplication factor. See text for explanation.

The percent distribution of women by age at first marriage (including
the category "never married") and the median age at first marriage are presented
in Table 2.2 for different age cohorts. No median age is provided for women
aged 15-19 since less than 50 percent have married or for women age 20-24 since
the median falls within this age group and thus would be influenced by

censoring. The results reveal a steady decline in the median age at marriage
for each successive age cohort from 25-29 to 45-49 indicating a trend towards an
increasing age at marriage during the past several decades. Such a trend is
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Table 2.2 Percent distribution of all women according to age at first marriage (including those
reported in household as never married) and median age at first marriage, by current age

Current Never Total
age married* <15 15-17 18-19 20-21 22-24 25-27 28-29 30+ percent Median**
15-19 83.2 1.9 10.6 4.3 - - - - - 100 -
20-24 47.8 2.2 18.2 16.7 10.5 4.6 - - - 100 -
25-29 23.8 2.1 20.5 17.8 17.1 12.7 5.4 0.6 0.0 100 21.1
30-34 13.3 2.3 22.0 19.3 15.9 15.3 8.3 2.1 1.6 100 20.7
35-39 9.1 2.9 22.1 20.5 15.7 14.1 9.1 2.8 3.6 100 20.5
40~44 6.4 3.1 21.4 22.5 17.5 14.1 7.0 2.7 5.2 100 20.3
45-49 3.9 4.3 24.5 25.0 17.6 12.5 7.8 1.5 3.0 100 19.7

*Derived by applying a multiplication factor based on the household questionnaire to the
eligibie women sample. See text for explanation.

**Median in this table is defined as the exact age by which 50 percent of an entire cohort
has experienced marriage.

consistent with previous analyses of trends in the age of marriage based on
censuses and other surveys (Knodel, et al., 1984).

Table 2.3 presents the median age at first marriage for age cohorts
from ages 25-29 to 45-49 according to urban-rural residence, region and
educational level. Age at marriage is distinctly older for urban women compared
to rural women. Regional differences are modest except for the distinctly older
median age at marriage for Bangkok women. Age at marriage 1is positively
associated with educational level, being seven years older on averaye for women
with higher than a secondary school education compared to women with no
education.

For most categories of the population shown in Table 2.3, age at
marriage has been increasing as indicated by the inverse association between
current age and median age at marriage. The major exceptions are women with
secondary or with higher than secondary education, for whom age of marriage is
relatively late but for whom little trend across age cohorts is evident.
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Table 2.3 Median age at first marriage among all women aged 25-49
years (including those reported in th& household as never
married), by current age and selected background
characteristics

Background = = 0 0o=-memeememmmemeem—eeeeee oo
characteristic 25-29  30-34  35-39 40-44  45-49 Total

Urban-rural residence

Urban 24.5 23.5 23.9 22.9 21.9 23.6
Rural 20.5 20.3 19.9 19.9 19.3 20.0
Region
North 20.3 19.7 19.1 19.3 18.9 19.1
Northeast 20.4 20.0 20.3 20.1 19.4 19.7
Central 21.6 21.7 21.1 20.6 19.8 20.3
South 21.1 20.3 19.0 19.8 20.2 19.4
Bangkok 25.3 24.3 24.9 23.5 21.9 21.4
Education
No education 20.1 19.1 18.4 18.9 18.3 18.5
Primary 20.1 20.2 20.3 20.3 19.7 19.7
Secondary 23.4 24.1 24.0 23.4 23.6 21.8
Higher - 26.6 27.6 26.4 27.4 25.1
Total 21.1 20.7 20.5 20.3 19.7 20.5

Note: See definition of median in Table 2.2

2.2 Breastfeeding and Postpartum Insusceptibility

Postpartum protection from conception can be prolonged by
breastfeeding which can 1lengthen the duration of amencrrhea and/or by the
delayed resumption of serxual relations. The percentage of women still
breastfeeding, and still postpartum amenorrhea, abstaining, and insusceptible
are presented in Table 2.4 and serve as the basis for estimates of the median
length of breastfeeding and amenorrhea as well as estimates of the length of
postpartum abstinence which are shown at the bottom of the table. The joint
impact of amenorrhea and abstinence 1is the length of postpartum
insusceptibility, defined as the elapsed time between birth and resumption of
both menstruation and sexual intercourse, or the later of the two events. This
definition assumes that the period of postpartum amenorrhea coincides with the
duration of anovulation foilowing childbirth.  While this is not strictly true,
the two are probably quite closely related.
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The tabulation presented in Table 2.4 is birth-based rather than
woman-based, i.e., any woman who within the 3 years preceding the survey had
more than two live births (counting twins as a single birth for the purpose of
this tabulation) will be included in the table as many times as she had births.
The distributions of the proportion of births by the month of birth of the child
are analogous to the 1x column of a synthetic life table. Note, however, that
only the mother's current status is considered and retrospective information
about how long a particular status lasted, if that status has been terminated,

is ignored. In any real cohort, the proportions in any particular status (such
as breastfeeding or amenorrheic) could only decline with time since birth.
However, since the results in Table 2.5 are crossectional rather than

representing the experience of any actual cohort and because of fluctuations
associated with small numbers of cases, it is possible for irregularities to
appear in the association between the percent in a given status and the time
since birth.

Table 2.4 Percentage of births in the last 3 years whose mothers are still
breastfeeding, still postpartum amenorrheic, still abstaining, and
insusceptible, by months since birth

Months Veighted
since number of
birth Breastfeeding Amenorrheic Abstaining Insusceptible* births
Less than 2 89.6 97.6 86.4 99.0 84
2-3 88.0 66.9 41.0 76.9 113
4-5 83.5 56.4 11.2 56.6 107
6-17 75.2 38.3 5.0 41.6 128
8-9 75.5 46.5 1.3 47.8 105
10-11 68.3 22.1 10.2 29.2 124
12-13 65.0 13.4 5.9 18.5 131
14-15 50.2 14.8 3.3 18.1 141
16-17 38.7 5.4 1.2 6.6 139
18-19 38.1 7.8 3.3 11.1 126
20-21 39.5 6.4 0.0 6.4 140
22-23 22.8 3.5 5.0 8.2 112
24-25 30.7 2.7 3.6 6.4 151
26-217 21.3 4.6 4.5 9.2 130
28-29 15.2 1.5 0.0 1.5 129
30-31 13.7 1.7 2.3 4.0 100
32-33 10.3 2.5 0.5 3.1 123
34-35 5.4 0.6 2.5 3.1 84
Total 45.6 19.8 8.9 23.5 2,168
Median** 14.5 5.3 2.1 5.6 -

Note: Women who are pregnant are not counted as amenorrheic regardless of
whether or not menses returned since their most recent birth

* Either amenorrheic or abstaining

** Calculated from 3 month moving averages based on percentages tabulated
by single months
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For the purpose of providing some stability to the percentages, the
birth data are grouped in two month intervals. Even so, some reversals are
apparent. For example, the percentage of children still being breastfed among
those born 22-23 months prior to the survey is less than the percent still being
breastfed among those born 24-25 months prior to the survey. Nevertheless, the
percentages still in the various statuses shown generally decline with each
successive duration since birth. In order to calculate medians, three month
moving averages were computed based on a comparable set of tabulations by single
months since birth (see appendix Table 2A.1). For each of the statuses shown in
Table 2.4, it was possible to identify a unique median, i.e. a number of exact
months by which 50 percent of mothers had terminated the indicated status.

The results show a median duration of breastfeeding of 14.5 months, a
median duration of postpartum amenorrhea of 5.3 months, and a median duration of
abstinence following childbirth of 2.1 months. The median duration of
insusceptibility, 5.6 months, is only slightly longer than the median duration
of amenorrhea because few couples abstain longer than the amenorrheic period.
The TDHS 1is the first survey to provide systematic evidence on postpartum
abstinence. The short median duration of abstention is quite consistent,
however, with previous qualitative assessments (Knodel, Havanon, and
Pramualrathana, 1984).

The 1large majority of Thai mothers breastfeed their children as
evident from the high proportion of children stili being breastfed among those
born in the months just prior to the survey. For example, 90 percent of
children born less than two months prior to the survey and 88 percent of those
born 2 or 3 months prior to the survey were still being breastfed. Considerable
proportions are also breastfed for substantial durations as indicated by the
fact that almost two-thirds of children born about a year earlier were still
being breastfed at the time of the survey.

The average duration of postpartum amenorrhea, during which most women
are anovulatory and hence not at risk of becoming pregnant, depends largely on
the duration and nature of breastfeeding, although a mother's nutritional level
and physiological condition may also have some influence. The considerably
shorter median duration of postpartum amenorrhea among Thai women in comparison
with the duration of breastfeeding may reflect the common practice in Thailand
of introducing supplementary food into the di«. of br--stfed children at a very
early age. This could reduce the impact of lactation on suppressing the

resumption of ovulation and return of menses associated with it (Knodel,
Kamnuansilpa, and Chamratrithirong, 1985).

Given the short duration of abstaining from sewual relations following
childbirth and the only moderate duration of postpartum amenorrhea, Thai women
become exposed to the risk of pregnancy fairly rapidly following childbirth.
According to the definition of insusceptibility used in this analysis, almost
one fourth of women would be at risk of pregnancy if they did not practice
contraception by 2-3 months following childbirth and 80 percent would be at risk
by just over one year.
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An alternative procedure for computing average durations of
breastfeeding and postpartum amenorrhea, abstinence and insusceptibility based
on current status data is the "prevalence/incidence" method borrowed from
epidemiology. In epidemiology, the mean duration of an illness can be estimated
by dividing its prevalence by its incidence. In this case, the event of concern

is not 1illness but rather breastfeeding (amenorrhea, etc.). Prevalence .is
defined as the number of children whose mothers are breastfeeding (amenorrheic,
etc.) at the time of the survey. Ignoring the slight discrepancy caused by

multiple births, the number of children being breastfed is the same as the
number of breastfeeding mothers.

Incidence is defined as the average number of births per month. This
average 1is estimated by summing the number of births over the last 36 months to
overcome problems of seasonality and fluctuations associated with small numbers
of births during short periods of time. For example, a simple division of the
number of mothers breastfeeding, at the time of the survey, by the average
number of births per month provides an estimate of the mean duration in months
of breastfeeding. One major advantage of the prevalence/incidence method over
the calculation of the medians from current status data is that it does not
require tabulating data for separate months since birth and hence is .not
dependent on stability in the monthly estimates of proportions in a given
status.

Results of the prevalence/incidence estimates of breastfeeding and
aspects of postpartum insusceptibility are presented in Table 2.5 according to
selected background characteristics. Note that the resulting estimates are
means, not medians, as in the previous table. Thus the two sets of estimates
are not comparable given the different procedures used to derive them and the
different measure of central tendency that they yield.

Very little difference in the mean duration of breastfesding or the
mean of the two components of insusceptibility is evident between older and
younger mothers. Urban-rural differences, however, are pronsunced except in the
case of postpartum abstinence. Urban mothers breastfeed considerably less than
rural mothers and, not surprisingly, experience substantially shorter postpartum
amenorrhea and hence shorter durations of insusceptibility.

Regionally, Bangkok stands out in terms of the short durations of

breastfeeding, postpartum amenorrhea and insusceptibility. The northeast 1is
characterized by unusually long durations of breastfeeding but not especially
long amenorrhea. This finding 1is consistent with previous surveys and 1is

probably attributable to the very early introduction of supplemental food for
infants there (Knodel, Kamnuansilpa and Chamratrithirong, 1985). The duration
of breastfeeding shows a strong association with educational level. Women with
a primary education or less breastfeed for longer durations on average than
women with secondary or higher education. Postpartum amenorrhea also lasts
noticeably longer among lesser educated women. Finally, religious differentials
are also evident although not expecially pronounced. Moslems appear to
breastfeed somewhat longer than Buddhists, experience longer amenorrhea, and
abstain for 1longer periods following a birth. Overall Moslems remain
insusceptible for approximately two months longer than do Buddhists.
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Based on the data presented here, 1little can be said about recent
trends in breastfeeding or the components of postpartum insusceptibility.
Although previous surveys have collected data on breastfeeding and postpartum
amenorrhea, the procedures used to estimate the average duration are different,
thus preventing direct comparisons.

Table 2.5 Prevalence/incidence estimates of mean number of months of breastfeeding,
postpartum amencrrhea and postpartum abstinence, by selected background

characteristics
Weighted

Background number of
characteristic Breastfeeding Amenorrheic Abstaining Insusceptible* births
Age

30 16.5 7.0 3.3 8.5 1,474

30+ 16.7 7.4 4.0 9.0 737
Urban-rural residence

Urban 9.8 4.6 3.6 6.6 388

Rural 18.0 7.7 3.5 9.1 1,823
Region

North 14.0 7.7 3.6 9.8 435

Northeast 22.2 7.8 2.9 8.8 766

Central 12.5 6.2 3.6 7.8 414

South 16.9 7.8 4.6 9.4 356

Bangkok 9.8 4.8 3.9 6.7 240
Education

No education 18.7 7.3 4.4 9.2 222

Primary 17.9 7.7 3.5 9.1 1,682

Secondary 7.4 3.4 4.1 6.5 202

Higher 7.9 5.0 2.3 5.4 105
Religion*x*

Buddhist 16.2 7.1 3.4 8.6 1,951

Islam 19.1 8.3 4.7 10.5 182

Total 16.6 7.2 3.5 8.7 2,211

Note: Amenorrheic and insusceptible categories exclude pregnant women
* Either amenorrheic or abstaining

*x Excludes cases whose religion is other than Buddhism or Islam or is not
stated
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Table 2h.1 Percentage of births in the last 3 years whose mothers are still
breastfeeding, and still postpartum amenorrheic, abstaining, and
insusceptible, by single months since birth

Weighted

Months since number of

birth Breastfeeding Amenorrheic Abstaining Insusceptible*  births
0 92.5 100.0 100.0 100.0 21
1 88.7 96.8 81.9 98.6 63
2 87.4 66.8 55.4 80.9 64
3 88.8 67.0 22.3 71.8 49
4 84.7 63.2 15.1 67.6 54
5 82.2 49.6 7.3 51.5 53
6 68.9 48.7 2.5 51.1 64
7 81.5 28.1 1.6 32.3 65
8 75.3 52.7 3.0 55.7 46
9 75.6 41.7 0.0 41.7 59
10 72.8 21.9 12.2 34.1 64
11 63.6 22.3 8.0 23.9 60
12 67.4 19.8 8.5 26.8 64
13 62.8 7.2 3.4 10.5 67
14 51.9 17.6 1.7 19.3 13
15 48.4 12.0 4.9 16.9 69
16 29.6 9.3 1.2 7.6 84
17 52.3 4.1 1.2 5.3 56
18 47.1 14.9 6.2 21.1 60
19 30.0 1.4 0.7 2.2 66
20 32.5 3.2 0.0 3.2 68
21 46.0 9.3 0.0 9.3 72
22 30.0 5.6 2.3 7.8 56
23 15.5 1.3 1.7 8.5 56
24 23.2 0.6 9.7 10.3 57
25 35.1 4.0 0.0 4.0 94
26 22.0 7.8 4.2 11.9 56
27 20.9 2.2 4.8 7.0 13
28 19.0 2.8 0.0 2.8 67
29 11.0 0.0 0.0 0.0 62
30 10.4 1.1 2.6 3.7 44
k) 16.4 2.2 2.1 4.3 56
32 15.5 1.4 1.0 2.4 63
33 5.0 3.7 0.0 3.7 61
M 5.0 1.2 3.3 4.4 42
35 5.8 0.0 1.7 1.7 42
Total 45.6 19.8 8.9 23.5 2,168

Note:  Amenorrheic and insusceptible categories exclude pregnant women.
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CHAPTER 3

FERTILITY

In the TDHS, information on current, past and cumulative fertility was
collected. The eligible woman questionnaire contains questions on the total
number of live births and surviving children the woman had over her lifetime as
well as a detailed birth history. One innovative feature of the TDHS with
respect to eliciting the birth history, as noted in Chapter 1, was to ask
respondents, once all the live births were listed by name, to show documentary
evidence in the form of birth certificates or household registration forms 1in
order to improve the accuracy and completeness of the reporting of birth dates
by reducing reliance on the respondent's memory for such information.
Respondents were able to provide documentation of the birth dates for about half
(52 percent) of all the births reported. The percentage for which documentation
was provided does not vary much according to the birth vyear. For example,
documentation of birth dates are provided for 52 percent of the births reported
as occurring during the first five years preceding the interview compared to 5%
percent of the births reported as occurring during the second preceding five
year period. For all births occurring during the first five years preceding
the survey, both the month and year of birth are known for 97 percent either
from documentation or from the mother's report. In only 1 percent of the cases,
did both month and year of birth have to be imputed.

Although the TDHS collected birth histories only from ever married
women, it 1is possible to calculate fertility measures relating to all women
regardless of marital status by assuming that women who were reported as having
never married had no children. To the extent non-marital fertility is missed by
the survey, however, the assumption of no births to women reported as unmarried
will necessarily result in an underestimate of the level of fertility.

Unfortunately there is very little systematic evidence on the extent
of non-marital childbearing in Thailand. Since marital status is not recorded
when births are registered, information on non-marital births is not available
from the wvital statistics reports and there has been little research on the
topic. Nevertheless, while some births undoubtedly occur outside of marital
unions, most observers agree that the level of non-marital fertility is 1likely
to be quite low. Moreover, if an unmarried woman is living with her child in a
sample household, she might well have been reported as married in the course of
eliciting the household listing and be included as an eligible woman. A check
of a sample of 500 TDHS households questionnaires (100 from each region plus
Bangkok) to see if in the listings of household residents there was evidence of
children living with wunmarried mothers vyielded no unambiguous cases of
illegitimate children and very few cases which seemed likely to be so.

3.1 Current Fertility Levels and Trends

Current fertility levels as reflected in the age specific fertility
rates and in the summary total fertility rate (TFR) are presented in Table 3.1.
Rates are given for three alternative time periods spanning the preceding 12, 24
and 60 months respectively. The longer the period covered, the greater is the
amount of fertility experience taken into account and hence the less subject the



rates are to random fluctuation. Note should be made of the fact that since
these rates are based on retrospective reports of births during the past, and
only women up through age 49 were interviewed, the fertility experience of women
in the 45-49 age group presented in Table 3.1 1is censored to varying degrees
depending on the length of the time period covered. For example, births three
years prior to the survey to women who were aged 47, 48 or 49 at that time of
giving birth will not be available from the birth history data because these
women would have been 50 or over at the time of the survey and hence excluded
from the sample. For this reason, TFR's are presented both up to age 44 only
(since censoring does not affect rates up to this age for the five year period
preceding the survey) as well as to age 49 (the more conventional age span
covered by the TFR). 1In any event, g¢iven the very low level of fertility of
women 45-49 in Thailand, censoring has little effect on the value of the overall
TFR for the periods shown.

Fertility appears to have continued to decline during the five year
period preceding the survey judging from a comparison of the TFR for the three
alternative time spans. The 12 month TFR is lower than the 24 month TFR which
in turn is lower than the 60 month TFR. Note that the TFR for each successively
longer period is inclusive of the preceding shorter period and thus minimizes
the appearance of change which is examined more directly in the following two
tables.

The most striking feature of Table 3.1 is the very low level of recent
fertility indicated by the TDHS. For the 12 month period preceding the survey,
the TFR indicated 1is only 2.11 live births per woman. This 1is below the
replacement level for Thailand (which is about 2.25) given current mortality
conditions. For the 24 month period preceding the survey, the TFR of 2.21 is
just about at the replacement level and for the full 60 month period, the TFR of
2.36 is only slightly above replacement. These rates are low in comparison to
other estimates of recent fertility levels, such as from the most recent
Contraceptive Prevalence Survey and the Survey of Population Change, and
therefore require some comment. A detailed comparison of TDHS fertility rates
with those from other sources covering the period between 1970 and 1986 is
provided in Appendix B. The general conclusion from the comparison is that the
TDHS probably understates the true fertility level by 2 modest but unknown
degree.

The most compelling evidence that the recent levels of fertility are
probably nigher than indicated from the TDiS is provided by a comparison with
fertility rates calculated from reg.stered births. It is widely acknowledged
that births are underregistered in Tiailand. For example, the most recent
Survey of Population Change indicates that birth registration is 88 percent
complete. Yet 1f the TFR is calculated from registered births as reported by
the Ministry of Public Health without any adjustment for underregistration, the
rates for recent years are quite close to those indicated by the TDHS. For
example, for the 5 year calendar period from 1982 to 1986, the TFR as indicated
by TDHS 1is only one percent higher than the TFR based on registered births
unadjusted for underregistration.
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Table 3.1 Fertility rates for 12, 24 and 60 months preceding
the survey, for all women (including never-married
women), by age of women at time of childbirth

Maternal Fertility rates for preceding
age at === e

childbirth 12 months 24 months 60 months
15-19 0.049 0.056 0.052
20-24 0.124 0.124 0.132
25-29 0.110 0.131 0.129
30-34 0.065 0.070 0.079
35-39 0.042 0.041 0.052
40-44 0.026 0.017 0.022
45-49 0.006 0.004 0.007
15-49 2.11 2.21 2.36
15-44 only 2.08 2.20 2.32

Notes: The preceding time periods to which the fertility
rates refer exclude the month of interview. The
total for fertility rates represents the total
fertility rate (TFR) for women aged 15-49 and 15-44
respectively. Since women  aged 45-49 are
progressively censored as one moves back in time from
the time of interview to five years preceding the
survey, total fertility rates are presented both
including and excluding women in this age group.

' Table 3.2 presents recent estimates of fertility for selected periods
according to various background characteristics. In addition, the average
number of children ever born to women aged 40-49. is shown and serves as a
convenient measure of cumulative fertility for women close to the end of the
childbearing span. To indicate recent trends in fertility, the TFR (based on
women aged 15-44 rather than 15-49 to eliminate the influence of censoring) 1is
shown for the calendar year period 1981-83 and 1984 through the time of the
survey in 1987. In addition, for examining differentials in recent fertility
levels according to background characteristics, the TFR is shown for the 60
month period preceding the survey (both including and excluding women 45-49) and
for the 24 month period prior to the survey (based on women 15-49).
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The decline in fertility in Thailand over the last two decades 1is
reflected in the large difference for the total sample between current fertility
as measured by the TFR and the cumulative fertility of women currently at the
end of the childbearing ages, as represented by the mean number of children ever
born to women aged 40-49. This latter measure reflects the fertility levels
prevailing in the past when these women passed through the reproductive ages.
At 4.4 births per woman, cumulative fertility is twice as high as the most
recent TFR of 2.2 for the 24 months preceding the survey. The results also
indicate that fertility has continued to decline during recent years as evident
from the finding that the fertility rate during the 1984-87 period is 16 percent
lower than the rate for the 1981-83 period. The recent continuation of a
declining trend 1is confirmed by data on registered births. While the total
number of births are likely to be under registered as noted above, there is no
evident reason to suspect that the extent of underregistration has deteriorated
during the last few vyears and thus that registered data would indicate a
spurious decline. The fact that the TFR based on registered births (with the
number of women from the latest NESDB population projections as the
denominator), declined by 20 percent between 1981-83 and 1984-86 is supportive
evidence that the decline observed in the TDHS data is genuine.

A number of differentials in the level and extent of recent decline in
the TFR are evident according to selected background characteristvics shown.
Recent fertility is distinctly lower for urban than for rural women. Lower
urban than rural fertility has been a persistent feature of the Thai demographic
situation for at least several decades (Knodel, Chamratrithirong, and Debavalya,
1987) and is also indicated by the forthcoming results of the recent Survey of
Population Charge (SPC) which refers to the period from mid-1985 to mid-1986.
However, the TDHS results indicate that during the six years preceding the
survey, the extent of decline was greater among rural than wurban women
suggesting that the urban-rural differential in fertility is narrowing.

Regionally, recent fertility is lowest in Bangkok, followed by the
central region and then the North. The highest TFR is found in the south
tollowed by the northeast. These regional differentials are similar in ranking
to those found in the recent SPC, except that the TFR for the north according to
the SPC is lower than that for the central region. Judging from a comparison of
the rates for 1981-83 and 1984-87 from the TDHS results, fertility has declined
during recent vyears in all regions, although the decline is quite modest in
Bangkok where fertility was already extremely low for the 1981-33 period. The
largest absolute decline is found in the northeast, where the TFR (through age
44) declined by almost seven tenths of a child, followed by the central region
where the TFR declined by half a child.
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Table 3.2 Mean number of children ever born to all) women (including never-married)

aged 40-49 and total fertility rates for selected periods and for 60 and
24 months preceding the survey, by selected background characteristics

Total fertility rates

for women 15-44 Total fertility rates
Children for women 15-49
ever born 60 months months prior to survey
Background to women prior to
characteristic 40-49  1984-87* 1981-83 survey 60 24
Urban-rural residence
Urban 3.13 1.62 1.713 1.64 1.68 1.65
Rural 4.69 2.42 2.93 2.53 2.57 2.40
Region
North 4.49 2.23 2.41 2.27 2.28 2.17
Northeast 4.80 2.47 3.14 2.62 2.65 2.46
Central 4.09 1.9 2.40 1.99 2.04 1.88
South 4.81 3.03 3.43 3.16 3.21 3.06
Bangkok 3.22 1.60 1.68 1.60 1.64 1.65
Education
No education 5.64 3.66 3.40 3.4 3.52 3.72
Primary 4.40 2.35 2.86 2.47 2.49 2.34
Secondary 2.51 1.60 1.78 1.65 1.65 1.68
Higher 1.88 1.39 1.51 1.40 1.40 1.39
Total 4.42 2.23 2.66 2.32 2.36 2.21
Motes: Periods to which total fertility rates refer exclude month of interview.

Results in this table are based on all women, including never-married women
whe are assumed to have no births. The number of never-married women is
devived by applying a multiplication factor based on the household
questionnaire to the eligible women sample.

*Cgserage for 1987 is limited to the months prior to the month of interview.
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Education is also associated with fertility levels. The recent TFR is
inversely related to the number of vears of schooling of women. Those with no
education have by far the highest fertility while those who studied beyond the
secondary level have the lowest. It should be borne in mind that the large
majority of Thai women currently in the reproductive ages have a primary
education and thus the proportions in other educational categories are
relatively modest (see Chapter 1). Moreover, caution is necessary before
interpreting this finding as evidence of a direct educational effect, since
educational level is strongly associated with other characteristics which could
have important bearing themselves on fertility. For example, women with no
education are disproportionately made up of Moslems and ethnic minorities, both
of whom are likely to be characterized by high fertility for reasons other than
simply educational differences. The pattern of recent change in fertility
according to education is irregular: the TFR shows an increase between 1981-83
to 1984-87 in the group with no education and a decline for the other groups.
Again the relatively small numbers of women in the categories other than primary
education counsel caution in interpreting their fertility trends.

With data on complete birth histories such as collected in the TDHS, a
more extensive examination of trends is possible than simply a comparison of the
TFR over the last few years prior to the survey. Age specific fertility rates
are presented in Table 3.3 for successive 5 vear periods preceding the survey.
Use of birth histories for analysis of trends places a great burden on the
quality of data, which should always be interpreted with caution. Possible
omission (or even false inclusion) and incorrect dating of events will affect
the accuracy of trends. In the case of the TDHS, the problem of misdating of
events is minimized because respondents were requested to show documentation of
the birth dates of their children whenever possible. The comparison of
fertility rates calculated from the TDHS birth history data with estimates of
fertility from external sources presented in Appendix B suggests that the
overall fertility level may be understated. Nevertheless the evidence does not
suggest any greater omission of more distant births than of recent births.
Hence the trends reflected in the TDHS birth history data may be relatively
accurate. Note that the age-specific schedule of rates are progressively
censored as time before survey increases. The bottom diagonal of estinates
(enclosed in parentheses) is partially censored.

The rates indicate a clear and consistent pattern of fertility decline
over at least the last two decades. For virtually every age-group, fertility
has declined steadily during the periods for which rates could be calculated.
The only minor exception is the 15-19 year old age-group for which a steady
fertility decline is evident over the last 20 year period but not for the
earlier period.

To facilitate an examination of the relative decline in fertility by
age-group, the percent decline in age specific fertility rates between each
successive 5 vyear period prior to the survey and the most recent five year
period, i.e. 0-4 years prior to the survey, can be calculated based on the rates
provided in Table 3.3. The results of such a set of calculations are presented
in Table 3.4. By reading down each column, the age pattern of fertility decline
is readily apparent. In general, the older the age group, the greater the
relative decline in fertility has been between any period in the past and the
most recent five year period. For example, the fertility rate for women age 15-
19 declined by 28 percent between the period 10-14 years before the survey and
0-4 vyears before; in comparison the rate for women aged 30-34 declined by 55
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Table 3.

3 Age-period fertility rates (per 1,000 women including
never-married), by age at time of childbirth

Maternal Years prior to surve§
age at time  -—------—mmmomm oo e
of birth 0-4 5-9 10-14 15-19 20-24 25-29 30-34

52 62 12 78 11 81 (51)
132 172 192 245 258 (261) -
129 158 219 262 (311) - -

79 118 176 (235) - - -

52 79 (129) - - - -

22 (42) - - - - -

(n - - - - - -

Results in this Table are based on all women, including
never-married women, who are assumed to have no births.
The number of never-married women is derived by applying a
multiplication factor based on the household questionnaire
to the eligible women sample. Results in parentheses are
based on partially censored cb:ervations.

Table 3.4 Percentage decline in fertility rates between

Matern
age at t
of bir

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

Note:

successive five year periods prior to the survey
and the period 0-4 years prior to the survey, by
age at time of childbirth

al Years prior to survey
ime 0000 meeememe
th 5-9 10-14 15-19 20-24
17 28 33 32
23 31 46 49
18 41 51 (59)
33 55 (66) -
34 (60) - -
(48) - - -
Based on rates presented in previous table. Figures

in parentheses are based on partially censored
information.
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percent between the same the periods. Almost without exception, the older the
age-group, the greater is the percent that fertility declined.

The results from the TDHS presented so far clearly indicate a
substantial and relatively steady decline in fertility during the recent past.
Figure 3.1 compares the trend in the TFR based on the TDHS with the trends based
on data from the Survey of Fertility in Thailand (SOFT), estimates based on the
"own children” technique as applied to the 1980 census, and uncorrected
registration data (in combination with population estimates of the base
population). In order to make this comparison, the TFR as derived from the TDHS
has been adjusted to allow for the effect of censoring of fertility rates at the
older ages for periods in the past.* 1In addition, given that rates for SOFT and
TDHS are from sample surveys, they are presented as two year moving averages in
order to stabilize the trend they show.

The sources are quite consistent in portraying a more or less steady
fertility decline over the last two decades. Several other features of the
comparison are worth pointing out. First, the series from TDHS fits quite well
with the series from SOFT, both in terms of overlapping fairly closely for the
several years shown in common and in continuing the trend of decline evident in
the earlier SOFT series. Second, while both the SOFT and the TDHS series are

* The adjustments were made as follows. Total fertility rates derived
directly from the birth histories collected in the TDHS were calculated for
successive 12 months periods preceding the survey based on ages 15-49 for the
first 3 prior 12 month periods (covering 1984/85-1986/87), ages 15-44 for the
next 5 prior 12 month periods (covering 1979/80-1983/84), ages 15-39 for the
next 5 prior 12 months periods (covering 1974/75-1978/79), and ages 15-34 for
the next 4 prior 12 month periods (covering 1970/71-1973/74). In order to
convert the "partial" total fertility rates derived from the TDHS for the vyears
prior to 1984/85 to complete TFRs covering the entire reproductive age span 15-
49, the ratio of the complete to the partial r..te was calculated from the age
specific fertility rates from the 1980 census based on the "own children"
technique and the most recent SPC. Note that the census estimates refer to 12
month periods beginning in April and ending in March of the next year and thus
are almost equivalent to the 12 month periods for which rates from the TDHS have
been calculated (which refer to periods from approximately May to April). The
partial TF" from the TDHS is then multiplied by the appropriate ratio to
estimate the complete rate. For example, the ratio of the TFR 15-49 to the TFR
for ages 1.-34 was calculated directly from the "own children" estimates for
1970/71-1973/74 and applied to the partial TFRs from the TDHS for each of the
equivalent twelve month periods to obtain a TFR for ages 15-49 for these vyears.
in like manner, the TFRs for ages 15-39 and 15-44 for subsequent years were
converted to complete TFRs for ages 15-49. -Note that for the years 1970/71 to
1979/80, the adjustment factors were calculated directly from the age specific
rates from the "own children" estimates. However for 1980/81 to 1983/84, ‘*he
ratio of the TFR for ages 15-49 to the TFR 15-44 was obtained by interpolati-j
between values of the ratio for 1979/80 based on the "own children" estimates
and the ratio for 1985/86 based on the most recent SPC. Note that in all cases
these inflation factors depend only on the age pattern of fertility and not the
level of fertility reported by the sources from which they are derived.
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Figure 3.1

Comparison of the trend in the TFR based on TDHS with trends
based on data from SOFT, the 1980 census, and vital registration

~——————— TDHS (2 - year moving average)

——=————— SOFT (2 - year moving average)

Own children (1980 Census)

________ Birth registration data (unadjusted)
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quite parallel to the "own children" estimates from the 1980 census, they both
generally fall below these estimates. Third, not only is the trend from the
TDHS estimates parallel to that of the TFRs based on uncorrectad registration
data for the years shown, but the average level is relatively similar (although
higher 1is some years and lower in others). This last feature suggests that
while the trend shown by the TDHS is probably correct, the level of fertility
may be underestimated since any ccrrection for underregistration of births would
raise the average level of the TFRs calculated from registration data above
those from the TDHS.

3.2 Cumulative Fertility

In the TDHS questionnaire, the total number of children ever born has
been ascertained by a sequence of questions designed to maximize recall. Each
woman was first asked about the number of sons and daughters living with her,
then about the number living away from home, and finally about any children that
died. Experience suggests that by asking in this way about the separate
components of children ever born that omissions of births can be kept to a low
level. Since 1life-time fertility reflects the cumulation of births over the
past, it has limited direct relevance to the current situation. Nevertheless,
such data provides important background information for understanding current
fertility.

The data in Table 3.5 are perhaps the most comm.n fertility statistics

derived from surveys. The number of children ever born .s presented here for
all women (assuming that never-married women had no births) and for ever-married
and for currently married women. Differences in results between all women and

ever-married or currently married women is greatest at the vounger ages because
of the large proportion of women who are still single and presumed to have no

births. In contrast, differences between ever-married and currently married
womeni are modest at all ages, although slightly greater at older ages, and
reflect the impact of marital dissolution. The overall impact of marital

dissolution, however, can not be judged from this comparison since many women
whose marriage ends prior to completion of the reproductive age span remarry and
hence are currently married at the time of tho survey.

Since voluntary childlessness is rare in Thailand, the extent of
primary sterility can be judged more or less from the percent of married women

who are childless at the end of the childbearing ages. Primary sterility 1is
clearly very 1low in Thailand a5 indicated by the finding that less than 3
percent of ever-married women aged 40 and over have no children. The much
higher fertility rates of the past compared to the present are evident 1in the
average number of children ever born to these same women. Ever-married women
aged 40-44 born an average of 4.2 live births while those age 45-49 bore an
average of 5.2 births. Among this oldest age-group, over one fourth gave birth

to 7 or more children and only 15 percent gave birth to 2 children or less.
This is quite a contrast to the low fertility desires younger married women say
they wish to have (see Chapters 4 and 5). Given the current widespread practice
of contraception, these younger women are likely to limit their actual family
sizes to the small desired numbers and within the next two decades cumulative
fertility of women at the end of the reproductive years is certain to be far
lower than it is today.
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Table 3.6 indicates cumulative fertility as measured by children ever
born to ever-married women according to marriage duration and age at first
marriage. The purpose of this tabulation is to permit an assessment of the
relationship between age at marriage and the rate of marital childbearing. Note
that beginning at higher durations, the higher age at marriage cells are empty
because the upper limit of the age range of the sample (49) is exceeded (e.g., a
woman ~<uld not be in the sample who married at 25+ and has been married 25-29
vears given that she would be at least 50 years old at the time interviewing
took place). At marriage durations 0-4, there is little difference in the
average number of children ever born according to age at first marriage. As
marriage duration increases, an inverse association between age at marriage and
cunulative fertility becomes evident, probably reflecting the higher fecundity
of earlier marrying women due to their younger age.

Table 3.6 Mean number of children ever born to ever-married women, by age at first
marriage and duration since first marriage

Duration Age at first marriage
since first
marriage 15 15-17 14-19 20-21 22-24 25-27 28-29 30+ All ages

0-4 0.9 0.8 0.7 0.7 0.7 0.8 0.7 0.7 0.7
5-9 2.1 1.9 1.8 1.9 1.8 1.8 1.6 14 1.8
10-14 2.7 2.1 2.5 2.4 2.6 2.3 2.1 2.2 2.5
15-19 3.8 3.6 3.5 3.3 3.2 3.0 2.7 - 34
20-24 4.6 4.5 4.7 4.1 4.1 3.3 - - 4.4
25-29 55 5.5 5.2 5.0 5.0 - - - 5.3
30+ 7.1 6.2 6.5 - - - - - 6.4
All durations 3.9 3.1 2.9 2.6 2.3 1.9 1.7 1.5 2.7
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3.3 Age at First Birth

The onset of childbearing is an important demographic indicator. In
many countries, postponement of first births, reflecting a rise in age at
marriage, has made a large contribution to the overall fertility decline. In
the case of Thailand, the contribution has been modest but not inconsequential
(Knodel et al., 1982). The proportion of women who become mothers before the
age of 20 is a measure of the magnitude of adolescent fertility, which 1is a
major health and social concern in many countries, Furthermore, early
motherhood is associated with higher subsequent fertility.

Table 3.7 shows the percent distribution of women by age at first
birth according to their current age. The tabulation includes a category for no
birth, and refers to all women, including those who have never married (under
the assumption that they have had no children). Median ages at first birth are
also presented for all cohorts for which at least 50 percent of the women had a
first birth (i.e. age groups 25-29 and above). An increase in the median age at
first birth of approximately a vear and a half is evident between the cohort of
women aged 45-49 and cohort aged 25-29. Given that the timing of marriage and
first childbearing are closely linked and, as documented in Chapter 2, that the
2ge of marriage has risen, this increase in age at first birth 1is not
surprising. Indeed, the median age at marriage rose by exactly the same amount
between these two cohorts.

Very few women in Thailand start childbearing before age 15 and the
proportion of women who had a first birth before age 20 decreased sharply from
32 percent for women aged 45-49 to 24 percent for women aged 20-24.

Table 3.7 Percent distribution of all women (including never-married) according to age at first
birth (including the category "no birth"), by current age

Age at first birth
Current No Total
age birth <15 15-17 18-19 20-21 22-24 25-27 28-29 30+ percent Median*

15-19 92.5 0.1 5.3 2.1 0.0 0.0 0.0 0.0 0.0 100 -
20-24 59.6 0.8 8.5 14.7 11.8 4.6 0.0 0.0 0.0 100 -
25-29 314 0.4 8.9 15.8 18.2 18.5 5.8 1.0 0.0 100 23.0
30-34 17.8 0.7 10.0 17.4 16.5 21.0 9.6 4.6 2.3 100 22.7
35-39 11.9 0.9 10.6 18.1 18.0 18.0 12.1 5.0 5.3 100 22.3
40-44 8.9 0.7 7.6 2.0 19.8 20.8 11.1 36 7.4 100 22.2
45-43 6.1 1.2 10.9 20.0 21.4 2.2 11.4 4.4 4.5 100 21.6

Al ages 40.4 0.6 85 14.1 13.5 12.9 5.8 2.1 2.0 100 -

Notes: Results in this table are based on all women, including never-married women, who are
assumed to have no births. The number of never-married women is derived by applying a
multiplication factor based on the household questionnaire to the eligible women sample

* Omitted for ages under 25 and total due to censoring
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Table 3.8 presents the median age at first birth for different age
cohorts according to selected background characteristics. The age at first
childbearing has increased more in urban than rural areas. Overall, urban women
start reproduction four years later than their rural counterparts. Regionally
age at first birth has risen most in Bangkok and the central region. The
pattern 1is more irregular in the other regions showing 1little tendency to
increase in the northeast or the south and showing an increase in the north
mainly among the three youngest cohorts. Overall, the age at the start of
reproduction is not greatly different among the regions except for Bangkok where
women start childbearing considerably 1later than elsewhere. Educational
differentials are quite pronounced indicating a substantial increase in the age
at first birth associated with increased level of schooling completed. This
association 1is evident for almost all age cohorts. Interestingly, there 1is
little evidence of a consistent increase in ages at first childbearing for any
of the separate educational categories suggesting that the increase observed
nationally is largely a product of the increasing educational levels of younger
cohorts.

Table 3.8 Median age at first birth among all women
(including never-married) aged 25-49 years, by
current age and selected background characteristics

Background = -------me-mmemseesee—emeoomoooo oo
characteristic  25-29  30-34  35-39 40-44  45-49 Total

Urban-rural residence

Urban - 26.3 25.8 24.8 23.8 25.9
Rural 22.1 22.2 21.7 21.8 21.3 21.9
Region
North 22.1 21.3 21.1 21.1 21.0 20.9
Northeast 21.8 22.2 22.2 22.1 21.8 21.6
Central 23.6 23.3 23.0 22.4 21.2 21.9
South 22.8 22.4 21.2 21.2 22.5 21.3
Bangkok - 27.4 27.0 25.3 23.4 23.5
Education
No education 22.3 20.9 20.3 20.6 20.0 20.4
Primary 21.7 22.1 22.0 22.1 21.7 21.4
Secondary 25.5 26.4 25.6 24.5 26.8 23.7
Higher - 28.9 29.8 28.2 29.5 27.4
Total 23.0 22.17 22.3 22.2 21.6 22.4

Notes: Results in this table are based on all women, including
never-married women, who are assumed to have no births.
Median is not shown for categories for which less than 50
percent of the women have had a birth. The number of
never-married women is derived by applying a
multiplication factor, based on the household
questionnaire to the eligible women sample
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CHAPTER 4

FERTILITY REGULATION

This chapter begins with an appraisal of the knowledge, the source of
supply and the perceived problems (if any) for different contraceptive methods
and then moves on to a consideration of current and past contraceptive practice.
For wusers of periodic abstinence, Xnowledge of the ovulatory cycle is examined
while for those relying on sterilization, the timing of method adoption is
reviewved. Special attention is focused on nouuse, reasons for discontinuation,
and intention to use in the future. The chapter concludes with tabulations on
exposure to and acceptability of media messages about family planning.

These topics are of practical use to policy and program staff in
several ways. The early sections concern the main pre-conditions to adoption of
contraception such as knowledge of methods and sources of supply. Levels of use
of contraceptives provide the most obvious and widely accepted criterion of
success of any family planning program. The examination of use in relation to
need pinpoints segments of the population for whom intensified efforts at
service provision are most needed. In Thailand, where most women have tried at
least one method, practical problems with particular methods, or in obtaining
supplies and advice, are potential obstacles to further advances in the program.
Survey findings on these topics can provide guidance to administrators for the
improvement of services.

One simple framework for understanding the determinants of
contraceptive use divides these determinants into two types: demand factors and
cost factors. It should be born in mind, however, that, in reality, the two may
not be independent of each other. The creation of conducive cost factors may
well strengthen demand and vice versa. The TDHS contained questions dealing
with a variety of aspects of demand and cost factors.

Demand factors consist of the desire of couples to postpone or
terminate childbearing. These are treated in the following chapter. Cost
factors consist of attributes of contraception and contraceptive services as
perceived by actual and potential users. These include: knowledge of methods;
acceptance that the regulation of childbearing by contraception is both possible
and moral; knowledge of sources of advice and supply; and a belief that at least
some methods present no major barriers to use. A further set of cost factors is
likely to influence whether initial and often tentative adoption of a method is
sustained or discontinued. These include: satisfactory experiences with the
method and the source of supply, and ability to use the method effectively. A
number of these cost factors are addressed in this chapter.

4.1 Contraceptive Knowledge

Knowledge of contraceptive methods and of places where methods can be
obtained are preconditions for their use. The TDHS provides information on the

level of knowledge of both methods and service providers. Knowledge data was
obtained first by asking the respondent to name the ways that can be used to
avoid getting pregnant. If a respondent did not spontaneously mention a

particular method, the method was described by the interviewer and the
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respondent was asked if she recognized the method. Descriptions were included
in the questionnaire for nine methods: the pill, IUD, injection, condom, vaginal
methods (diaphragm, foam and jelly), female sterilization, male sterilization,
periodic abstinence (rhythm) and withdrawal. In addition, other methods
mentioned by the respondent (e.g., herbs) were recorded. Finally, for any
modern method that she recognized, the resvondent was asked if she knew about a
place or a person from which she could obtain the method and what main problen,
if any, was associated with the method. TIf she reported knowing about periodic
abstinence, she was also asked if she knew a place or a person from which she
could get information about the method.

As shown in Table 4.1, knowledge of at least some method of
contraception is practically universal among married Thai women in reproductive
ages. Over 99 percent of both ever-married and currently married women are
awvare of at least one modern contraceptive method. Knowledge of oral
contraception, the IUD, injection, and both female and male sterilization are
all close to wuniversal with well over 90 percent of respondents either
spontaneously mentioning these methods when asked what methods they know or
indicating recognition when the methcd was read out to them by the interviewer.
Condoms are also widely known although to a somewhat lesser extent than the
other modern methods. In contrast, vaginal methods (diaphragm, foam or jelly)
are not widely known. Likewise, familiarity with periodic abstinence and
withdrawal is acknowledged by only a minority of respondents.

Table 4.2 shows contraceptive knowledge according to selected
background characteristics. Knowledge of at least one method is virtually
universal among all the subgroups of the population. Likewise over 90 percent
of each subgroup knows the pill and injection. Some differences with respect to

knowledge of other specific methods, however, 1is evident. In general,
differentials are most pronounced for the lesser known methods. For example,
knowledge of vaginal methods, periodic abstinence, and withdrawal is

considerably higher among urban than rural women and increases sharply with
educational 1level. Knowledge of withdrawal is far more common in Bangkok and
the south and is the only method better known among Moslems (who are
concentrated in the south) than Buddhist.

Table 4.3 presents the distribution of responses according to the main
problem perceived about particular methods among women who knew the method. If
this informatior is reasonably meaningful, it could be useful in identifying
obstacles to the use of specific methods and be helpful in guiding educational
and publicity campaigns. It should be noted that many respondents had
difficulty answering this question, especially if they had never used the
method. Thus interviewers often needed to coax respondent to elicit an answer.
For a number of the methods, even probing failed to obtain an answer and
substantial percentages fall in the "don't know" category. Based on the
percentages who explicitly indicated there was no problem, the most problem free
methods in the perceptions of respondents were sterilization (both male and
female) and withdrawal. However, 1if the "don't know" category is assumed to
represent persons who do not perceive a problem with the method and is combined
with the "no problem" category, vaginal methods, the condom and withdrawal are
perceived to be the most trouble free methods.

It seems likely that the results in Table 4.3 reflect in part how well

known a method is rather than just how problematic it is. Quite plausibly,
methods that are known by smaller proportions of respondents are not
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Table 4.1 Percentage knowing any method, Xnowing any modern method and knowing specific contraceptive methods,
among ever-married and currently married women, by curreat age

Female Male Weighted
Any Any modern Vaginal sterili- sterili- Periodic With- number of
Age  method method* Pill IUD Injection methods Condom zation  zation abstinence drawal Other wom.n

15-19 99.5 99.2 98.8 90.5 98.1 15.1 88.5 96.1 95.3 21.8 20.2 18.5 342
20-24 99.5 99.5 99.0 94.6 97.9 13.3 90.7 97.9 95.0 28.7 30.2 18.5 1,004
25-29 99.7 99.7 98.9 95.1 97.5 16.7 91.8 97.8 96.0 33.4 32.3 20.5 1,309
30-34 99.9 99.9 99.8 96.9 98.8 17.4 92.7 99.2 98.4 31.9 29.9 16.0 1,328
35-39 99.6 99.6 98.9 95.7 97.8 19.2 90.0 98.5 96.8 27.9 27.3 14.7 1,110
40-44 99.1 99.1 96.9 93.2 95.0 15.8 82.7 96.6 93.8 26.8 23.2 9.0 877
45-49 98.4 99.3 96.3 90.5 91.6 17.6 72.0 94.4 91.6 17.8 17.3 5.7 805
All Ages 99.4 99.4 98.5 94.5 96.9 16.6 87.8 97.6 95.6 28.2 27.1 15.0 6,75
Currently married women
15-19 99.5 99.2 98.8 90.6 98.0 14.7 88.2 96.4 95.5 22.1 20.0 19.0 334
20-24 99.4 99.4 98.9 94.9 97.9 13.5 91.1 98.4 95,2 29.3 30.9 18.9 957
25-29 99.9 99.9 99.2 95.5 97.8 16.9 92.3 98.0 96.2 33.3 31.9 20.6 1,243
30-34 99.9 99.9 99.8 97.1 98.8 17.5 92.9 99.2 98.6 32.2 30.1 16.4 1,2%0
35-39 99.6 99.6 99.0 95.9 97.8 19.2 90.3 98.5 97.1 28.3 27.7 14.6 1,019
4044 99.6 99.6 99.6 93.7 95.8 15.9 84.2 97.4 94.4 26.5 23.0 9.0 758
45-49 98.3 98.2 95.9 90.3 92.0 18.2 71.6 94.3 92.5 18.1 18.4 5.8 676
A1l Ages 99.6 99.5 98.7 94.7 97.2 16.8 88.5 97.8 96.0 28.6 21.5 15.4 6,236

* Includes pill, IUD, injections, vaginal methods (diaphragm/foam/jelly)., female sterilization, and male
sterilization
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Table 4.2 Percentage of ever-married women aged 15-49 knowing specific methods and any method, by selected background charac—

teristics
Female Male Weightad
Background Vaginal sterili- sterili~ Periodic Any number of

Characteristic Pill TIUD Injection methods Condom zation zation abstinence Withdrawal Other method wamen
Urban—rural residence

Urban 98.9 94.4 96.6 25.5 91.9 98.3 96.9 54.7 48.9 16.9 99.6 1,233

Rural 98.4 94.5 96.9 14.6 86.9 97.4 95.4 22.3 22.3 14.6 99.4 5,542
Region

North 98.0 92.0 6.5 12.1 88.1 96.9 94.4 23.7 23.3 15.5 99.0 1,39

Northeast 98.9 97.8 96.7 14.4 88.4 98.3 96.6 16.8 14.3 16.3  99.7 2,365

Central 99.2 93.9 98.0 21.0 84.3 98.3 95.7 33.5 29.4 9.8 99.9 1,450

South 96.9 91.2 96.8 14.9 89.9 95.2 94.3 34.4 47.7 23.1 98.6 833

Bangkok 98.5 93.3 95.6 25.6 90.3 97.8 96.3 56.1 47.9 11.4 99.5 132
Bducation

No education 93.3 79.1 90.0 8.4 71.0 88.9 85.5 9.7 10.8 6.9 96.1 657

Primary 99.0 95.7 97.4 14.3 88.2 98.4 96.3 22.4 22.1 14.0 99.8 5,316

Secondary 99.5 98.5 99.0 30.7 93.3 99.2 98.9 75.0 67.6 26.2 99.8 521

Higher 100.0 99.0 98.8 54.1 100.0 100.0 100.0 93.7 84.9 32.5 100.0 281
Religion*

Buddhist 99.0 95.7 97.1 16.7 838.1 98.1 96.2 28.4 26.4 15.3 99.6 6,275

Islam 92.8 8l.1 92.3 13.5 82.7 88.6 86.7 25.1 39.1 11.5 96.9 359

Total 98.5 94.5 96.9 16.6 87.8 97.6 95.6 28.2 27.1 15.0 99.4 6,775

*Excludes cases whose religion is other than Buddhism or Islam or is not stated
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particularly well known even among those who have heard of the method. Hence,
well known and more commonly practiced methods such as the pill, IUD and
injection may elicit answers about a problem just because they are better known.
This is important to consider because it is may not be so that methods for which
few problems are mentioned, such as vaginal methods, condoms or withdrawal, if
given more publicity, would necessary have wide appeal simply because
respondents who knew of these methods could not cite a problem.

Despite these problems with responses to the question akout perceived
problems associated with different methods, several interesting features emerge
from the results. Almost no one mentioned availability or accessibility (which
includes cost) as a major problem for any of the methods. 0f problems that are
more commonly mentioned, quite different ones show up for different methods. By
far the most common problem mentioned in connection with the pill is the
possibility of an "allergic" reaction, which includes a variety of negative side
effects 1including headaches, dizziness or nausea. Weight change was also
mentioned as a problem of the pill by a substantial percent of respondents. In
contrast, the IUD 1is perceived by significant numbers of respondents as not
being effective or as being painful while the injection is associated with
causing infecundity. The category "health concerns” includes concern ahout
bleeding, which 1is probably the reason why health concerns are cited most
frequently with the IUD and injection. Both male and female sterilization are
associated with loss of sexual interest and loss of ability to do heavy work.
Finally, periodic abstinence is perceived to be ineffective or susceptible to
mistakes in use. '

Table 4.4 indicates that most women who knew a specific method could
also mention a source where the method (or advice about it) could be obtained.
Again many respondents found this question confusing, particularly if they were
already wusing another method or had no intention to use the method. Frequently
the question had to be repeated several times to obtain an answver,
Nevertheless, the pattern of responses conform largely to where specific methods
can actually be obtained and, at a minimum, indicate that Thai women are well
informed about how to obtain contraceptive methods (especially considering that
several of the methods are virtually universally known). This is not surprising
given the very high levels of current and ever-use of contraception discussed
below.

4.2 Contraceptive Use

Thailand has experienced a virtual reproductive revolution over the
last two decades during which contraceptive prevalence rose from low levels to
levels which are almost as high as in the economically more advanced countries
of the West. According to the first national survey providing prevalence levels
(Round 1 of the National Longitudinal Study) taken in 1969 (rural) and 1970
(urban), 19 percent of currently married women aged 15-44 had ever practiced
contraception and 15 percent were currently practicing a method (Knodel and
Debavalya, 1978). By 1984, according to CPS3, 82 percent of ever-married women
15-49 had ever-used contraception and 65 percent of currently married women aged
15-44 were currently practicing (Kamnuansilpa and Chamratrithirong, 1985).
Results from the TDHS indicate that ever-use has remained at this extremely high
level and that current use has increased even further.
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Table 4.4 Percent distribution of women who know a specific method according
to supply source named (if any)
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The vast majority of either ever-married or currently married women in
the reproductive ages interviewed in the TDHS indicate they have used
contraception at sometime. As table 4.5 indicates, 82 percent of ever-married
women and 84 percent of currently married women aged 15-49 indicate they ever
used a contraceptive method. Almost as high percentages indicate that they have
ever used at least one modern method. The pill is by far the most common method
ever used, with more than half (56 percent) of ever-married women indicating use
at sometime. Injection is the second most common method ever used with more
than one .u four (27 percent) of ever-married women indicating use either at the
present time or in the past. Female sterilization is a close third. Only very
small proportions of respondents indicate they have ever used periodic
abstinence or withdrawal and use of vaginal methods or Norplant, which has only
been recently introduced on a pilot project basis are almost entirely absent
among Thai women.

The TDHS 1indicates that contraceptive prevalence as measured by
current use of a contraceptive method is now higher than ever before, continuing
the rapid increase evident from previous surveys. Rates are shown in Table 4.6
both for currently married women aged 15-49 and aged 15-44. Previous studies of
contraceptive prevalence in Thailand have typically focused on the 15-44 age
range given the very low reproductive potential of women aged 45-49. To
maintain comparability, the following discussion of contraceptive prevalence
focuses on currently married women aged 15-44. This restriction to women 15-44
is orly maintained when discussing prevalence and for other aspects of the
analysis, the full 15-49 age range is used.

Tontraceptive prevalence among currently married women 15-44 has
reached $7.5 percent by 1987. This represents an increas2 over the equivalent
prevalence rate of 4.6 for 1984 found by CPS3. Female sterilization is relied
on by 22 percent of currently married women 15-44 which is equivalent to one
third of all current users and hence is the most common contraceptive method
currently practiced. Male sterilization is considerably less common with a
prevalence level of 5 percent. Together, a total of 28 percent of married
couples in which the wife is aged 15-44 are sterilized. The contraceptive pill,
used by 20 percent of currently married women aged 15-44, 1is the second most
common method while injectable contraceptives, used by 9 percent and the IUD,
used by 7 percent, take a more distant third and fourth place. Condoms are used
relatively rarely as the current method and use of -raginal methods 1is
virtually nonexistent. Likewise, periodic abstinence and withdrawal are quite
rare. Thus virtually all contraceptive use among married couples in Thailand is
attributable to modern and potentially very efficient methods.

Current contraceptive use 1is high both among younger and older
currently married women although a curvilinear relationship between age and
overall use 1is evident and a considerable difference in the choice of method
according to age 1is apparent. The percentage of currently married women
practicing contraception rises with age reaching a peak among women in their
30's and then declines. Even among the youngest and oldest age groups, however,
current use is substantial. Considering specific methods, the IUD is the only
major method that shows little association between use and age. Among women
under 25, contraceptive use is overwhelmingly of modern temporary methods. Use
of sterilization (male and female combined), however, 1is substantial among
married women aged 25-29, representing about 30 percent of users in that age
category. For age-groups 30-34 and beyond, sterilization accounts for the
majority of users.
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The striking increase in contraceptive prevalence over the last two
decades in Thailand is documented in Table 4.7, whi‘h summarizes the results
from a series of more or less equivalent national surveys. The dominance of
female sterilization as the most common method was evident ia the first survey
when overall prevalence was low but did not reemerge again as the most common
method until 19384. Compared to the 1984 CPS3, there has been a slight decline
in female sterilization and a slight increase in male sterilization. Pill use
has remained virtually constant. The largest increases are in use of the IUD
and injection. Given sampling error and differences in the sample design
between the TDHS and CPS3, the small changes evident should be regarded with
appropriate caution.

Table 4.7 Percentage currently practicing specific methods of contraception among currently
married women aged 15-44, 1969-87

Sterilization

Year Survey Pill IUD Male Feanale Injection Condam Others All methods*

1969/70 Ls1 3.8 2.2 21 5.5 0.4 0.0 0.7 14.8
1972/73 LS2 10.6 4.7 2.8 6.8 0.9 0.1 0.5 26.4
1975 SOFT 15.2 6.5 2.2 1.5 2.1 0.5 2.8 36.7
1978/79 Cps1** 21.9 4.0 3.5 13.0 4.7 2.2 4.2 53.4
1981 Crs2 202 4.2 4.2 18.7 7.1 1.9 2.7 59.0
1984 Cps3 19.8 4.9 4.4 235 7.6 1.8 2.6 64.6
1987 ™HS 20.0 7.2 5.5 22.4 9.2 1.2 2.0 67.5

Notes: LSl and LS2 refer to rounds 1 and 2 respectively of the National Longitudinal Study of
Social, Economic and Demographic Change; SOFT refers to the Survey of Fertility in
Thailand; and CPS1, CPS2, and CPS3 reter respectively to the first, second and third
Contraceptive Prevalence Surveys. Results for LS1 and LS2 are derived by combining
separate rural and urban surveys taken one year apart and weighing the results to
reflect the different sampling fractions used.

* Rounding errors, minor coding discrepancies, and users of unspecified methods account
for the small differences between the sum of the percentages practicing individual
methods and the percentage for all methods.

** Excluding provincial urban.

Source:  Knodel, Chamratrithirong and Debavalya, 1987 (except for TDHS).
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Contraceptive practice according to selected background
characteristics 1is examined in Table 4.8 based on currently married women aged
15-44. (Parallel results referring to currently married women in the 15-49 age
range are presented in appendix table 4A.1 to permit comparison with results
from other countries participating in the international DHS project.) The
association between number of living children and contraceptive practice is
curvilinear. Prevalence is highest among couples with 3 children compared to
those with either more or less. The lower percentage practicing among couples
with 4 or more children compared to those with 3 probably reflects a selection
process whereby couples who do not practice contraception are more likely to
reach higher family sizes than those who do practice. In addition, higher
parity women are likely to be older and higher proportions may be at ages where
they no longer perceive a need for contraception. Permanent methods are
relatively rare among women with 0-1 children but quite common among women with
2 or more children.

There is almost no difference in the prevalence rate between rural and
arban women and only minor differences in the mix of methods practiced.
sterilization is somewhat higher among urban women, perhaps reflecting the
easier availability of the method in urban areas where hospitals and medical
personnel are disproportionately concentrated. Likewise differences 1in
contraceptive practice according to educational attainment are quite modest.
Except for women with no educatior, for whom prevalence is somewhat lower than
for the remainder, there is nc clear association with educational level.

Regional differences in the contraceptive prevalence rate aire
apparent. The south is clearly characterized by the lowest prevalence level
while only modest differences are evident among the remaining regions including
Bangkok. Contraceptive practice in the north is extremely high with 75 percent
of married women aged 15-44 currently practicing some method. In comparison
with results on contraceptive prevalence measured in CPS3 in 1984, the largest
regional increase is evident for the northeast where preva.ence rose from 61 to
6’7 percent. The level in both the north and central regions increased by about
three percentage points, while in the south the increase amounted to only one
percentage point. Finally, Bangkok actually shows a decline in contraceptive
prevalence from 72 to 67 percent.

Some  regional differences are also evident in the method mix
practiced. The north is notable for the high prevalence of contraceptive
injectables which were popularized there before other regions through the
private program of McCormick Hospital. Pill use is also unusually high in the
north. The south stands out with respect to the practice of withdrawal which,
although at a low absolute level even in the south, 1is almost totally absent
elsewvhere. Its wuse is associated with the large representation of Moslems 1in
south. Indeed, religious differences in contraceptive prevalence are quite
pronounced with Moslems characterized by only half the overall rate experienced
by Buddhists. With respect to the practice of specific methods, the Moslems
exceed the Buddhists only in the practice of withdrawal. It is also notable the
prevalence of female sterilization, the most common method nationally, is only
one third as high among Moslems as among Buddhists. The much 1lower
contraceptive prevalence among Mosiems, their more frequent practice of
withdrawal, and the relative avoidance of sterilization are all consistent with
previous findings from CPS3 (Kamnuansilpa and Chamratrithirong, 1985).
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Table 4.8 Parcent distributicn of currently married women aged 15-44 according to the contraceptive method currently usad, by selected background

characteristics
Currently . Weighted
using Female Male Mot number
Background any Vaginal sterili- sterili- Periodic With- ouarantly Total of
characteristic pethod Pill  TUD Injection methods Condem zation zation MNorplant abstinence drawal Other wusing  percent women

Number of living children
0

24.8 20.3 0.0 1.2 0.0 1.0 0.1 0.6 0.0 1.0 0.4 0.2 75.2 100 660
1 57.9 27.3 9.9 13.7 0.1 1.4 1.5 1.5 0.1 1.3 1.1 0.1 42.1 100 1,262
2 78.9 21.4 8.6 10.9 0.0 1.4 27.3 7.1 0.0 1.2 1.0 0.0 21.1 100 1,592
3 84.0 16.4 6.1 9.1 0.0 0.9 41.6 8.1 0.0 0.7 0.3 0.1 16.0 100 968
4+ 73.3 12.7 1.2 6.5 0.0 1.0 36.1 8.3 0.0 0.5 0.7 0.1 26.7 100 1,086
Urban-rural residence
Urban 68.5 20.3 4.1 6.6 0.1 2.5 25.8 5.7 0.2 2.0 1.1 0.1 3i.5 100 1,029
Rural 67.3 20.0 7.9 9.8 0.0 0.9 21.6 5.4 0.0 0.7 0.8 0.1 32.7 100 4,532
Regicn
MNorth 74.7 27.9 3.4 16.3 0.0 0.7 1.0 6.0 0.0 0.8 0.3 0.1 25.3 100 1,161
Northeast 66.5 16.5 13.8 6.5 0.0 0.7 25.3 2.6 0.0 0.7 0.3 0.0 33.5 100 1,943
Central 71.4 21.4 2.7 10.0 0.1 1.5 25.6 9.0 0.0 0.7 0.4 0.1 28.6 100 1,165
South 51.8 12.2 4.9 6.8 0.0 2.1 14.1 5.4 0.1 1.6 4.5 0.2 48.2 100 680
Bangkok 67.4 22.5 4.2 5.6 0.1 2.1 22.8 7.0 0.1 2.1 0.7 0.1 32.6 100 611
Education
Mo education 59.4 14.7 4.9 9.6 0.0 1.3 19.4 8.8 0.0 0.7 0.0 0.0 40.6 100 445
Primary 68.6 21.0 1.5 9.8 0.0 0.8 23.0 5.2 0.0 0.4 0.8 0.1 31.4 100 4,409
Szcondary 66.0 19.4 6.0 7.0 0.0 3.6 20.1 5.1 0.3 3.6 1.0 0.0 34.0 100 454
Higher 65.7 14.1 6.9 3.€ 0.0 3.9 21.6 6.0 0.2 6.3 2.9 0.3 34.3 100 253
Religion*
Buddhist 69.7 21.0 1.6 9.2 0.0 1.2 23.4 5.4 0.0 0.9 0.8 0.1 30.3 100 5,154
Islam 35.1 10.0 1.5 1.7 0.0 0.8 8.2 3.0 0.0 0.7 3.0 0.1 64.9 100 29z
Total 67.5 20.0 7.2 9.2 ¢.0 1.2 2.4 5.5 0.0 1.0 0.9 0.1 32.4 100 5,561

*Excludes casas whose religion is other than Buddhism or Islam or is not statad



The timing of first contraceptive use relative to the number of living
children is of interest when studying the spread of birth control as it can be
indicative of when contraception is initiated during the family building
process. Results in Table 4.9 show the percent distribution of ever-married
women of different age cohorts according to the number of living children at the
time of first use and are indicative of the increasing use of contraception for
spacing purposes as adoption of birth control became widely accepted over the
last two decades. Since the vast majority of Thai women want at least two
children (see Chapter 5), those who use contraception before having two children

are almost certainly doing so for spacing purposes. The percent of women who
had no child when first using contraception shows a strong and consistent
negative correlation with age. Among ever-married women age 15-19, 43 percent

first used when they had no children compared to only 1 percent of women aged
45-49. An additional 20 percent of women 15-19 started to use when they had
only one child. Likewise among women in their twenties, well over half wused
contraception when they had no child or only one child. In contrast among women
in their forties, only a relatively small percentage used contraception when
they had less than two or even three children. This pattern is indicative that
a shift has taken place from an initial pattern in which contraceptive use was
primarily for the purpose of limiting family size to one in which family
planning in the fuller sense of both spacing and limiting took hold.

Table 4.9 Percent distribution of ever-married women according to number of
living children at time of first use of contraception, by current

age
Weighted
Current Never Total number
age used 0 1 2 3 4+ Missing percent of women
15-19 36.0 43.0 19.6 1.4 0.0 0.0 0.0 100 342
20-24 22.1 39.8 28.6 8.2 1.1 0.1 0.1 100 1,004
25-29 13.0 29.0 34.2 16.3 5.6 1.9 0.0 100 1,309
30-34 11.4 15.0 34.3 22.0 10.7 6.6 0.0 100 1,328
35-39 14.2 8.5 22.4 21.4 14.4 19.0 0.1 100 1,110
40-44 19.0 4.2 12.8 13.7 18.0 32.2 0.1 100 877
45-49 32.9 1.3 4.8 8.9 13.4 38.6 0.0 100 805
All ages 18.5 18.7 24.4 15.1 9.6 13.6 0.0 100 6,775

4.3 Knowledge of the Fertile Period

In an attempt to ascertain whether Thai women have sufficient
knowledge of reproductive physiology for the successful practice of periodic
abstinence, respondents were asked when during the monthly cycle is a woman at
greatest risk of becoming pregnant. Results are presented in Table 4.10 for all
ever-married women and for the small subgroup who said they had ever practiced
periodic abstinence. Perhaps because knowledge of the fertile period is limited
among the Thai population, it was difficult to phrase this question in Thai in a
way that appeared to make sense to most respondents. In addition, it is more
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common in Thailand to think in terms of the safe period rather than the period
of risk. This clearly was a problem for some women when answering the
question as posed. As a result, the question often appeared to be
misunderstood and it was difficult to clearly distinguish someone who did not
think they knew the answer from those who either gave a wrong answer or an
answer that was difficult to interpret in terms of the question. Hence
considerable caution is appropriate in interpreting the results.

The results suggest that an accurate knowleage of the fertile period
is very limited in Thailand and indeed the whole concept of changing
probabilities of conception during the monthly cycle is probably largely
unfamiliar. Only 13 percent of ever-married women responded correctly, 1i.e.
gave an answer that could be clearly interpreted as indicating the most fertile
period is in the niddle of the monthly cycle. The large majority either
appeared to not know or gave an answer that did not fit the standard precoded
categories. Even among those who claimed to have practiced periodic abstinence,
only 39 percent responded correctly. It is possible, however, that these
results underestimate the true level of knowledge because the question may have
been misinterpreted by the respondent. On the other hand, since some women may
have guessed and given the right answer by chance, the results could also
overestimate the extent of correct knowledge of the fertile period.

Table 4.10 Percent distribution of ever-married women aged
15-49 and women who have ever used periodic
abstinence according to knowledge of the fertile
period during the ovulatory cycle

Ever users

Ever-married of periodic

Fertile period women abstinence
During menstrual period 0.9 1.0
Right after period has ended 14.9 12.8
In the middle of the cycle 12.8 39.0
Just before period begins 3.5 6.4
At any time 0.8 1.1
Other 12.3 25.4
Don't know* 54.7 14.4
Total percent 100 100
Weighted number of women 6,775 380
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* Includes a small number of cases for whom no answer
was recorded

61



4.4 Timing of Sterilization

Given the importance of female sterilization as a contraceptive method
in Thailand, it is of interest to know the trend in the adoption of the method
and in determining whether the age at the time of the operation is declining.
Information on the age at time of the operation among sterilized women was
collected in the TDHS and can serve as the basis for such an analysis. In order
to use these data for this purpose, however, the problem of censoring must be
taken into account. Since the eligible woman sample, for whom these data are
available, excludes women above age 49, there is a decreasing age limit at which
women in the sample can report being sterilized the further back in time the
operation took place. For example, the oldest a women in the sample could be at
the time of being sterilized if the operation took place 10 years prior to the
survey would be 39. Women who were sterilized 10 or more years prior to the
survey and were aged 40 or over at that time would have been excluded from the
TDHS eligible women sample because they would have been over 49 years old at the
time of the survey.

Table 4.11 indicates the percent distribution of sterilized women
according to the age at the time of sterilization. Results are shown according
to the number of years since the operation. These distributions are influenced
by the censoring problem referred to above. In order to obtain a summary
measure of the age at sterilization that is unbiased by censoring, the median
age at sterilization is calculated for women who were under 40 at the time of
sterilization and who had the operation within 9 years prior to the survey.
These results show very little change in the average age at sterilization over
this period of time.

Table 4.11 Percent distribution of sterilized women according to age at the
time of sterilization, by the number of years since the operation

Age at the time of sterilization Weighted
Years since Total number
operation 25 25-29 30-34 35-39 40-44 45-49 percent of women Median*

<2 17.7 3.6 25.9 12.7 4.9 2.2 100 276 28.7
2-3 14.2 36.8 34.7 10.8 3.6 0.0 100 226 29.8
4-5 22.1 39.3 21.1 14.0 3.5 0.0 100 247 28.6
6-1 25.8 30.5 24.5 15.9 3.3 -*x 100 209 28.17
8§-9 16.5 37.7 28.0 17.0 0.7 %% 100 176 29.4
10+ 20,9 38.0 3.2 4.9 -x= - 100 375 = Kkk
Total 19.7 36.7 29.0 1.6 2.6 0.4 100 1,510 - k&

* Based on women sterilized prior to age 40 in order to avoid effect of
censoring
** Campletely censored
*xk Not shown becavse influenced by censoring
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Results in Table 4.12 attempt to determine trends in the age at
sterilization over a somewhat longer period of time. Note that censoring has an
increasing impact as the period under consideration extends further back in
time. Thus progressively lower ages are used as cut off points when calculating
the median ages as comparisons are made over longer time periods. The results
suggest that there was little trend in the age at sterilization over the last 20
years. For example, among women sterilized before age 30, the median age at
sterilization was practicaily identical for those sterilized 15-19 years prior
to the survey and those sterilized less than 5 years prior to the survey.
Likewise 1little change is evident over the 15 vyear period preceding the survey
in the median age at sterilization among women sterilized before age 35.

Table 4.12 Median age at sterilization for women sterilized
before selected ages, by the number of years since
the operation

Years since = = 00ocemmmmem el

operation 45 40 35 30
0-4 years 29.4 29.1 28.5 26.5
5-9 years - 29.1 27.2 25.9
10-14 years - - 28.9 25.9
15-19 years - - - 26.3
Total 29.2 29.0 28.2 26.2

4.5 Source of Contraception

The source of contraceptive suppiv or service is examined in Table
4.13 for specific methods based on all current users. Those methods for which
supply or service is unnecessary are omitted. Sources have been categorized to
the extent possible as to whether they belong to the government or to the
private sector. Since both government and private agencies operate mobile
clinics, they could fit in either category and therefore are treated as
indeterminate with respect to the government - private sector dichotony. Also
considered as indeterminate in this respect are respondents whose source is
coded as "friends or relatives,"” "others," "and don't know." A&ll together,
only 3 percent of current users stated sources which are ambiguous with respect
to belonging to either the government or private sector.

The government sector is clearly the major provider of contraception
in Thailand. Over four fifths of current users of a method requiring supply or
service indicated that a government outlet provided them with their current
method. Government hospitals, including MCH centers, are particularly important
as a source for female sterilization and, together with health centers, provide
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Table 4.13 Percent distribution of all current users of supply or clinic methods of contraception
according to most recent source for supply, by method

Supply methods Clinic methods
Total Female Male Total Total
supply sterili- sterili- clinic all
Source Pill Condom Injection methods IUD zation  zation methods methods*
Government sector
Government hospital 9.2 12.4 21.4 13.0 65.7 85.6 55.2 71.1 49.3
Health center 53.7 30.8 60.5 54.9 25.2 1.6 9.6 7.3 28.0
Health volunteer 4.9 3.7 0.0 3.4 0.0 0.0 0.0 0.0 1.5
MCH or Bangkok
health center 2.2 2.8 3.2 2.5 4.0 4.0 1.0 3.5 341
Private sector
Family planning
clinic 0.5 2.1 0.2 0.5 0.1 0.1 6.3 1.0 0.8
Private hospital
or clinic 4.6 3.6 11.5 6.7 3.2 8.0 10.7 1.5 7.1
Pharmacy 20.6 39.9 1.1  15.% 0.0 0.0 0.0 0.0 6.7
Shop 2.3 0.0 0.0 1.5 0.0 0.0 0.0 0.0 0.7
Indeterminate
Mobile clinic 0.1 1.1 1.5 0.6 1.7 0.3 14.5 2.8 1.8
Friend/relative 1.0 0.0 0.0 0.6 0.0 0.0 0.0 0.0 0.3
Other 0.8 0.8 0.6 0.8 0.0 0.0 0.0 0.0 0.3
Don't knowxx 0.0 2.9 0.0 0.1 0.0 0.4 2.7 0.7 0.5
Total
Government 70.0 49.7 85.1 73.8 94.9 91.2 65.8 87.9 81.9
Private 28.0 45.6 12.8  24.2 3.3 8.1 17.0 8.5 15.3
Indeterminant 1.9 4.8 2.1 2.1 1.7 0.7 17.2 3.5 2.9
Total percent 100 100 100 100 100 100 100 100 100
Weighted number
of women 1,170 67 530 1,767 435 1,511 359 2,306 4,075

* Total includes women who reported using vaginal methods (supply method) or Norplant
{clinic method).
** Tncludes women for whom no answer was recorded for source of current method
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virtually all IUD's. Nevertheless, the private sector plays a substantial role
in providing several methods, especially the pill and the condon. Although the
condom is relatively insignificant in Thailand as a contraceptive method among
married couples, the pill is of considerable importance and the private sector,
particularly through drug stores, is the source of supply for over one fourth of
ever-married women who use pill. The share of all pill users, including women
who are single, may be ever higher but can not be determined from the TDHS given
the restriction of the sample to women who have ever married.

Also of interest is the extent to which clients of various sources of
contraceptive methods encounter problems when seeking services. Current and
past users of contraception were asked if there was anything they disliked about
the services they received the last time thev received contraceptive supplies or
services. Results are shown in Table 4.14 for major sources. Those who
reported their last source as a pharmacy, shop, relatives or friends and,

because of an error in the routing in the questionnaire, an MCH center or

Bangkok Health Center were not asked about problems with services. In general,
the vast majority of current and past users do report they encountered no
problenm. The most common problem reported was waiting time and discourteous

service in connection with government hospitals, but even these problems are
reported by only a very small percentage of respondents.

Table 4.14 Percent distribution according to type of dissatisfaction with the service (if any) among
current users and past users who obtained a method at a source, by type of source last

visited

Did not Weighted
Source Mo get mathod Total number
of supply problems Wait Discourteous Expensive desired Other percent of women

Current Users
Government hcspital 88.2 3.2 5.7 0.4 0.1 2.4 100 2,014
Government health center 94.2 0.9 2.6 0.7 0.5 1.2 100 1,147
Mobile clinic 92.6 0.0 0.0 1.8 0.0 5.6 100 75
Family planning clinic 95.8 4.2 0.0 0.0 0.0 0.0 100 33
Health volunteer 98.8 0.0 1.2 0.0 0.0 0.0 100 60
Total 90.6 2.2 4.1 0.9 0.2 2.0 100 3,622

Past Users

Covernment hospital 86.9 7.5 5.6 0.0 0.0 0.0 100 68
Government health center 9.1 1.3 1.5 0.6 0.0 0.4 100 164
Total* 93.6 2.8 2.4 0.6 0.3 0.3 100 259

* Includes a small number of cases who obtained method from a mobile clinic.:, a family planning
clinic or a health volunteer but arz not shown sesparately because of their small number.
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4.6 Reasons for Discontinuation

Table 4.15 provides information on the main reason for discontinuatien
among those women who have discontinued a method within the last five years.
For women who have discontinued more than one method, the last method that was
discontinued is considered. Note that this table includes both women who are
currently using as well as those who have not resumed contraception after
discontinuing.

The most comaon reason for discontinuing a method is to become
pregnant. This is true both cverall and for most methods shown. The only
exception is injection for which the most common r.ason given for discontinuing
is health concerns (including concerns ahout irregular bleeding). Health
concerns vwere also mentioned frequently for the IUD. Former pill users cite
both health concerns and allergic reactions (including headaches and nausea)
relatively frequently. Periodic abstinence and withdrawal stand out because of
the substantial proportion of former users citing method failure as a reason for
discontinuation.

Table 4.15 Percent distribution of women who have discontinued a contraceptive method
in the last 5 years according to the main reason for last discontinuation,
by specific method

Periodic

Reason Pill 1UD Injection Condom abstinence Withdrawal Total*
To become pregnant 38.2 27.3 26.4 41.0 39.3 35.5 34.3
Method failed 6.0 11.9 1.9 9.3 33.4 34.8 7.8
Srcuse disapproved 0.6 0.5 0.1 15.2 1.0 9.1 1.8
Health concerns 12.3 22.6 30.7 0.5 1.2 0.6 16.2
Access/availability/cost 2.6 0.0 7.7 3.1 0.0 0.0 3.5
Inconvenient to use 4.8 3.2 0.9 1.9 9.9 3.0 3.9
Infrequent sex 4.4 0.0 4.1 2.0 4.3 9.5 3.9
Switch method 4.7 8.7 5.5 11.0 8.1 2.7 5.8
Infecund 2.9 2.4 1.6 1.5 0.6 0.7 2.2
Divorced, separated 1.3 1.1 1.9 1.1 0.8 0.0 1.4
Allergic reaction 14.5 1.5 9.2 0.9 0.0 0.0 9.9
Other 7.5 19.7 9.4 6.1 1.3 1.9 8.7
Don't know** 0.4 1.0 0.7 0.5 0.0 2.2 0.6
Total percent 100 100 100 100 100 100 100
Weighted number of women 1,222 213 628 188 Vi 66 2,44

* Includes methods with insufficient cases to be shown separately.
** Includes women fcr whom no answer was recorded.
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4.7 Attitude toward Becoming Pregnant

Table 4.16 shows the response of currently married women who were not
pregnant, not abstaining from sex, and not using contraception when asked how
they would feel if they were to become pregnant in the next few weeks. The
results are presented according to the number of living children the respondent
has. Overall, two fifths (40 percent) indicated that they would welcome a
pregnancy. Almost one third (32 percent) indicated they would be unhappy to
become pregnant, and the remainder (28 percent) said it would not matter one way
or the other (28 percent). The proportion who would be happy to become pregnant
is by far highest for women with no living children, among whor more than three
fourths (77 percent) indicated a positive reaction to the prospect of a
pregnancy in the near future and very few (only 6 percent) said they would be
unhappy. The more children a woman has, the less likely she is to say that she
would be happy to become pregnant and the more likely she is tn indicate that
she would be unhappy. Thus while women with one child are still far more likely
to be happy than unhappy at the prospect of a pregnancy in the near future,
among those with two children, those who would be unhappy outnumber slightly
those who would be happy. Among women with more than two children, the number
who would welcome a pregnancy is far less than those who would be unhappy about
becoming pregnant. The number who say it would not matter, and thus appear to
be indifferent, 1is also substantial but except for being distinctly lower among
women with no children, does not vary much with the number of iiving children.

Table 4.16 Percent distribution of non-pregnant, non-abstaining,
non-contracepting, currently married women according to
attitude toward becoming pregnant in the next few weeks,
by number of living children

Weighted
Would number
Number of not No Total of
living children Happy Unhappy matter answer* percent women
0 77.1 6.4 16.1 0.4 100 347
1 48.6  22.6 28.1 0.7 100 390
2 32.5 35.8 30.4 1.3 100 307
3 21.3 43.2 33.0 2.5 100 172
4+ 18.0 50.0 31.3 0.8 100 484
Total 40.0 31.6 27.5 1.0 100 1,698

* Includes a small number of women who are coded "don't know"
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4.8 Personal Reason for Non-use

In a country such as Thailand where knowledge of contraceptive methods
is practically universal and prevalence is quite high, it is of considerable
interest to identify the reasons why the minority of women who are not
practicing contraception but who say they do not want to be pregnant are not
using any method. Such information is of potential value to the National Family
Planning Program for targeting publicity and special programs for the remaining
non-users as they work toward a goal of providing family planning methods to all
who have a need for them.

To help determine the reasons why some women who appear to potentially
need to use contraception are not using any method, those who were not wusing,
were not abstaining from sexual intercourse, were not currently pregnant, and
did not say they would be happy to become pregnant were asked their reason for
not practicing contraception. Table 4.17 shows the responses according to the
woman's age. The results are additionally restricted to women who are currently
married and specifically said they would be unhappy to become pregnant.

The nature of the reason for non-use among this selected group of
women differs among those who are less than 30 and those who are 30 or over.
The most common reason stated overall for non-use 1is that the respondent
considers herself to be menopausal or subfecund (thus not truly at risk of
becoming pregnant). Overall over a third (34 percent) of women included in the
tabulation gave this as a reason. However, this reason is limited almost
entirely to older women. Almost half (47 percent) of women 30 or over give this
as their reason for not using compared to only 2 percent of women under 30. The
second most common reason overall is that the respondent reported herself to be
amenorrheic or to be breastfeeding. Presumably these women do not feel they are
currently at risk of pregnancy. Overall, 16 percent of the selected women cite
this as the reason for non-use. However, this is largely a result of responses
from women under 30, for whom this is by far the most common reason.

Two other reasons are also relatively common: 14 percent indicate
health concerns and 11 percent indicate infrequent sex. The remaining reasons
are all relatively unimportant in terms of accounting individually for a
significant number of women not practicing family planning. The fact that 2
percent of the respondents said they are not using because they wished to become
pregnant even though the tabulation is restricted to women who replied to an
earlier question that they would not be happy to bacome pregnant in the next
few weeks serves as a reminder that questions are not always fully understood by
respondents in the way intended by the researchers. One possible reason for this
apparent inconsistency 1is that some women may wish to have a child but not look
forward to the period of pregnancy. Hence they say they would be unhappy about
becoming pregnant even though they still wish to become pregnant.

Among the four most common reasons stated for non-use, health concerns
would appears to be most relevant for the National Family Planning Program to
address. Most women stating that they are menopausal or subfecund, who have
infrequent sex, or who are amenorrheic or breastfeeding are undoubted at a
substantially reduced risk of pregnancy, although not necessarily a totally
negligible one. Combined, these categories associated with relatively low risks
of conception account for 61 percent of non-use among the selected women.
Efforts could be made to inform women who are amenorrheic or breastfeeding ecor
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Table 4.17 Percent distribution of non-pregnant, non-aistain-
ing, non-contracepting currently married women who
would be wunhappy if they become pregnant,
according to the main reason for non-use, by current

age
Current age
Reason <30 30+ All ages
Seeks pregnancy 4.9 1.0 2.1
Lack of knowledge 0.8 2.4 1.9
Opposed to family planning 2.9 4.3 3.9
Spouse or others disapproves 0.7 0.8 0.7
Infrequent sex 17.0 8.3 10.8
Postpartum/breastfeeding 38.8 7.2 16.1
Menopausal/subfecund 2.2 47.0 34.4
Health concerns 11.9 15.2 14.3
Access/availability 0.4 0.8 0.7
Costs too much 0.5 0.3 0.4
Religion 2.1 2.7 2.1
Inconvenient to use 1.0 1.2 1.1
Other 14.5 6.5 8.7
Don't know 1.7 2.2 2.1
Total percent 100 100 100
Weighted number of women 150 386 536

who are not totally abstaining that they are still at some risk. If the health
concerns cited by respondents about contraceptive use are Dbased on
misinformation, however, a more important task would be for the program to
disseminate information addressing those misperceptions. This would presumably
increase use as a result. By and large, however, it appears that the vast
majority of couples who are in need of family planning in Thailand are already
practicing contraception, most of which is provided through the government's
National Family Planning Progranm.

4.9 Intentions for Future Use of Contraception

Intention to use contraception in the future provides a forecast of
potential demand for services and acts as a convenient summary indicator of
disposition towards contraception among current nonusers. The results should
not be interpreted literally. The distinction between intended use in the next
12 months and later should be helpful in assessing the extent of demand in the
near future. 1In the case of Tnailand, where contraceptive prevalence is already
quite high, those who are nonusers are a relatively selected group. As the
results just presented indicate, nonusers include a substantial proportion who
do not feel they are in need »f contraception because they do not perceive
themselves to be at risk of becoming pregnant.
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Table 4.18 indicates the intentions concerning future use of
contraception among currently married women aged 15-49 who are not currently
using any method. Results are presented according to the number of 1living
children. Overall, half of nonusers intend to use at sometime in the future
vhile about hLalf do not intend to use or are unsure. Of those intending to use,
over half indicate they intend to do so in the next 12 months. A substantial
share of the remaining women who intend to use are unsure about when they would
start to use. Intention to use differs according to the number of 1living
children. A substantial majority of women with 2 or fewer children intend to
use contraception at sometime while almost three-fourths of women with four or
more children do not intend to use. Quite likely many of the women with large
numbers of living children are relatively close to the end of the reproductive
ages and may perceive they have little need for future use because of low
exposure to risk of pregnancy.

Table 4.18 Percent distribution according to intentions to use 1in
the future among currently married women not currently
using any method, by rumber of living children (including
any current pregnancy)

Intention 0 1 2 3 4+ Total
Use in next 12 months 24.6 37.7 35.2 23.2 14.7 27.2
Use later 2.6 16.7 10.3 4.5 2.8 12.9
Unsure about when 10.5 10.5 11.5 6.1 3.8 8.6
Unsur:: about use 8.6 6.6 6.4 10.0 4.7 6.9
Does not intend to use 31.6 28.3 36.4 56.0 73.9 44.2
flo answer 0.1 0.1 0.2 0.0 0.1 0.1
Total percent 100 100 100 100 100 100

Weighted number of women 504 554 374 192 530 2,153

Table 4.19 provides some indication of women's preferences for the
method they might use in the future. "™is information should be interpreted
with caution since there are two conditions implied: intention to use and method
preferred if intention is followed. Overall, those intending to use express a
preference for three particular methods about equally: the pill, injection, and
female sterilization. For those intending to use in the in next 12 months, the
pill and injection are preferred more than sterilizat.on while the reverse is
true for those who intend to postpone use for more than twelve months.
Apparently substantial numbers of those who intend to use in the near future are
planning to use for spacing purposes while those who are postponing use are
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Table 4.19 Percent distribution according to preferred method
among currently married women not currently using a
contraceptive method but who intend to use in the future,
by timing of intended use

Use in next Unsure
Method 12 monthis about timing Use later Total
Pill 29.0 23.9 22.4 26.3
IUD 6.6 5.6 5.7 6.2
Injection 33.2 27.0 19.4 28.4
Condon 1.7 1.0 0.3 1.2
Female sterilization 19.7 30.8 38.3 26.6
Male sterilization 2.1 4.2 8.8 1.3
Norplant 1.7 0.5 0.4 1.2
Periodic Abstinence 0.1 0.0 0.2 0.1
Withdrawal 0.5 1.0 0.2 0.5
Other 0.3 0.0 0.0 0.2
Unsure 5.1 5.1 4.2 5.0
Total percent 100 100 100 100
Weighted number of women 587 186 278 1,051
planning to use 1largely for limiting purposes. In general, the percent

intending to use specific major methods among those who are unsure about when
they will wuse, 1is intermediate bectween the percent indicated for women who
intend to use in the next 12 months and those who expuct to postpone use for at
least 12 months.

4.10 Family Planning Messages on the Radio

Tke National Family Planning Program, composed of both government and
private organizations, has deen publicizing family planning over the radio for a
number of years. The Family Health Division of the Ministry of Public Health
has  been regularly broadcasting half hour programs over radio stations in
Bangkok and all provinces. Their programs consist of music or drama interspersed
with spot announcements concerning corntraception and family planning concepts.
In addition, several private family planning agencies (such as PPAT and ASIN)
have sponsored radio programs advocating family planning.

Respondents were asked if they had heard a message about family
planning over the radio during the last month and if so, whether they had heard
a message more than once. The results are presented in Table 4.20 according to
selected background characteristics. Overall, 70 percent indicated that they
had not heard any message. Of those who did hear a message, most heard the
message more than once.
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There is little difference between rural and urban women in exposure
to family planning messages on the radio. Regionally, messages were heard by a
higher proportion of women in the south than elsewhere. There is a direct
association between educational level and having heard a message. Finally,
Islamic women are slightly more likely to have heard a message than Buddhist
women, perhaps reflecting their concentration in the South.

Table 4.20 Percent distribution of women according to whather they have
heard a radio message about family planning during the last
month, by selected background characteristics

Weighted
Background More No Total number
characteristic Never Once than once answer percent of women
Urban-rural residence
Urban 70.0 4.0 24.9 1.1 100 1,233
Rural 70.2 4.5 24.9 0.5 100 5,542
Region
North 71.9 5.2 22.3 0.6 100 1,396
Northeast 71.6 4.7 23.5 0.3 100 2,365
Central 71.7 4.1 23.4 0.7 100 1,450
South 58.9 3.1 37.4 0.6 100 833
Bangkok 71.9 3.8 23.1 1.2 100 732
Education
No education 79.1 2.6 17.8 0.5 100 657
Primary 69.9 4.6 25.0 0.5 100 5,316
Secondary 66.8 3.0 28.7 1.5 100 520
Higher 59.4 7.8 32.5 0.2 100 281
Religion*
Buddhist 70.3 4.5 24.6 0.5 100 6,275
Islam 66.4 3.8 29.2 C.o 100 359
Total 70.2 4.4 24.9 0.6 TR 6,775

* Excludes cased whose religion is other than Buddhism or JFslam or
is not stated
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Each respondent was also asked if she believed it was acceptable to
broadcast family planning messages over radio or television. Results are shown
in table 4.21 by age and selected background characteristics. In general, there
appears to be wide popular acceptance of the idea of broadcasting family
planning messages over the mass media, with 88 percent agreeing with the idea.
Approval is somewhat lower among older women than younger women but differences
according to age are relatively small. There is virtually no difference in
acceptance between rural and urban women. Regionally acceptance is slightly
lower in the south than elsewhere. Approval increases with educational level.
The most pronounced difference in acceptance is found between Moslems and
Buddhists with only 70 percent of the former ccmpared to 89 percent of the
latter indicating approval of the idea of broadcasting family planning messages.

Table 4.21 Percentage of women who believe that it is acceptable to have
messages about family planning on the radio, by current age and
selected background characteristics

Background
characteristic 15-19 20-24 25-29 30-34 35-39 40-44 45-49 1All ages

Urban-rural residence

Urban 88.5 89.6 90.7 91.0 89.5 84.7 86.0 89.1
Rural 86.9 90.6 90.6 90.0 87.3 83.9 82.2 87.8
Region
North 86.6 89.0 91.5 91.1 87.5 84.1 81.5 88.4
Northeast 89.9 94.6 90.7 93.1 87.8 86.1 83.8 89.7
Central 85.5 88.8 93.1 88.5 91.5 82.9 84.0 88.2
South 80.3 83.4 85.8 84.0 82.9 80.1 80.1 82.8
Bangkok 85.8 91.4 89.4 90.0 87.5 84.2 82.1 88.0
Education
No education 72.9 59.6 83.1 78.5 68.3 65.2 65.5 69.9
Primary 86.9 91.8 90.3 90.1 89.3 85.8 86.6 89.2
Secondary 100.0 95.6 95.4 97.0 92.3 92.5 96.6 95.3
Higher - 94.5 94.0 98.5 94.9 98.9 96.4 96.2
Religion*
Buddhist 88.1 92.4 91.7 90.9 89.8 85.1 84.4 89.4
Islam 75.17 72.8 77.5 78.7 68.9 57.3 58.3 70.8
Total 87.1 90.4 90.6 90.2 87.8 84.0 82.8 88.1

* Excludes cases whose religion is other than Buddhism or Islam or is not
stated
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CHAPTER 5

FERTILITY PREFERENCES

This chapter addresses three questions which allow an assessment of
the need for contraception. Does the respondent want more children? If so, how
long would she prefer to wait before the next child? 1If she could start afresh,
how many children in all would she want? These questions are also relevant for
assessing the future trend in fertility, especially in a country with high
contraceptive prevalence such as Thailand. Two further issues 4dre also
examined: To what extent do unwanted or mistimed pregnancies occur? What
effect would the prevention of such pregnancies have on the fertility rates?
These two questions are of considerable interest giver that an important goal of
the family planning program in Thailand, as elsewhere, 1is to give couples the
freedom and ability to bear the number of children that they want and to achieve
the spacing of births that they prefer.

Interpretation of data on fertility preferences has always been the
subject of contioversy. Survey questions have been criticized on the grounds
that answers are mislez2ding because: a) they reflect wuninformed, ephemeral
views, which are held with weak intensity and little conviction; and b) they do
not take into account the effect of social pressures or the attitudes of other
family members, particularly the husband, who may exert a major influence on
reproductive decisions. The first nbjection has only limited relevance in
societies such as Thailand, where contraceptive use is almost universal.
Furthermore, the TDHS attempts to measure the intensity of views. The second
objection is correct in principle but in practice its importance is doubtful.
For instance, evidence from previous Thai sharveys in which both husbands and
wives are interviewed suggests that there is no radical difference between the
views of the two sexes concerning fertility preferences (e.g. Knodel and
Pitaktepsombati, 1975)

The inclusion of women who are currently pregnant complicates the
measurement of views on future childbearing. For these women, the question on
desire for more children is rephrased to refer to desire for another child after
the one that they are expecting. To take into account the way in which the
preference variable is defined for pregnant women, the results are classified by
number of living children, including the current pregnancy as equivalent to a
living child. In addition, the answers of pregnant women on preferred waiting
time before the next birth presumably include the remaining gestation period of
the current pregnancy and are thus not strictly comparable with the answers of
nonpregnant women.

Women who have been sterilized for contraceptive purposes or whose
husband has been sterilized also require special analytic ‘treatment. The
general strategy in this chapter is to classify them as wantirg no more
children. The validity of this assumption is substantiated by the fact that the
vast majority of sterilized women, when asked in the survey, indizate that they
do not regret having been sterilized.



5.1 Desire for Additional Children

A series of questions were asked in the TDHS to determine whether a
woman wanted to have additional children and the certainty with which she held
her view towards future childbearing. Results are presented in Table 5.1 for
currently married women according to the number of living children the woman had
at the time of the survey. As evident in these results, only a third of
currently married wouen wish to continue childbearing. Among those who want
another child, most reconfirmed this preference when probed about how definite
they are about their desire for more children. Likewise among those who are not
sterilized but who said they wish no more children, the large majority indicate
in response to a further probe that they are definite in this opinion. Among
those women who are sterilized or whose husband is sterilized, only a small
proportion indicate they regret being sterilized.

Table 5.1 Percent distribution of currently married women according to
whether they want more children and the certainty of their
preference, by number of living children (including any current

pregnancy)
Number of living children All
(including current pregnancy) currently
Preference = @ meemee married
and certainty 0 1 2 3 4 5 6+ women
Have another:
Definitely 84.2 69.5 20.8 9.4 6.7 j.o 2.0 30.1
Not sure 2.2 3.4 2.5 1.0 0.9 0.8 0.5 1.9
Undecided 3.5 3.2 2.9 1.3 1.7 1.4 0.1 2.3
No more:
Not sure 2.7 6.2 5.1 3.7 1.9 2.4 2.6 4.2
Definitely 5.0 14.4 35.4 36.7 44.3 45.7 64.4 32.6
Sterilized:
Regret-have another 0.2 0.9 5.0 3.6 2.1 0.9 0.3 2.5
Regret-no more;
undecided 0.0 0.0 0.5 1.1 0.3 2.0 0.5 0.5
No regret 0.7 2.3 27.3 43.0 41.5 43.6 28.0 25.3
Regret unknown 0.0 0.0 0.2 0.1 0.2 0.3 0.9 0.2
Infecund 0.9 0.1 0.3 0.0 0.0 0.0 0.1 0.2
No answer 0.6 0.0 0.1 0.1 0.4 0.0 0.4 0.2
Total percent 100 100 100 100 100 100 100 100

Weighted number of women 511 1,318 1,745 1,095 691 400 476 6,236

Results concerning the desire for additional children are summarized
in a somewhat different manner in Table 5.2 which classifies women both in terms
of their desire for having an additional child and their desired timing for the
next birth. Such a joint classification is useful for assessing the total
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potential need for contraceptive services, i.e., for spacing as well as for
limiting births. 1In constructing Table 5.2 and subsequent tables on desire for
additional children, a woman who is sterilized or whose husband is sterilized is
considered as desiring no more children. In addition, the percentages in Table
5.2 and subsequent tables do not precisely match those in Table 5.1 because some
women who 1initially indicated that they were undecided about wanting another
child were able to specify a preference when probed further and have been
reclassified accordingly.

Overall, approximately two thirds of currently married women in
reproductive ages want no more children. An additional 17 percent want more
children but wish to delay the next birth at least two years while 16 percent
want another birth either soon (within two vyears) or are nncertain or
indifferent as toc when. Only about 1 percent of respondents are uncertain
(after probing) if they want more children at all.

Desire for additional children is strongly associated with number of

living children. Most women with no children or only one child wish to have an
additional child while almost three fourths of those with two children want no
more children. Among women wi‘h three or more children, the vast majority want

no more, rising from 88 percent of women with three living children to 96
percent of those with six children or more. Among women who want more children,
most are able to state a preference for the timing of the next birth. The
majority of those with no children who wish to have a child want to have their
next child soon (within two years) while most with one, two, or three children
prefer to delay tbeir next birth at least two years. Among the few women with
four or more children who want another child, a substantial proportion are
undecided about when to have the child.

Table 5.2 Percent distribution of currently married women according to
fertility preferences, by number of living children (including any
current pregnancy)

Number of living children All
(including current pregnancy) currently

--------------------------------------- married

Preference 0 1 2 3 4 5 6+ women
Want no more (sterilized) 9.7 24.7 74.4 88.6 91.0 95.3 97.0 66.0
Have another sonn* 51.6 20.5 6.4 2.5 2.6 0.9 0.8 11.2
Have another later*x 17.5 47.1 14.6 7.2 2.6 2.9 0.6 17.3

Have another, undec1ded

when 19.4 6.9 3.3 1.5 2.5 0.4 1.2 4.6
Undecided 1.8 0.8 1.3 0.3 1.3 0.6 0.4 0.9
Total percent 100 100 100 100 100 100 100 100
Number 511 1,318 1,745 1,095 691 400 476 6,236

*Wants next birth within 2 years
**Wants to delay next birth for 2+ years
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Desire for additional children is strongly associated with age as
indicated in Table 5.3. The proportion wanting no more children increases with
age while the proportion wanting a child soon decreases with age, undoubtedly
reflecting the more advanced stages of family building associated with
increasing age and hence the greater chance that an older couple will Lave
reached or exceeded their lesired family size in ccmparison with a younger
couple.

Table 5.3 Percent distribution of currently married women according to whether
they want more children, by current age

All
Current age currently
----------------------------------------------- married
Preference 15-19 20-24 25-29 30-34 35-39 40-44 45-49 women
Want no more
(sterilizad) 19.2 29.9 53.4 73.5 84.4 91.8 92.7 66.0
Have .‘nother soon* 24.2 17.7 14.8 10.7 7.2 4.1 3.8 11.2
Have another later** 45.3 44.9 26.0 9.9 3.7 1.1 0.4 17.3
Have another,
undecided when 10.3 6.8 4.8 4.7 3.4 2.7 2.2 4.6
Undecided 1.0 0.6 1.0 1.1 1.3 0.4 0.9 0.9
Total percent 100 10v 100 100 100 100 100 100
Weighted women 334 957 1,243 1,250 1,019 758 676 6,236

* Wants next birth within 2 years
** Wants to delay next birth for 2+ years

A more direct way to examine the increase in the percentage wishing to
stop having children with advancing stages of family building is to compare
desire for additional children among women at different marriage durations.
Table 5.4 shows the percent of currently married women who want no more children
according to the number of years since first marriage and selected background
characteristics. In addition, a summary percentage is shown for women of all
durations collectively after being standardized for marriage duration. This
measure permits a more meaningful comparison among different categories of
background characteristics than do the unstandardized results since it controls
for the effect that differences in the marriage duration distributions among the
different subgroups can have on the overall percent wanting no more children
within the subgroup. The weighted distribution of the entire sample with
regards to marriage duration is used as the basis for standardization.

The extent to which differences in t e distribution of women according
to marriage duration, and hence stage of family building, distort differences in
the overall percent wanting no more children is most evident when comparing
different educational groups. The unstandardized results indicate a pronounced
inverse association between educational level and the desire to stop
childbearing: women with no education are most likely to want no more children
while women with an education beyond the secondary level are the least likely.
Once the results are standardized for marriage duration, however, the
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relationship disappears and only very modest differences are evident among the
different educational subgroups. Indeed women with no education show the lowest
standardized percent not wanting more children. The 1inverse relationship
evident in the unstandardized results is clearly an artifact of differences with
respect to duration of marriage prevailing among the different groups. Women
with no education tend to be older and hence married longer than average while
those with secondary and higher education tend to be younger and married for
shorter durations. The advanced stage of family building common among women
with no education is associated with a high unstandardized percentage wanting no
more children. In contrast, the relatively early stages of family building
among the better educated tend to depress the unstandardized percent wanting to
stop childbearing.

Table 5.4 Percentage of currently married women who want no more children
(1ncluding sterilized) by years since first marriage and, for all
currently married women, standardized for years since first
marriage, by background characteristics

Years since first marriage women
Background =  ~memmmsomomoommoeoom e e
characteristic 0-4 5-9 10-14 15-19 20+ wunstandardized standardized*

Urban-rural residence

Urban 30.0 56.8 78.1 88.5 91.1 64.1 67.9
Rural 20.2 56.5 175.4 85.8 92.9 66.2 65.2
Region
North 18.5 50.7 80.8 89.0 92.8 65.4 65.1
Northeast 18.8 58.8 74.7 87.8 95.5 66.6 66.2
Central 26.1  61.7 74.9 85.3 90.7 67.5 66.9
South 22.9 51.2 69.9 78.4 89.7 63.3 61.7
Bangkok 31.3  56.3 171.0 87.6 89.9 63.4 67.4
Education
No education 12.4 46.5 75.8 83.5 93.5 74.6 61.3
Primary 22.2 56.6 176.5 86.5 92.7 66.7 65.9
Secondary 28.0 57.0 71.2 88.4 85.9 54.1 64.9
Higher 20.4 64.6 67.3 86.1 88.2 50.8 64.4
Religion**
Buddhist 23.4 57.6 6.5 86.9 93.3 66.6 66.6
Islam 10.7 40.7 56.3 73.3 85.0 53.3 52.4
Total 22.4 56.6 175.9 86.3 92.6 65.8 65.8

* Standardized wusing the distribution for the total sample (weighted)

as the standard
** Excludes cases whose religion is other than Buddhism or Islam or is

not stated
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The impact of standardization has less impact on the other comparisons
but some effect is evident in most. The difference between urban and rural
women reverses after standardization but remains modest. Regional differences
alter somewhat with Bangkok being characterized by the highest percent wanting
no more children after standardization rather than showing the lowest percent.
Religious differences remain largely unchanged with Moslems being noticeably
less 1likely to want to cease childbearing than Buddhists both before and after
standardization for marriage duration.

In Table 5.5, the percent who want no more children is shown for each
parity by selected background characteristics. For each category shown, the
percent wanting no more children increases with the number of living children.
Among women with at least 3 children, typically close to or over 90 peicent want
no more children regardless of background characteristics. The only exception is
among Moslem women for whom the percent who wish no more children is distinctly
lower than for other categories. But even among Moslem women, almost 60 percent
of those with three children and more than 80 percent of those with four or more
children want no more.

Table 5.5 Percentage of currently married women who want no more children
(including sterilized) by number of 1living children (including
current pregnancy), by background chara~ eristics

Number of living children
(including current pregrancy)
Background =~ =00 —--mememmmmmem e All currently
characteristic 0 1 2 3 4+ married women

Urban-rnural residence

Urban 14.0 33.7 81.8 89.2 95.9 64.1
Rural 6.7 22 72.3 88.4 93.6 66.2
Region
North 11.7  28.3 81.5 92.2 95.0 65.4
Northeast 3.9 17.7 69.1 89.2 95.8 66.6
Central 8.8 6.7 78.8 91.2 92.4 67.5
South 7.5 16.4 54.8 79.8 89.7 63.3
Bangkok 14.8 35.8 80.5 86.6 95.3 63.4
Education
No education 13.7 27.8 60.3 89.9 92.5 74.6
Primary 8.6 24.5 74.1 88.1 94.1 66.7
Secondary 10.9 26.3 175.6 92.3 100.0 54.1
Higher 4.1 21.0 86.8 92.4 68.2 50.8
Religion*
Buddhist 8.9 25.5 75.5 90.4 94.8 66.6
Islam 0.0 10.9 37.7 59.3 84.3 53.3
Total 8.8 24.6 74.1 88.6 93.8 65.8

- e e e " 0 S A G e S - v —— — 3 " - - = A s v = e = T = - T A = = A A A . e v - " " -

* Excludes cases whose religion is other than Buddhism or Islam or is not
stated
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Greater variation is apparent according to background characteristics
among women with 0, 1, or 2 children. For example, urban women with two or
fewer children are more 1likely to stop childbearing than rural women.
Regionally, above average percentages of women with none, one or two children in
the north and Bangkok want no more children while the percentages are below

average in the northeast and the south. Only among women with two 1living
children is a consistent positive association evident between educational level
and percent wanting no more children. For women with one or no <child, the

pattern is irregular. The most pronounced difference in percent wanting no more
children 1is apparent between Buddhists and Moslems, suggesting larger family
size norms among the latter. For example, among women with two living children,
three quarters of Buddhists want no more children, almost exactly twice the
percentage as among the Moslems.

5.2 Future Need for Family Planning

Table 5.6 examines the potential need for family planning among
currently married women according to selected background characteristics. Women
are considered to be in need if they are not contracepting and either want no
more births or want to postpone the next birth for two or more years. Included
among these women are some who are not immediately at risk of a pregnancy,
i.e., they are not exposed because they are pregnant, amenorrheic, not currantly
menstruating or not currently sexually active as well as women who are infecund

and thus not truly in need of contraception. Therefore the results presented
in this table should not be interpreted as the extent of current unmet need for
family planning. Instead, the women included in the numerators for the

percentages 1in the table can be collectively viewed as a maximum estimite of
those women who potentially are either in need now or might in the near future
be in need of family planning to avoid an unwanted or unplanned pregnancy. By
taking into account the intention to use family planning, the table also
provides an estimate of the potential demand for family planning to postpone or
regulate future fertility.

Given the high level of current contraceptive prevalence (see Chapter
4),it is not surprising that the overall level of need is rather modest and that
the potential demand for family planning that is still to be met in the near
term future (i.e., those with a potential need and who intend co use) is only
ten percent of currently married women. Close to half of this potential demand
will be for spacing purposes.

The percent of currently married women defined to be in need of family
planning differs only modestly between rural and urban women but regionally is
distinctly higher in the south compared to other regions. It is also higher
among women with no education compared to women with some schooling and among
Moslems compared to Buadhists. Since Moslers tend to be ccncentrated in the
south and are disproportionately characterized by no education (see Chapter 1},
these patterns are not entirely independent of each other. Differences in the
percent of women who are both defined to be in need and intend to use
contraception are far less pronounced and do not necessarily follow the same
pattern as the percent defined to be in need alone. Clearly many wvwho are
defined to be in need according to the criteria used in Table 5.6 do not inte.d
to use contraception in the future.
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Table 5.6 Percentage of currently married women who are potentially in need of
family planning (i.e., who are not contracepting and who want no
more births or want to postpone the next birth for 2 or more years)
and the percentage who are in need and who intend to use family
planning in the future, by background characteristics

In need and intend to

In need use contraception
Wants Wants Weighted
Background no Wants to no Wants to number of

characteristic more postpone Total More postpone Total women
Urban-rural residence

Urban 13.3 5.9 19.1 5.6 4.1 9.7 1,124

Rural 17.1 6.7 23.8 5 3 10.0 5,113
Region

North 14.1 5.1 19.2 4.3 3.9 8.2 1,298

Northeast 16.7 6.5 23.1 5.5 5.0 10.5 2,180

Central 14.6 4.9 19.5 6.2 3.0 9.2 1,323

South 24.1 12.3 37.0 7.0 5.2 12.2 769

Bangkck 14.1 6.1 20.2 6.0 4.3 10.4 667
Education

No education 27.3 5.4 32.6 2.6 2.1 4.7 585

Primary 16.1 6.5 22.6 6.0 4.3 10.3 4,910

Secondary 11.3 7.2 18.5 6.4 5.8 12.2 4717

Higher 8.1 8.4 16.5 4.0 6.0 9.9 265
Religion*

Buddhist 15.6 5.7 21.2 5.7 4.1 9.8 5,781

Islam 30.6 20.Y 51.5 5.8 7.4 13.2 326

Total 16.4 6.5 23.0 5.6 4.3 9.9 6,236

* Excludes cases whose religion is other than Buddhism or Islam or is
not stated

5.3 Preferred Number of Children

Thus far 1in this chapter interest has focused on the respondent's
wishes for the future, implicitly taking into account the number of sons and
daughters that she already has. In ascertaining the total preferred number of
children, the respondent is required to perform the more difficult task of
considering abstractly and independently of her actual family size the number of
children she would choose if she cou’d start again.

Table 5.7 shows the percent distribution of ever-married women with

different numbers of 1living children according to their preferred number of
children. In addition, the mean preferred number of children is indicated both
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for currently and ever-married women. Overall, the preferred number of children
is 2.8, down from 3.0 in 1984 as indicated by CPS3 and lower than any previous

national survey has indicated (Knodel, Chamratrithirong, and Debavalya, 1987,
p.61).

As is typical in most surveys there is an association between actual
and preferred number of children, increasing from 2.2 for women with 0-1 child
te 4.0 for those with 6 or more children. Several likely reasons account for
this. First, to the extent that women implement their preferences, those who

want larger families will tend to achieve larger families. Second, women may
adjust upwards their preferred size of family, as the actual number of children
increases (i.e., rationalization). It is also possible that women with large

families, being on average older than women with small families, have larger
preferred sizes because of attitudes that they acquired 20 to 30 years ago.

The results shown in Table 5.7 permit determination of the percent of
respondents for whom the preferred number of children is less than their actual.
Despite the 1likelihood that 'ome rationalization occurs, over one fou:th of
women with three children indicate a preferred number of less than three, over
40 percent of women with four children indicate a preferred number 1less than
four, and the large majority of women with five or six or more children state
preferred numbers of <children lower than their actual number. This is of
particular interest as an indicator of surplus or unwanted fertility, which is
also the topic addressed by a later table.

Table 5.7 Percent distribution of ever-married women according to preferred
number of children and mean preferred number of children for ever-
married women and currently married women, by number of 1living
children (including any current pregnancy)

Number of living children
(including current pregnancy)
Preferred number @ ——mmmmmmeemmm e e e

of children 0 1 2 3 4 5 6+ Total
0 2.0 0.8 0.9 1.4 1.4 3.3 2.0 1.4
1 11.4 9.9 3.2 3.1 2.7 1.7 1.0 5.0
2 63.2 63.8 54.8 22.2 23.0 23.0 16.3 43.3
3 15.4 18.5 28.6 49.7 15.7 30.5 26.8 27.5
4 4.8 4.8 9.2 16.3 45.7 11.3 5.6 14.5
5 2.4 0.7 2.2 5.7 5.9 22.9 7.9 4.1
6+ 0.5 0.8 0.6 0.9 5.1 6.1 19.2 3.0
Non-numeric responses 0.2 0.1 0.3 0.4 0.4 0.4 0.6 0.3
No answer 0.1 0.4 0.1 c.4 0.2 0.8 0.6 0.3
Total percent 100 100 100 100 100 100 100 100
Number 544 1,497 1,849 1,171 749 447 517 6,775
Mean preferred number,
ever-married women 2.2 2.2 2. 3.0 3.5 3.5 4.0 2.8
Mean preferred number,
currently married women 2.2 2.2 2.5 3.0 3.5 3.6 4.0 2.8
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The mean preferred number of children is shown in Table 5.8 for ever-
married women according to age and selected background characteristics. Also
shown as a separate column is the mean preferred number of cnildren stated by
recently married women (defined ar currently married women whose first marriage
occurred less than 5 years prior to interview). Such women are at relatively
early stages of their reproductive careers. Hence their fertility expectations
and preferences are likely to be influential for the course of fertility over
the next decade and are likely to be more representative of the next generation
of parents than are the fertility expectations and ideals of women towards the
end of their reproductive span. Moreover, their responses regarding preferred
family size are unlikely to be affected by rationalization since few recently
married women will have already exceeded their desired family size. For these
reasons they deserve special attention.

For the overall sample, women married less than five years state a
mean preferred family size of only 2.3 children, down slightly from the
comparable figure of 2.4 children found by CPS3 in 1984. As expected, recently
married women express a substantially lcver preferred family size than the 2.8
children expressed by women of all marriage durations taken collectively (as
indicated by the figures for all ages). The latter figure is undoubtly
influenced by ex rost facto rationalization and in addition may reflect the
higher family size preferences that prevailed some years earlier when the older
women of today were bearing most of their children. These same reasons underly
the positive association between age and mean preferred number of children
evident not only for the total sample but also for every separate category
shown.

Table 5.8 Mean preferred mumber of children for ever-married wamen, by current age and background
characteristics, and for currently married women married less than 5 years, by background

characteristics
Current age of ever married women Women married
Background Al less than
characteristic 15-19  20-24  25-29 30-34 3539 40-44 45-49 ages 5 years*

Urban-rural residence

Urban 2.0 2.2 2.3 2.4 2.6 2.8 3.0 2.5 2.2

Rural 2.2 2.4 2.7 2.8 3.1 3.2 3.6 2.9 2.3
Region

North 2.3 2.3 2.5 2.6 2.9 2.7 3.3 2.7 2.3

Northeast 2.3 2.3 2.1 2.9 3.2 3.3 3.8 3.0 2.3

Central 1.8 2.2 2.5 2.7 2.7 2.9 34 2.7 2.1

South 2.7 2.7 3.0 2.9 3.2 3.5 3.5 3.1 2.6

Bangkok 2.0 2.2 2.3 2.3 2.6 2.8 341 2.5 2.2
Education

No education 2.5 2.7 3.1 3.2 3.8 4 40 3.5 3.0

Primary 2.2 2.3 2.6 2.7 2.9 3.1 3.4 2.8 2.3

Secondary 1.9 2.1 2.3 2.5 2.6 2,7 2.4 2.3 2.1

Higher 2.0 2.2 2.3 2.3 2.5 2.5 2.5 2.4 2.3
Religion**

Buddhist 2.1 2.3 2.5 2.7 2.9 3.0 3.4 2.7 2.2

Islam 3.0 3.0 3.3 3.2 34 39 44 3.4 2.9

Total 2.2 2.3 2.6 2.7 3.0 3.1 35 2.8 2.3

* Currently married women whose first marriage occurred less than 5 years prior to interview
** Excludes cases whose religion is other than Buddhism or Islam or is not stated
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Differentials in preferred numbers of children among the various
categories of the population show a similar pattern for recently married and all
ever-married women. However, the differentials are typically less pronounced
for recently married women. This is particularly evident in the case of the
urban-rural difference which almost disappears when onlv recently married ' women
are considered. Family size preferences appear to be distinctly higher in the
south, among women with no education, and among Moslems. It should be noted
that the relatively small group of women with no education consists
disproportionately of women who are either Moslems or ethnic minorities such as
hill tribes and therefore may reflect more cultural than purely educational
effects.

5.4 Fertility Plarning Status of Birth and Unwanted Fertility

In the TDHS, vwomen were asked a series of questions for each child
born in the preceding five years and any current pregnancy to determine whether
the particular pregnancy was planned, unplanned but wanted at a later time, or
unwanted. These questions form a potentially powerful indicator of the degree
to which couples successfully control childbearing. In addition, the data can
be used to gauge the effect on period fertility of the prevention of unwanted
births.

'The questions are extremely demanding. The respondent is required to
recall accurately her wishes at one or more points in the last five years and to
report them honestly. The danger of rationalization is present; an unwanted
conception may well become a cherished child. Likewise, a child that was
conceived with indiffcrence but has since become an economic burden may now be
perceived as unwanted. Despite these pctential problems of comprehensicn,
rcrall and truthfulness, results from a number of previous surveys in various
countries have proved surprisinaly plausible. Respondents are clearly willing
to report unwanted conceptiors, although some cationali.ation probably occurs;
the net result is probably an underestimate of unwanted fertility.

Table 5.9 1is a birth-based rather than a woman-based table. It
provides perhaps a useful indicator of the degree of successful reproductive
control exercised by couples in the recent past. A distinction should be kept
in mind between unwanted pregnancies and unwanted births. Results obtained
through the TDHS refer only to pregnancies that result in live births (or to the
current pregnancy) and exclude pregnancies that terminate in an «bortion,
whether spontaneous or induced. in Thailand, induced abortion, although
illegal, does exist and thus unwanted pregnancies will outnumber unwanted births
by a potentially substantial margin.

The results indicate that slightly over two thirds of all pregnancies
resulting in a live birth during the last five years were wanted at the time of
conception. An additional 17 percent were wanted but at a later time. Only 13
percent were not wanted at all. Roughly similar patterns are evident for
pregnancies whether preceded by a non-contraceptive or by a contraceptive
interval. Although strictly comparable figures are not available from earlier
surveys, the extent of unwanted fertility appears to have declined recently.
According to the CPS3 conducted in 1984, which refers only to the most recent
birth (or current pregnancy) rather then to any births, 25 percent of such
births during the five years preceding the survey were unwanted at all. This
in turn was down slightly from the levels found in CPS2 conducted in 1981,
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Table 5.9 Percent distribution of all pregnancies* resulting in 1live births
(including current pregnancy) in last five Years according to
contraceptive practice and planning status, by birth order

Contraceptive practice = ememeee All
and planning status 1 2 3 4+ pregnancies

Non-contraceptive interval

Wanted then 50.3 28.8 30.5 28.6 36.7

Wanted later 9.0 10.0 8.4 11.3 9.6

Not wanted 2.2 2.4 7.8 21.9 6.8
Contraceptive interval

Wanted then 29.4 41.8 34.0 16.6 31.4

Wanted later 5.7 10.5 8.8 4.6 7.4

Not wanted 1.3 4.8 9.8 16.6 6.6
Not classifiable 2.1 1.6 0.3 0.8 1.6
Total 100 100 100 100 100
Number of pregnancies 1,443 1,170 643 7117 4,004

* Pregnancies resulting in the birth of twins are treated as single
pregnancies.

A pronounced association between birth order and planning status of
the pregnancy resulting in the birth is evident. Regardless of whether the
preceding interval was contraceptive or not, the percent of births unwanted at
all increases with birth order. Very few first or even second order births were
unvanted at all, although a considerably higher proportion were mistimed. Among
fourth and higher order births, almost two out of five were unwanted and an
additional 16 percent were mistimed.

Table 5.10 presents a condensed version of the categories used in the
previous table for women with a birth in the last 12 months prior to the survey.
Although this table refers to women rather than births, the two are almost
identical in this case since very few women have more than one birth within a
twelve month period. The pattern for these very recent births is quite similar
to those during the last five years. The percent unwanted at all or mistimed is
substantially higher for third and higher order births than for first and serond
births.

Based on reports about whether a pregnancy leading to a live birth was
wanted or not (and ignoring mistiming), it is possible to calculate "wanted"
fertility rates. These wanted fertility rates are calculated in exactly the
sameé manner as the conventional age-specific fertility rates presented in
Chapter 3, except that births classified as unvanted are omitted from the
numerator; the age specific rates can be cumulated to form a vanted total
fertility rate which is analogous to the conventional total fertility rate.
Wanted fertility rates express the level of fertility that theoreticall.y would
result if all unwanted births were prevented. Comparison of actual rates with
wanted rates indicates the potential demographic impact of the elimination of
unwanted births.
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Table 5.10 Percentage of women who had a birth in the last 12
months* whic wanted a child then, later, or wanted no
more childrcu, by birth order

Planning status 1-2 3+ All birth
Wanted child then 79.4 50.3 69.3
Wanted child later 14.6 19.2 16.2
Wanted no more children 5.7 30.1 14.2
Planning status unknown 0.3 0.3 0.3
Total percent 100 100 100
Weighted number of women 430 228 658

* Note that the number of women with a birth in the past
12 months is roughly equivalent to the number of births
in the past 12 months. Thus the percent who wanted no
more children is equivalent to the percent of unwanted
births.

The total wanted fertility rate provides another indicator of
fertility aspirations and may be interpreted as the number of wanted births that
a woman would bear by the end of her childbearing span, if she experienced the
wanted fertility rates observed for the past five years. Theoretically, the
wanted fertility rate should be a better measure of desired fertility than
answers to the direct question on preferred family size. It is more firmly
grounded in reality, because answers of respondents presumably take into account
both the balance of sons and daughters already born and survivorship
considerations. Preferred family size responses presumably refer to surviving
children and may assume an ideal distribution of sons and daughters.

One further difference between the two measures is that the wanted
fertility rate takes observed fertility as its starting point and can never be
larger than the actual TFR; total preferred sizes can and often are larger than
the number of children born. This characteristic of the total wanted rate has
both an advantage and a disadvantage. It may be the more realistic measure,
because it takes into account the fact that fecundity impairment prevents some
women from having wanted births and from achieving their desired size. However,
it has the disadvantage of interpretive complexity and, like any period measure,
is highly vulnerable to temporary influences on the level of recent fertility.
In the case of the TDHS, there is also the problem that the actual fertility
rates may be understated as discussed in Chapter 3. If this is so, the wanted
fertility rate will also be understated.

Table 5.11 presents total wanted fertility rates (for women 15-44)
based on births during the five years preceding the survey, according to urban-
rural residence, region and education. The equivalent actual total fertility
rates are shown for comparison. Overall, wanted total fertility is 17 percent
lower than actual total fertility. If the wanted total fertility rate were
accurate, it could imply that with perfect contraception, Thai fertility would
have been well below the replacement level during the past five vyears. As
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Table 5.11 Total wanted fertility rates and total fertility
rates based on women 15-44 only, for the five years
preceding the survey, by selected background
characteristics

Total wanted Total
fertility fertility
rates, 15-44 rates, 15-44

Urban-rural residence

Urban 1.37 1.64
Rural 2.11 2.53
Region
North 1.91 2.27
Northeast 2.27 2.62
Central 1.65 1.99
South 2.42 3.16
Pangkok 1.34 1.60
Education
No education 2.79 3.4
Primary 2.06 2.47
Secondary 1.46 1.65
HMore than secondary 1.32 1.40
Total 1.93 2.32

indicated above, however, wanted total fertility is probably understated because
the actual fertility rates from which it starts are too 1low. Fence no
definitive statement can be made concerning wanted fertility 1levels. It is
useful to recall that recently married women express a preferred number of
children of 2.3 which would result over the longer run in a total fertility rate
substantially higher than the 1.93 indicated in table 5.11 (dep~nding on the
proportion of women who marry).

Differentials in total wanted fertility rates are very similar to
those for actual total fertility rates except that the levels are lower for all
categories. Auong the different regions in Thailand, above replacement
fertility (i.e., greater than a TFR of 2.25) would have prevailed only in the
northeast and the south and, among educational groups, only among women with no
education if only wanted births were born during the last 5 years according to
these results.

88



Chapter 6

Mortality and Health

This chapter deals with the subject of infant and child mortality and
the health of children. These 1issues are important and relevant to the
assessment of both population and health policies and programs. The topics of
mortality and health are closely related. The mortality level of <children,
particularly during infancy, 1is widely used as an indicator of general health
status and 1living standards of the population. The chapter begins with an
analysis of infant and childhood mortality for various calendar year periods.
Next, attention turns to sources of prenatal care and to key indicators of child
survival such as immunization coverage and the treatment of diarrhea. The
chapter concludes with an analysis of the anthropometric measurements (height
and weight) which were taken on children 3 through 36 months of age.

6.1 Infant and Child Mortality

The data on infant and child mortality are derived from the birth

histories collected in the TDHS. For each live birth, information on the date
of birth, sex, survivorship status and, for those who died, age at death 1in
terms of days, months and years was asked from the mother. Based on this

information, mortality measures of children are calculated for alternative time
periods preceding the survey.

It should be noted that estimates of infant and child mortality based
on survey data have limitations. First, most mortality estimates using survey
data are based on relatively small numbers of cases, particularly when mortality
levels are low. This can lead to unstable estimates. To reduce this problenm,
mortality measures based on the TDHS are calculated for five or ten vyear
periods. Second, data on birth histories are generally collected through
retrospective reports. This method of data collection 1is subject to
underreporting of events and misreporting of birth and death datec. The extent
of these errors affects the results. These data problems are usually expected
to be less serious for time periods close to the survey date. Third, estimates
of mortality trends wusing birth histories as reported by women in the
reproductive ages at a given point in time are affected by censoring because
women past age 49 are not interviewed. Estimates of mortality in the past are
necessarily based only on those births reported by women interviewed at the time
of the survey and therefore exclude births in the past that occurred to women
who are 50 or older when the survey was done. As the length of the time period
coverad extends further into the past, the resulting censoring of information
becomes progressively severe. For example, mortality rates for infants born ten
years before the survey can be based only on births to women up to age 39 at
that time and thus exclude births to women aged 40 or above because these women
were not interviewed. Since higher rates of infant and child mortality are
usually associated with more advanced maternal ages (see below), this presumably
biases downward mortality estimates for past periods. To minimize the effect of
censoring, analysis of trends in infant and child mortality from the TDHS is
limited to a period of no more than 15 years prior to the survey.
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Table 6.1 presents estimates of mortality for three alternative
periods before the survey: 1972-76, 1977-81 and 1982-87. Each time period covers
five calendar years except for the period 1982-87 which includes the months in
1987 preceding the interview of a respondant, wusually a time of 3 to 5 months.
Mortality rates were calculated for two age groups: under 1 year and 1-4 years
of age. The infant mortality rate is measured by the probability of dying
between birth and exact age 1 (1q0) and is expressed as per 1,000 live births.
The probability of dying between age 1 and exact age 5 (4ql) serves as a measure
of child mortality and is expressed as per 1,000 children reaching age 1. An
overall measure of mortality under age five, or the probability of dying between
birth to exact age 5 (5q0), expressed per 1,000 live births, is also presented.

Results shown in Table 6.1 indicate that both infant and child
mortality have declined during the past 15 years. Between the periods 1972-76 to
1982-87, infant mortality shows a continuous reduction, declining by 36 percent.
During the same 15 year time span, child mortality shows a decline only between
the last two five year periods, between which a 17 percent reduction is
indicated. Overall, the risk of dying before age 5 declined by 33 percent over
the entire period. In all periods, infant mortality is a major component of
mortality under five years of age. For example, in the most recent period, 1982-
87, the results indicate that the mortality risks were such that 35 per 1,000
live births died before reaching age 1 compared to 10 per 1,000 children aged 1
dying before reaching age 5.

The infant mortality rate fcr the period 1982-87 derived from the TDHS
is low in comparison to the rate estimated by the most recent SPC, which found
an infant mortality rate of 40.7 per 1,000 live births for the one year period
from mid-1985 to mid-1986. The dlscrepancy between the estimates from the two
sources is particularly striking given that the TDHS estimate refers to a longer
period into the past (over which mortality was declining). Thus, the TDHS
estimate would be expected to be higher instead of lower than the SPC estimate.
If the SPC estimate is accurate, it implies that some level of omission of dead
children characterizes the data reported in the TDHS for this period.
Interestingly, when infant mortality estimates from the TDHS for the period
1972-76 are compared with the estimate from the second SPC, covering the two
vear period from mid-1974 to mid-1976, the two estimates correspond quite

Table 6.1 Infant and childhood mortality estimates by time period

—————————————————————————— Percent change
1972-76 1977-81 1982-87* 1972-76 to 1982-87

Infant mortality 55 41 35 -36

Child mortality 12 12 10 -17

Under five mortality 67 53 45 -33
Note See text for definition of mortality measures

* Includes exposure during 1987 up to the calendar month preceding
the survey
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closely: 52 versus 55 per 1,000 live births for the SPC and TDHS respectively.
This agreement is all the more surprising since, as discussed above, the effect
of censoring is expected to bias the TDHS estimate downward.

Differentials in infant and child mortality are best considered over a
more extended period than only five years to ensure more stable rates.
Mortality rates according to urban-rural residence, region, and mother's
education are shown 1in Table 6.2 for the ten year period (1977-1987). The
results indicate significant differences in mortality by urban-rural residence.
Both infant and child mortality in rural areas are substantially higher than in
urban areas. Regional variation in the level of mortality is also evident with
mortality wunder five lowest in Bangkok, followed by the central region.
Relatively similar rates of mortality under five are found in the north,
northeast and south. Although mortality under five in the south is the highest
of all the regions, this is due to relatively high child mortality rather than
to wunusually high infant mortality. During 1977-87, infant mortality is
highest in the northeast and lowest in Bangkok. The north and south show
similar levels of infant mortality.

Table 6.2 Infant and child mortality estimates, 1977-1987 based on the
TDHS and infant mortality, 1985-85 based on the Survey of

Population Change (SPC), by selected background
characteristics
From SPC,
1985-86
Backglound Infant Child Under five — ---=--~--
characteristic mortality mortality mortality Infant
(q) ( q) ( ¢ ) mortality
10 41 50

Urban-rural residence

Urban 27 8 35 28
Rural 41 12 52 43
Region
North 40 12 51 48
Northeast 44 9 53 45
Central 34 11 45 30
South 40 16 56 37
Bangkok 20 8 28 21
Mother's education
No education 54 22 74 -
Primary 39 10 49 -
Secondary or higher 19 2 21 -
Total 38 11 49 41

Ncte: The TDHS rates presented include exposure during 1987 up to the
calendar month preceding the survey. The SPC rates are from the
National Statistical Office (forthcoming). See text for
definition of mortality measures.
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Urban-rural and regional levels in infant mortality rates from the
TDHS can also be compared with those from the most recent SPC covering the
period from mid-1985 to mid-1986. As discussed earlier, given that the TDHS
estimates cover a longer period of time into the past when mortality was
declining, the TDHS estimates should yield higher mortality levels than the SPC.
However, as evident from the SPC rates shown also in Table 6.2 for comparative
purposes, this is generally not the case. Overall, infant mortality based on
the TDHS is slightly lower than the SPC estimate (38 compared to 41 per 1000
live births). This is true both for the urban and rural sectors and in all
regions except the central region and the south.

Both infant and child mortality are inversely associated with mother's
education. Mothers with higher education (secondary or above) are likely to have
better access to health care facilities and services as a result of a Dbetter
financial situation and this may account in part for the lower mortality rates
of their children. In addition, a variety of other factors associated with
education, such as knowledge about appropriate health practices, general health
habits, a safer living environment and ability to adequately feed their children
may also play a part.

The relationships between infant and child mortality and various
demographic variables are examined in Table 6.3 for the ten year period, 1977~
1987. Sex differences in mortality below age five years in Thailand are similar
to the pattern found in many populations. Infant mortality is significantly
higher for males than for females while mortality in childhood is roughly
similar for the two sexes. The relationship between mother's age at childbirth
and mortality is curvilinear. Based on the four age-groups shown, infant and
child mortality is lowest for mothers aged 20-29. 1In comparison, infant and
child mortality rates for mothers aged 35 years and above are more than twice as
high.

TDHS data show that birth order is positively related to infant and
child mortality. First born children are 17 percent less likely to die in
infancy than second and third born children. Fourth to six order children are
33 percent more 1likely to die and seventh or higher order children have
excess mortality of more than 100 percent. Similar patterns are found for child
mortality. The lower level of infant and child mortality of first born children
as compared to second and third born is unexpected since in most populations the
association between birth order and infant mortality is J shaped.

The length of the previous birth interval is negatively related to
infant mortality. Infant mortality for children born after an interval of less
than two years is almost twice as high as for children born after intervals of
4 or more vears. For child mortality, the rate for children born after a 2-3
vear birth interval is the lowest but does not differ greatly from child
mortality following longer birth intervals. The level of child mortality for
children borr after shorter birth intervals (less than 2 years), however, is
considerably greater than for ot.er children.

Another way to assess the situation regarding infant and childhood
mortality in Thailand is to analyze the data on the mean number of children ever
born in comparison with the mean number of surviving children. The difference
between the two cumulative measures is the mean number of children who died.
Table 6.4 presents these data as well as indicating the proportion of
children who died according to age of mother. It can be seen that the
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Table 6.3 Demographic differentials in infant and child mortality,

1977-1987
Infant Child Under five
mortality mortality mortality
(q) (q) (q)
10 41 50

Sex of child

Male 45 11 56

Female 31 11 42
Mother's age at birth

Less than 20 40 14 53

20-29 33 9 42

30~-34 37 10 47

35+ 69 22 89
Birth Order

1 30 8 38

2-3 36 10 46

4-6 48 14 61

7 or more 74 24 96
Previous birth interval*

Less than 2 years 58 19 76

2-3 years 38 9 417

4 years or more 32 11 42

Total 38 11 49

Note: The rates presented include exposure during 1987 up to the
calendar month preceding the survey.

* Based on births of order two and higher

proportion who died before the interview day increases from 0.021 for mothers
aged 15-19 to 0.124 for mothers aqed 45-49. With the minor exception of
children born to mothers in their twenties, the proportion of children who died
increases with each successive age-group of mothers. The general increase in the
proportion of children who died before the interview day among mothers of older
ages reflects both the longer average exposure time to the chance of dying for
children of older women and a probable decline over time in infant and child
mortality due to Loth socio-economic and health improvements during recent
decades.

93



Table 6.4 Mean number of children ever-born, surviving, and dead, and propor-
tion of children dead among those ever-born, among ever-married
women, by current age of mother

Weighted
Current Proportion number

age Ever-born Surviving Dead dead of women
15-19 0.52 0.51 0.01 0.021 342
20-24 1.15 1.10 0.05 0.042 1,004
25-29 1.83 1.76 0.07 0.041 1,309
30-34 2.52 2.37 0.14 0.057 1,328
35-39 3.34 3.10 0.24 0.072 1,110
40~-44 4.18 3.76 0.42 0.101 877
45-49 5.18 4.54 0.64 0.124 805
All ages 2.75 2.53 0.22 0.081 6,775

6.2 Prenatal Care

The Ministry of Public Health has a clear policy to provide good
health service coverage to mothers and children, a combined group which
constitutes more than half of the population of the country. Programs of the
Department of Health and the Department of Communicable Disease Control (CDC)
have put great emphasis on a child survival scheme which aims to reduce infant
mortality rates as well as to improve the health condition c¢f mothers and
children.

The policy aims to help ensure the health of children even before

birth through a prenatal care program. Questions on prenatal care have been
included in the TDHS and the results are summarized inr Table 6.5 according to
selacted background characteristics. Data in this table show the percent

distribution of births in the last 5 years by type of prenatal care for the
mother and the percentage of cases in which the mother received a tetanus toxnid
injection. 1In order to interpret the results in this table, it should he noted
that the KOPH program has designed a total program of 4 prenatal exams for
pregnant women with at least a minimum of 2 exams recommended for rural pregnant
women. In this survey, however, women were only asked if they had any check-up
during each pregnancy (leading to a live birth) occurring in the last 5 years
and if so, who was it who did the check-up. Thus frequency of prenatal care
sarvices cannot be determined.

The rasults in Table 6.5 indicate that for about 78 percent of births
during the last 5 years, the mother received some kind of prenatal care, almost
all of which was provided by medical or trained health personnel. Examining
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differences by age of mother, it is evident that women under 30 are somewhat
more likely to seek prenatal care than older women. More striking, however, are
the differentials by other background characteristics. There is a sharp
difference by urban-rural residence. While in approximately 94 percent of the
time, wurban mothers sought at least one prenatal exam, their rural counterparts
did so only 74 percent of the time. Equally noteworthy are the differentials by
region. The percentage of times mothers who received prenatal care at 1least
once visited with trained health personnel is greatest in Bangkok (96%) and
lowest in the south (66%). Intermediate frequencies are found in north (72%),
northeast (76%) and central region (85%) in ascending order. The relatively
high rates for Bangkok and the central region, which is the most urbanized of
the four regions excluding Bangkok, is most likely attributable to the higher
concentration of medical doctors and health facilities in urban places.

Table 6.5 Percent distribution of births in the last 5 years according to the type of prenatal
care for the mother and percentage of births whose mother received a tetanus toxoid
injection, by selected background characteristics

Percent
receiving
Trainad Traditional tetanus Weighted
Background nurse/ birth Not Total toxoid number

characteristic Doctor midwife attendant Other No one statad percent injection of births

Age
30 46.5 32.1 0.9 0.0 19.7 0.7 100 69.7 2,226
30+ 45.7 29.1 0.9 0.1 23.7 0.4 100 58.7 1,423
Urban-rural residence
Urban 83.3 10.9 0.0 0.0 5.1 0.7 100 62.8 622
Rural 38.6 35.1 1.1 0.1 24.6 0.6 100 66.0 3,027
Region
North 43.2 28.4 0.0 0.0 27.9 0.5 100 64.4 702
Northeast 33.7 41.8 1.1 0.0 23.0 0.5 100 71.9 1,288
Central 66.1 19.2 0.2 0.2 13.8 0.5 100 64.7 687
South 28.0 38.1 2.9 0.1 29.9 1.1 100 59.3 592
Bangkok 86.9 8.9 0.0 0.0 3.8 0.5 100 56.2 380
Bducation
No education 26.4 21.7 1.1 0.0 50.4 0.3 100 47.2 350
Primary 42.3 35.3 1.0 0.0 20.7 0.6 100 66.6 2,834
Secondary 81.4 13.0 0.0 0.4 4.1 1.0 100 72.7 306
Higher 91.2 8.4 0.0 0.0 0.0 0.4 100 69.5 158
Religion*
Buddhist 48.9 31.2 0.6 0.1 18.7 0.6 100 67.4 3,247
Islam 26.9 33.3 4.2 0.0 4.7 0.9 100 51.3 288
Total 46.2 30.9 9.9 0.1 21.4 0.6 100 €5.4 3,649

* Excludes cases whose religion is other than Buddhism or Islam or is not stated
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Educational differentials are also shown in Table 6.5 and reveal the
expected positive correlation between 1level of educational attainment and the
percentage who received prenatal care. The percentage of times mothers received
prenatal care with a medical doctor ranges from 91 percent for mothers with an
educational background beyond secondary school to only 26 percent for these who
did not attend school. In terms of religious differentials, Buddhist mothers
were more likely to seek prenatal care than Moslem mothers. 1In addition, Moslem
mothers were less likely to have their pregnancy examined by a medical doctor.

Neonatal tetanus, which is a major cause of infant mortality in many
developing countries, can be prevented through tetanus toxoid injections. Two
injections are recommended for mothers who have not previously been inoculated.
In the TDHS, all mothers who gave birth in the 5 years preceding the survey were
asked if they had received a tetanus toxoid injection. The responses to this
question are obviously dependent on the mothers ability to recall events during
pregnancy accurately and to distinguish between tetanus toxoid and other
injections.

. Table 6.5 shows that 65 percent of the time mothers with a birth
during the last five years receive a tetanus toxoid injection during pregnancy.
Mothers aged under 30 received a tetanus toxoid injection a higher percentage of

the time than mothers 30 years or older (70% versus 59%) . However, rural
mothers receive a tetanus toxoid injection more of the time (66%) than urban
mothers (63%). This pattern may be related to a belief among obstetricians in

Bangkok and other urban areas that the risk of neonatal tetanus for births
delivered in urban hospitals is minimal since sanitation is good. The same
explanation may account for why tetanus toxoid injections are least common in
Bangkok (56%). It is also possible that rural mothers may be more likely to
confuse tetanus toxoid with other injections and thus overreport occurrence more
than urban mothers.

Education shows a marked impact on the acceptance of tetanus toxoid
injections. Mothers who did not attain any schooling were least likely to have
a tetanus toxoid injection (47%) while mothers who finished secondary school or
studied beyond secondary school were most likely to have the injection (73% and
70% respectively). The slightly lower percentage for mothers with an education
beyond secondary school compared to those with a secondary school educaticn is
probably explained by the greater concentration of the former in urban areas
where, as noted above, better medical conditions may reduce the necessity of a
tetanus toxoid injection. In terms of religious differentials, Buddhists
receive a tetanus toxoid injection a higher percentage of times than Moslems
(67% versus 51%). This differential is probably a result of the fact that
Moslems are 1less 1likely to have any prenatal care than are Buddhists, thus
reducing the chances of receiving this particular service from any outlet.
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6.3 Assistance during Delivery

The TDHS collected information on the type of assistance provided
during delivery for all births born during the last 5 years. Results are shown
in Tatle 6.6 according to selected background characteristics. Overall, two
thirds of births are delivered by trained health personnel and among these, two
thirds are delivered by medical doctors and one third by trained nurse/midwives.
One forth of births are delivered by traditional birth attendants with the
remainder, a total of 7 percent, receiving assistance from some other source or
from no one at all. These results are in sharp contrast to the situation in
1969-70 when a national survey indicated that 57 percent of the respondents'
most recent births were delivered by traditional birth attendants and only 28
percent were assisted by trained health personnel (calculated from Prachuabmoh,
et al, 1972).

Table 6.6 Percent distribution of births in the last 5 years according to type of assistance
during delivery, by selected background characteristics

Trained Traditional Weighted
Background nurce/  birth Not Total aumber
characteristic Doctor midwife attendant Other Relative No one stated percent of births

Age
<30 44.0 22.4 26.4 5.2 0.8 0.4 0.8 100 2,226
30+ 44.0 21.4 23.8 7.6 0.4 2.4 0.4 100 1,423
Urban-rural residence
Urban 83.3 12.3 2.0 1.0 0.3 0.3 0.8 100 622
Rural 35.9 24.0 30.2 7.3 0.7 1.4 0.6 100 3,027
Region
North 49.2 15.7 17.5 15.4 1.0 0.8 0.5 100 702
Northeast 27.3 23.2 39.2 6.8 0.7 2.4 0.5 100 1,288
Central 67.1 18.6 9.0 3.5 0.5 0.8 0.5 100 687
South 19.3 39.5 39.0 0.8 0.3 0.1 1.1 100 592
Bangkok 88.0 8.6 1.8 0.5 0.2 0.3 0.6 100 380
Blucation
No education 32.7 11.0 32.2 22.2 0.7 0.9 0.3 100 350
Prirary 39.8 24.1 28.3 5.2 0.7 1.3 0.6 100 2,834
Secondary 76.2 18.2 3.3 0.0 0.2 1.2 1.0 100 306
Higher 82.3 16.9 0.4 0.0 0.0 0.0 0.4 100 158
Religion*
Buddhist 46.5 22.8 22.7 5.5 0.6 1.3 0.6 190 3,247
Islam 22.1 19.5 54.4 2.7 0.4 0.0 0.9 100 288
Total 44.0 22.0 25.4 6.2 0.6 1.2 0.6 100 3,649

* Excludes cases whose religion is other than Buddhism or Islam or is not stated
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There 1is 1little association between the age of the mother and the
extent to which births were delivered by trained health personnel. Place of
residence, on the other hand, shows a strong differential in type of assistance
during delivery. Clearly, rural residents are more likely to be assisted by a
traditional birth attendant than are their urban counterparts (30% compared to
2%). In contrast, 83 percent of wemen in the urban places have their child

delivered by a medical doctor compared to only 36 percent of rural women. This
difference 1is prokably attributable largely to the greater availability of
doctors and hospitals in urban areas. Regionally, delivery by a traditional

birth attendant is most common in the northeast and the south. In each of these
regions, 39 percent of births are assisted by traditional birth attendants.
Correspondingly, the percentage of births assisted by doctors is lowest in these
two regions (27% and 19% respectively). Of all the regions, Bangkck (88%) shows
the highest share of births delivered by a medical doctor and the lowest (2%) by
traditional birth attendants.

There 1is a clear positive relationship between education and the
extent to which help was sought from trained health personnel. The percentage
of mothers who are assisted by traditional birth attendants decreased from about
32 percent for those with no education to less than half of a percent among
those with more than a secondary education. Similarly, the mercentage of those
who are assisted by a medical doctor rises from about 33 percent to 82 percent
between the lowest and highest educational categories. Also striking is the
differential by religion. Clearly, births borne by Moslems are more likely to
be assisted by traditional birth attendants than those borne by Buddhists.

6.4 Immunization

An important indicator of child health status in a country is the
proportion of children protected through immunization against potentially 1ife
threatening diseases. Thailand's Expanded Programme of Immunization (EPI),
wvhich was started in 1977, seeks to immunize children against tuberculosis,
diphtheria, pertussis, tetanus, nrnlis, aud measles. To achieve this, children
are to receive one dose of BCG and measles vaccines and three does of DPT and
polio vaccines. The national operational plan has been periodically updated and
in 1986 was revised to accelerate immunization activities to achieve Universal
Child Immunization. Currently, the program operates in all areas of the country
and is considered to be one of the priority programs within the CDC Department.
At present, the schedule of immunizations recommended by the CDC is as follows:

BCG - at birth or 1st month;

DPT! and Poliol at ages 2-3 months;
DPT2 and Polio2 at ages 4-5 months;
DPT3 and Polio3 at ages 6-7 months;
and Measles at ages 9-12 months.

The TDHS provides information on immunization coverage for living

children wunder five. The data on the type and date of vaccination were
collected by copying the information from the child's health record card or
booklet. Mothers with children under 5 years old were asked if zach of their

children had a health record card or booklet which recorded immunizations. TIf
the mother said yes and could show the interviewer the card or booklet, the
dates of all immunizations received by the child were recorded. This included
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information on BCG, DPT, polio and measles vaccinations. For mothers who did
not have or could not show a health card or booklet with a record of
immunizations, a question was asked about whether the child had any
vaccinations. The data on immunization should be helpful for assessing the
recent efforts of the CDC Department to expand immunization coverage.

Before interpreting the data presented in this report on immunization,
it should be noted that there is no single, unified health record card in use in
Thailand that is routinely provided to mothers. Moreover, the health record
cards and booklets that are in use are designed for different purposes and do
not necessarily contain information on immunization. Within the Ministry of

Public Health, the Nutrition and the Family Health Division issues one type to
record certain information relevant to their programs while the CDC 1issues a
special card only for immunization information to be recorded. Moreover, some

hospitals 1issue their own health record cards or booklets for children which
often contain space for information about immunizations. Becauss of this
situation interviewers sometimes had to go to some length to explain to
respondents which card they were requesting to see.

To correctly interpret the following analysis, it is important to
recognize that in the TDHS, only possession of health record cards or bonklets
dealing with immunization were recorded and that this is necessarily limited

only to children who received at least one vaccination. Thus as used in this
report, all children who are counted as having a health record card or booklet
have been vaccinated at least once. The reverse is not true, however, namely

not all children vaccinated at least once have a health record card or booklet.

Table 6.7 looks at the percent distribution of children under 5 years
of age according to immunization status and method of reporting immunization
status, by age of child. The results indicate that the percentage of children
who received at least one dose of at least one type of immunization ranges from
64 percent for children aged under 6 months to 84 percent for childran aged 36-
47 months. The proportion of children whose immunization status was defermined
through showing a health record card or booklet declines as the age of children
increases. This in part reflects the increasing extent to which health record
cards or booklets are coming into use. However, it undoubtedly also reflects
the fact that the older a child is, the greater the likelihood that the parent
has lost or discarded the health record card or booklet. Once the basic series
of immunizations are completed, the mother may see little purpose in retaining
the immunization record.

Data 1in Table 6.7 are useful for assessing the proportion of children
under 5 years who have been contacted by the EPI program but does not provide
information on how complete a regime of immunizations those contacted received.
To more fully assess the coverage of the EPI program one would need to look at
the proportion immunized by age of child and type of vaccine. To examine this
aspect of EPI coverage, Table 6.8 shows the percent of children with specific
immunizations as well as the percent with full immunization coverage (BCG, DPT3,
Poliol, and measles) according to their age among those for whom a health record
card or booklet with immunization information was shown.
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Table 6.7 Percent distribution of children under 5 years of age according to immunization status
and methed of reporting immunization status, by age of child

Received at least one

immunization as determined from: Total

percent Percent not Weighted

Health record Mother's receiving receiving Total  number of

Age of child card/booklet report imminization immunization percent children
Under 6 months 37.6 26.5 64.1 35.9 100 301
6-11 months 49.3 36.3 85.6 14.4 100 347
12-23 months 36.0 53.4 89.4 10.6 100 757
24-35 months 30.9 52.0 82.9 17.1 100 689
36-48 months 22.2 61.5 83.7 16.3 100 695
49-59 months 14.5 68.5 83.0 17.0 100 729
All ages 29.3 53.9 83.2 16.9 100 3,520

Table 6.8 Among all children under 5 years of age with health record cards or booklets, the
percentage for whom BCG, DPT, polio and measles immunizations are recorded, by age of

child
) Among children with health record card/bookleat, percent who
have received
Al Weighted
Age of DPT DPT DPT Polio Polio Polio immuniza- number of
child BCGG 1 2 3 1 2 3 Measles tions*  children
Under 6 months 93.1 77.1 24.4 1.9 77.4 24.7 1.9 0.0 0.0 114
6-11 months 91.2 9.8 87.5 65.8 97.1 8.8 64.7 19.4 16.9 m
12-23 months $2.7 99.2 94.4 82.9 99.0 94.0 82.7 53.5 48.4 273
24-35 months 91.6 99.2 94.3 8.3 97.6 93.0 87.1 55.8 51.9 213
36-47 months 85.8 97.3 92.1 80.2 95.6 90.8 80.2 36.4 30.7 154
48-59 months 87.8 96.6 85.8 79.7 96.6 84.9 79.4 41.8 36.8 106
All ages 90.7 95.8 84.3 71.5 95.3 83.6 71.0 38.7 u.7 1,049

lote: For the percentage of children under 5 years of age for whom health record cards or
booklets werz shown, see Table 6.7.

* Includes children who are fully immunized (i.e., those receiving BCG, three doses of DPT
and polio and a measles vaccination).
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Among the 29 percent with a health record card or booklet, overall
coverage is quite high for BCG (91 percent), the third dose of DPT (72 percent),
and the third dose of polio vaccine (71 percent). It is important to note that
since these tabulations on specific immunizations are based only on children
who had been brought at least once for immunization (as otherwise they would
not have had a health card or booklet with an immunization record), these
results will substantially overstate the extent of immunizations in the general
population. In addition, mothers who received and retained a record of these
immunizations may be self-selected for being more likely to bring their children
for the complete series. The one possible exception to a likely overestimate
concerns the youngest age group of children, some of whom are still below the
vecommended age for several of the specific immunizations. In this case the data
might understate the extent to which children will eventually receive some of
the specific immunizations, especially those targeted for older ages.

It 1is of interest that measles coverage is far lower than that of
other vaccines, undoubtedly reflecting its more recent introduction into the EPI
program. Note that the percentage receiving measles immunization among children
one or two years of age is far higher than among older children.

Because in Thailand children are not expected to have completed the
full schedules of immunization until the age of 12 months, further analysis of
coverage is restricted to children aged 12 months and older. Table 6.9 presents
the percent distribution of children 12 to 59 months of age according to
immunization status and method of reporting by sclectead backgronnd
characteristics. Mothers in the urban areas not only are more likily to have
their children immunized buvt are also more likely to have a record of these
immunizations to show the interviewer. About 95 percent of children aged 12-59
months 1in the urban areas were immunized at least once, compared to 33 parcent
of rural children. The percent with a health record card or booklet with
immunization data in the urban areas was 42 percent, comparad with only 23
percent in the rural aireas. The figures for combined coverage of all antigens
are also higher in the urban than in the rural areas as deimonstrated in Table
6.10. About 53 percent of urban childrern for whom a health vecord card or
booklet was available were immunized by all required antigens compared to 41
percent of rural children.

With respect to regional differentials, the highest percentage of
children who had not been immunized with any antigen are found in the south
(25%) and the lowest in Bangkok (4%). The differences in other regions are
small. When analysis is restricted to those children vhese mother was able to
show the interviewer a record of immunizations, the lowest combined coverage for
all antigens is in the northeast (33%) and highest in Bangkok (55%). The low
combined coverages for the north:ast and central region are due wmainly to
proportions of children who received measles vaccine.

The results also reveal a positive relationship betwzen education and
immunization. The percentage of children aged 12 to 59 wonths who were
immunized by at least one dose of one type of vaccine rises from about 171
percent among those whose mother had no formal education to 99 percent among
those whose mother completed more than secondary sducation. When the analysis
of educational differentials is restricted to the approximately 26 percent of
children whose mother had a health record card or booklet with immunization
information, the relationship between education and immunizations 1is less
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Table 6.9 Percent distribution of children 12 to 59 months of age according to immunization status and
method of reporting immunization status, by selected background characteristics

Keceived at least one

immunization as determined from: Total
———————————————————————————————— percent Percent not Weighted
Background Health record Mother's receiving receiving Total number of
characteristic card/booklet report immunization immunization percent children
Urban-rural residence
Urban 41.5 53.2 94.7 5.3 100 490
Rural 22.8 60.0 82.8 17.2 100 2,382
Region
North 33.8 49.7 83.5 16.5 100 549
Northeast 17.0 69.9 86.9 13.1 100 1,005
Central 27.5 57.0 84.5 15.5 100 564
South 22.6 52.2 74.8 25.2 100 458
Bangkok 44.0 52.0 96.0 4.0 100 296
Education
No education 11.7 58.9 70.6 29.4 100 265
Primary 24.9 59.4 84.3 15.7 100 2,240
Secondary 39.8 57.0 95.9 4.1 100 245
Higher 47.7 51.7 99.4 0.6 100 122
Religion*
Buddhist 27.1 59.8 86.9 13.1 100 2,568
Islan 15.8 51.2 67.0 33.0 100 215
Total 26.0 58.9 84.9 15.1 100 2,872

* Excludes cases whose religion is other than Buddhism or Islam or is not stated
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Table 6.10 Among children 12 to 59 months of age with health record cards or booklets, the
percentage for whom BCG, DPT, polio and measles immunizations are recorded, by selected
background characteristics

Among children aged 12 to 59 months with health racord
card/booklat, percent who have received

All Weighted
Background DPT DPT DPT Polio Polio Polio immmniz- number of
characteristic BCG 1 2 3 1 2 3 Measles ations* children

Urban-rural residence

Urban 94.2 98.8 95.2 89.3 97.9 94.4 88.4 56.0 52.5 203
Rural 88.8 98.3 91.7 81.2 97.5 90.8 80.9 46.3 40.9 543
Region
North 92.3 99.1 95.7 90.0 98.7 94.9 89.2 57.0 51.5 189
Northeast 89.3 100.0 90.4 78.1 98.8 89.1 78.4 39.2 32.9 171
Central 84.7 95.9 90.7 79.2 94.8 89.6 77.8 4i.9 36.3 155
South 89.1 98.1 89.5 76.9 97.4 89.2 77.5 49.1 47.0 104
Bangkok 96.2 98.9 96.2 91.4 97.9 95.3 90.5 58.5 55.2 130
Education
No education 94.9 95.0 86.4 78.6 95.0 86.4 80.7 46.5 429 31
Primary 88.9 98.5 93.2 82.6 97.7 92.6 82.2 46.0 40.4 558
Secondary 93.5 98.5 83.6 83.2 97.6 86.3 82.5 59.1 57.3 98
Higher 95.4 100.0 98.0 94.7 97.9 95.9 92.1 62.0 57.8 58
Religion**
Buddhist 90.0 98.6 92.9 83.7 97.8 92.0 83.2 49.3 4.1 696
Islam 92.3 95.3 85.7 72.7 92.6 83.0 72.7 31.4 31.4 34
Total 90.3 98.5 92.7 83.4 97.6 91.8 83.0 49.0 4.1 746

Note: TFor the percentage of children aged 12 to 59 months for whom health record cards or booklets were
shown, see Table 6.9
* Includes children who are fully immunized (i.e., those receiving BCG, three doses of DPT and polio and
a measles vaccination)
** Excludes cases whose religion is other than Buddhism or Islam or is not stated



consistent. In general, children of mothers who finished more than primary
school are more likely to be immunized and have a higher combined coverage than
children of mothers with primary education or less (see Table 6.10).

In terms of religion, it is evident that children borne by Buddhist
mothers were more likely to be immunized than children borne by Moslem mothers.
The corresponding share of children receiving some immunization for the children
of the two religious groups are 87 and 67 percent respectively. The combined
coverage of those for which a health record card or booklet is available is also
higher for Buddhist children (44%) than for Moslem children (31%).

According to the goals of the EPI program in Thailand, children should
be fully immunized by the age of one year receiving one dose of BCG, three doses
of DPT and Polio and the measles vaccine. However, in the actual operation
there are many circumstances that can cause delays in providing or receiving
immunizations. For example, the supply of vaccine may not be available at the
time of the required schedule, or the ploughing and planting season may coincide
with the scheduled visit and cause a temporary delay because of time constraints
on the part of mother. The net result is that many mothers do not bring their
child for vaccination according to the recommended schedule. To allow for some
delay in immunizations, but at the same time to provide the most up-to-date
information, Tables 6.11 and 6.12 restrict analysis of immunization coverage to
children aged 12-23 months. Results are presented by the same selected
background characteristics. The general pattern is similar to results for
childrer age 12-59 months discussed above.

Table 6.11 Percent distribution of children 12-23 months of age according to immunization status
and method of reporting irmunizatiom status, by selected background characteristics

Received at least one

immunization as determined from: Total
percent Percent not Weighted
Background Health record Mother's receiving receiving Total number of
characteristic card/booklet report immunizaticn immunization percent children
Urban-rural residence
Urban 54.9 41.0 95.9 4.1 100 136
Rural 31.9 56.1 88.0 12.0 100 622
Region
North 43.1 48.5 91.6 8.4 100 147
Northeast 25.7 63.7 89.4 10.6 100 257
Central 31.7 53.8 83.9 16.1 100 158
South 31.8 46.2 78.0 22.0 100 113
Bangkok 51.7 39.1 96.8 3.2 100 83
Education
No education 16.3 59.0 75.3 24.7 100 66
Primary 34.0 55.1 89.1 10.9 100 580
Secondary 51.5 40.7 98.2 1.8 100 78
Higher 57.6 42.4 100.0 0.0 100 35
Religion*
Buddhist 37.0 54.0 91.0 9.0 100 693
Islam 21.3 43.9 70.1 29.9 100 52
Total 36.0 53.4 89.4 10.6 100 758

* Excludes cases whose religion is other than Buddhism or Islam or is not stated
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Table 6.12 Among children 12 to 23 months of age with health record cards or booklets, the percentage
for whom BCG, DPT, polio and measles immunizations are recorded on the health card, by
selected background characteristics

Among children aged 12 to 23 months with health record
card/booklet, percent who have received

All Weighted
Background BCG DPT DPT DPT Polio Polio Polio Measles immuniza- number of
characteristic 1 2 3 1 2 3 tion**  children

Urban-rural residence

Urban 94.3 97.3 93.1 &4.9 97.4 93.3 85.2 64.2 56.8 75

Rural 92.1 100.0 94.9 82.1 99.6 94.3 81.7 49.4 45.2 199
Region

North 91.1 99.4 98.2 88.9 98.2 96.3 88.2 58.9 52.4 63

Northeast 95.7 100.0 95.3 76.3 100.0 95.3 76.3 33.8 32.2 66

Central 90.7 98.9 92.0 85.1 98.9 92.0 84.6 55.8 50.7 60

South 91.9 100.0 88.6 76.3 100.0 88.6 76.3 55.2 50.9 37

Bangkok 94.0 97.9 95.5 85.2 98.1 95.7 %.4 69.2 60.4 48
Education*

Primary 90.8 99.5 95.3 81.% 99.4 95.6 31.4 48.7 43.2 197

Secondary 99.0 98.6 91.5 83.0 97.6 87.8 82.8 65.0 61.8 45

Higher 95.9 100.0 94.3 94.3 100.0 94.3 92.9 65.8 60.3 20
Religion*

Buddhist 92.6 99.2 94.7 83.3 99.0 94.3 83.1 53.1 47.9 256

Total 92.7 99.2 9%4.4 82.9 9.0 9.0 82.7 53.5 48.4 759

Note: For the percentage of children aged 12 to 23 months for whom health record cards or
booklets were shown, sce Table 6.11.

* Results not shown for categories with less than 20 weighted cases
** Includes children who are fully immunized (i.e. those receiving BCG, three doses of DPT and
polio and measles Vaccination).

6.5 Diarrhea Prevalence

Diarrhea has been singled out for investigatior in the TDHS for two
reasons. In many countries, it is a major contributory cause of death in
infancy and childhood, and it 1is often amenable to treatment by oral
rehydration. This combination of high incidence, severity and the existence of
effective treatment makes diarrhea a high priority concern for health services.

In the TDHS there is no attempt to estimate diarrheal incidence (i.e.,
the number of new cases of the disease occurring in a specified time period)
since no information is collected in the TDHS on the date on which a diarrheal
episode started or on its duration. The questions in the TDHS, howaver, can be
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used to obtain two different point prevalence estimates: (a) the percentage of
children under 5 years whose mothers report that they had diarrhea in a 24-hour
period before the survey and (b) the percentage of children under 5 whose
mothers report that thev had diarrhea in a two-week period before the survey.

Both of these measures, however, need to be interpreted with great
caution because the measurement of diarrheal disease is subject to several
methodological difficulties. First, the prevalence of this disease is
undoubtedly seasonally affected. Note that the TDHS took place largely during
the hot dry season for most of the country. Unpublished data from recent annual
summaries of the Epidemiology Division of the Ministry of Public Health indicate
that the number of diarrhea cases (to persons of all ages) reported during March
through May, the major months during which the TDHS took place, are above
average for the year. Second, there may be a definitional problem. In the
TDHS, interviewers were instructed to specify to respondents what was meant by
diarrhea and to use local terminology where appropriate. However, this may not
have always been done and even so some mothers may have had different
interpretations. A third problem relates to the time reference period used.
While it is likely that most mothers will know whether their child had diarrhea
in the past 24 hours, some may forget if a child had diarrhea in the past two
Weeks. The effect these factors have on either increasing or decrezasing the
rates derived from the TDHS is not known. The primary reason that data on the
presence of diarrhea among children were collaected was nnot to obtain a
prcvalence figure, but rather to examine treatment practices which are discussed
below.

Results in Table 6.13 show that overall 6 percent of <children were
reported as experienciny diarrhea within the 24 hours preceding interview and 16
percent were reported as experiencing diarrhea within the preceding two weeks.
Diarrhea 1is more common among children less than 2 vears old than among those
who are older. This is probably in part attributable to natural immunity which
children at older ages are more likely to have acquired. Girls experienced
fewer episodes of diarrhea than boys. Only S5 percent of girls experienced an
incidence of diarrhea within the past 24 hours and 14 percent during the past
two weeks. The corresponding figures for boys are 7 and 17 percent
respectively.

Children in rural areas are more likely to experience an episode of
diarrhea. This is probably due to the poorer personal hygiene as well as poorer
environmental sanitation for the rural residents as conpared to residents of the
urban areas. Approximately 7 percent of children in the rural areas had
diarrhea within the past 24 hours and 17 percent within the past two weeks.

These rates are higher than the corresponding rates of 4 and 10 percent
lespectively for wurban children. Except for Bangkok, where the prevalence of
diarrhea is distinctly lower, regional differences are minimal.

Although the prevalence of diarrhea differs by education of the
mother, the relationship is not completely consistent. In general, children of
mothers who have a secondary or higher education are less likely to experience
diarrhea than children of mothers who finished no more than primary
school. With respect to religion, Islamic children are more likely to experience
an episode of diarrhea than Buddhist children. This is true for both diarrhea
episodes within 24 hours and within two weeks preceding the interview.
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Table 6.13  Percentage of children under 5 years of age reported
by the mother to have had diarrhea in the past 24
hours and the past two weeks, by selected background

characteristics

Percentage of all children
under 5 reported by the mother

as having had diarrhea: Weighted
—————————————————————————————— number of
Background Past Past children
characteristic 24 hours two weeks* under 5
Age
Under 6 months 8.3 17.8 301
6-11 months 8.9 22.8 3417
12-23 months 8.3 23.3 759
24-35 months 6.8 14.6 689
36-47 months 1.9 10.4 695
48-59 months 4.8 9.1 729
Sex
Boy 7.0 17.1 1,806
Girl 5.1 14.0 1,714
Unban-rural residence
Urban 3.7 9.8 609
Rural 6.6 16.8 2,911
Region
North 7.3 17.5 672
Northeast 6.0 16.6 1,234
Central 5.9 14.1 671
South 6.6 16.1 571
Bangkok 3.7 10.6 373
Education
No educaticn 9.6 22.6 330
Primary 6.1 15.9 2,728
Secondary 3.2 8.1 304
Higher 4.4 10.2 158
Religion**
Buddhist 5.7 14.8 3,136
Islam 10.8 24.1 275
Total 6.1 15.6 3,520

* Includes 24 hours period

** Excludes cases whose religion is

Islam or is not stated
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6.6 Diarrhea Treatment

Diagnosis and treatment of diarrhea by medical personnel among
children wunder five years of age is critical both as a direct child survival
intervention and to prevent other health threats from taking advantage of the
child's weakened state. The TDHS also provides information as to whether medical
care was sought for diarrheal episodes, which is reported in Table 6.14 along
with the percentage of children receiving various treatments for diarrheal
episodes. Particular attention is focused here on the use of Oral Rehydration
Salt (ORS) packets or home solutions of sugar, salt and water for treatment.
Overall about 41 percent of diarrhea cases were brought to the attention of a
doctor or nurse, 37 percent were treated with ORS packets, and 6 percent with a

home solution of sugar and salt water. This administration of ORS or a home
solution may be done either independently or with the advice and prescription
from a medical doctor or nurse. About 70 percent of children with diarrhea

were given some treatment other than ORS or a home solution. In some cases this
was in addition to also being given ORS or a home solution. Overall in only 18
percent of diarrhea cases did the mother (or other guardian) neither consult a
medical authority nor give any treatment.

The percentage of children who did noc receive treatment for diarrhea
and for whom no medical authority was consulted is higher among those under 6
months of age than amonyg older children. While girls experience fewer episodes
of diarrhea than boys as indicated above, boys are slightly more 1likely to
receive treatment or have a medical authority consulted about their case.

A comparison of treatment patterns by place of residence shows
relatively small differences. A somewhat higher proportion of diarrhea episodes
go untreated or without consultation in rural areas (19%) compared to urban
areas (14%). In addition, a higher proportion of urban diarrhea cases involved
consultation with a doctor or a nurse (46%) than rural cases (41%). Also ORS
packets or a home solution of sugar and salt is more likely to be given in urban
than rural cases.

An examination of the differences in diarrhea treatment by region
reveals that the northeast had the highest proportion (40%) using ORS. This
is consistent with the program efforts of the Ministry of Public Health 1in
introducing and educating mothers to use ORS when their child had diarrhea. 1In
cases where ORS is not available, home solution of sugar and salt (homemade ORS)
is recommended. The proportion for which homemade ORS was used is also among
the highest (9%) in the northeast.

Hothers with better education are likely to handle an episode of
diarrhea differently from mothers with a low level of education. In general,
mothers who are educated beyond primary school are more likely to treat their
child with ORS or a home made solution than those with 1lower levels of
education. The percentages of diarrhea cases with no tresatment and no
consultaticn among children of mothers who finished or studied beyond secondary
school are less than the percentages of those with lower levels of educational
attainment. Although Moslem children were more likely than Buddhist children to
experience an episode of diarrhea, as noted above, the ways parents of the two
religions handle <«pisodes are similar.
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Table 6.14 Percentage of children under 5 years of age who had diarrhea in the past two weeks consulting
a doc or nurse and the percentage receiving different treatments as reported by the
moth ,selected background characteristics

Yy e
A

Percentage of children with diarrhea treated by*

Percentage of Hore No Weighted
children with solution treatment nunber
Background diarrhea consulting ORS of sugar Other or medical  of children
characteristic  a doctor or nurse packets salt, water treatment** consultation with diarrhea
Age
Under 6 months 27.5 17.3 1.7 63.7 20.2 54
6-11 months 47.9 39.5 5.6 69.5 18.4 79
12-23 months 36.8 37.2 8.3 67.5 14.5 177
24-35 months 51.1 41.9 4.8 78.5 7.3 101
36-47 months 40.6 4.2 7.5 63.4 14.4 72
48-59 months 41.5 37.8 2.8 74.8 7.5 66
Sex
Boy 42.5 35.4 5.2 71.0 13.6 309
Girl 39.5 40.0 6.7 68.0 15.5 240
Urban-rural residence
Urban 45.8 40.7 7.8 66.6 10.4 60
Rural 40.6 37.0 5.6 70.2 14.9 489
Region
North 41.5 35.7 0.6 77.4 9.4 118
Northeast 39.9 40.0 9.2 71.4 17.2 205
Central 46.6 33.0 3.2 60.4 15.2 95
South 37.2 38.9 6.3 68.6 14.0 92
Bangkok 43.1 36.8 9.2 63.6 13.6 40
Education
No aducation 34.8 33.7 0.0 72.2 13.9 75
Primary 42.2 36.5 6.6 68.2 15.2 434
Secondary 37.2 54.3 8.8 84.6 4.7 25
Higher (46.0) (55.0) (7.0) (80.0) (11.4) 16
Religion##*
Buddhist 42.2 37.4 6.0 70.0 14.1 463
Islam 41.8 39.0 6.4 66.9 16.1 66
Total 4.2 37.4 5.8 69.8 14.4 549

Notes: Results shown in parentheses are based on fewer than 20 weighted cases
* Women were able to specify more than one treatment so that the percentages of children receiving
various treatments may not add to 100
** Includes tablets, injections and syrups and change in diet (increasing or decreasing food or
fluids)
*x* Excludes cases whose religion is other than Buddhism or Islam or is not stated
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6.7 ORT Knowledge

The Primary Health Care (PHC) program in Thailand, a*many other
countries, has put a great emphasis on diarrheal disease contr s one of the
main interventions to increase the survival chances of children. The PHC
program has relied chiefly on IE&C strategies as a means to educate people
to protect themselves and their children from diarrhea. Through the Village
Health Volunteer (VHV) training curriculum, the PHC program aims to increase the
knowledge of the clinical symptoms of diarrhea as well as the benefits of
Oral Rehydration Therapy (ORT) and how to administer it.

As diarrhea, particularly among children under 5 years old, can result
in rapid dehydration and death, the use of ORT is very important for the
survival of children. Since knowledge of ORT is a prerequisite for the use of
ORS, TDHS investigated this topic. The percentage distribution of mothers of
children under 5 years of age who knew about ORT by education and residence is

shown in Table 6.15 according to selected background characteristics. Overall,
about 78 percent of mothers with children under 5 knew about ORT. There
seems to be a positive association between education and knowledge of ORT. The

percentage of mothers who knew about ORT increases from 57 percent among those
with no education to 88 percent among those with more than secondary school.
This positive relationship with education is observed for both urban and rural
mothers and more or less in each region.

Mothers in the urban areas are generally more likely to know about ORT
than those in the rural areas but this appears to be largely a function of
differences in educational levels. Within the separate educational categories,
knowledge differs little by urban-rural residence, except among those with no
education. When classified by region, knowledge of ORT among mothers in Bangkok
and the northcast are highest, estimated at about 81 percent in each. The high
level of knowledge in Bangkok may be attributable to the higher concentration

of mothers with higher education thers than elsewhere. In the northeast, the
high level of knowledge is probably explained by greater program efforts in that
region to educate villagers and health volunteers of ORT. Knowledge of ORT was

lowest in the north (73%) and intermediate in the central region (77%) and the
south (79%).

The information about knowledge of ORT derived from the TDHS is
limited in as much as it only indicates familiarity with the technique but does
not inform us if the respondent has correct knowledge on how and when to use it.
Given that over one fifth of respondents do not know about ORT at all and that
some unknown share of those who know the method may nevertheless have incorrect
knovwledge about it, a substantial effort is still needed to educate mothers on
the use and benefits of ORT and on how ORT can prevent death from the cause of
dehydration.
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Table 6.15 Percentage of mothers of children under 5 years of age who know
about ORT, by education and selected background characteristics

Background No
characteristic edvcation Primary Secondary Higher Total

Urban-rural residence

Urban 61.5 78.7 86.4 87.17 81.1
Rural 56.7 78.9 87.3 88.5 77.4
Region
North 53.6 76.4 88.3 89.0 72.9
Northeast 54.2 81.5 88.3 75.0 80.6
Central 69.1 76.0 83.4 100.0 77.3
South 54,2 78.6 87.9 90.0 77.8
Bangkok 67.0 78.17 87.4 88.1 81.2
Total 57.1 78.9 86.9 88.1 78.1

6.8 Anthropometriz Measurements of Length and Weight

. A main component of the TDHS is to carry out the anthropometric

measurements of children aged 3-36 months. The accuracy of the anthropometric
data depends heavily on the ability of the measurers. In the TDHS, the team
supervisors and assistants were assigned to perform this task. Considerable
time was devoted to training which was primarily done under guidance from an
expert from DHS headquarters. The training sessions consisted of a discussion
of the general principles, practical instructions, practice of measurements and
tests. Mos* of the training was devoted to the practice of height measurement.
One to three tests were carried out during the training period for each trainee.
Those who did not pass the first test were required to take the subsequent
tests. One assistant failed to meet the established standard after the third
test. She was later assigned to do other work in the team. Test results in
general suggest that the measurers tended to underestimate the leralh due mainly
to their reluctance to press firmly on the knees of the children at the instant
of measurement. This is a relatively common problem with anthropometric
measurement, particularly with very young children.

Inaccurate reporting of age of children can adversely affect the
validity of the anthropometric data. Age data in months 1is required. As
discussed earlier, a special effort was made in the TDHS to obtain accurate
information on birth dates of children by asking the respondents to show
documentary evidence whenever possible. As previously noted, birth dates were
documented for slightly over half of the children born during the five vyears
preceding the survey. In addition, interviewers were instructed to record
reported ages of young children in months. This did not prove difficult in most
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cases since it is a common practice to state ages of young children in months in
Thailand. As a result of these procedures, the accuracy of children's reported
age 1in the TDHS is probably quite high. As evident in Figure 6.1 there is no
clear pattern of age heaping except possibly for an unusual peak at 25 months.
There are no discernible ccacentrations at months 12, 18, 24, 30 and 36 as is
common 1in populations where ages are not precisely reported. This is
encouraging and certainly one indication that the age data as reported in months
is at least free from biases associated with heaping.

A total of 2,003 children were identified between ages 3 and 36 months
and hence eligible for anthropometric measurement. Only 27 of these 1lacked
detailed information on birth dates (or age in months) and were excluded from

the analysis. An additional 13 caces, had an improbable height and/or weight
recorded. These cases represent errors of measurement or data entry or both and
are excluded. Also excluded are another 111 children, or 5.5 percent, who were

neither weighed nor measured for length either because the mother refused, the
child was not present at the time of measurement, or some other problenm
prevented measurement. Finally, 3 children have been excluded because they do
nct have both height and weight recorded due to some difficulty during the
measurement process which prevented completion. This total of 1,849 children
(unweighted), or 92 percent of those originally identified as eligible, serve as
the basis for the following analysis.

For comparative purposes, the nutritional status tables in this report
use the reference population defined by the U.S. National Center for Health
Statistics and accepted by the U.S. Centers for Disease Control and the World
Health Organization. Four standard indices of physical growth present data that
describe the nutritional status of children 3 through 36 months in Thailand:

~ Height-for-age

- Weight-for-height

- Height-for-age by weight-for-height
- Weight-for-age

Each index provides somewhat different information on the nutritional
status of children. Height-for-age is a measure of linear growth. A child who
is 2 or more standard devialions (SD) below the mean of the reference population
in terms of height fo. age is considered short for his/her age ("stunted") or
chronically undernourished. A second important index which describes current
nutritional status 1is weight-for-height. A child #ho is 2 or more standard
deviations from the mean of the reference population in terms of weight-for
height is described as thin for his/her age ("wasted") or acutely
undernourished. The third important index is height-for-age by weight-for-
height. This cross tabulation (known as a Waterlow table) yields an indicator
of children who are both wasted and stunted and serves to identify those
children who are currently the most severely undernourished. The fourth index,
weight-for-age, is a composite index of weight for height and height for age. As
such, it does not provide additional information beyond that already provided by
the other indices. However, weight-for-age is a commonly reported statistic and
often is wused in clinical settings to monitor the growth of children on a
longitudinal basis. Weight-for-age is included in this report because it may
provide a useful reference for clinical weight programs.

The terms "stunted” and "wasted" are merely descriptive. Stunting is

a measure of chroaic undernutrition that indicates growth retardation. It 1is
typically associated with poor economic conditions. Severe stunting is a
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relatively gradual process that represents the accumulated effects of
undernutrition over a number of years. Wasting,on the other hand, can develop
rapidly. Usually, a child will double its height during the first year of life
but treble its weight. The term wasting refers to inadequate food intake which
results in thinness or a deficit in tissue and fat mass compared to the amount
expected in a healthy, well fed child. There are a number of factors which can
precipitate wasting such as infection and disease (most commonly diarrheal
disease) and seasonal variations in food supply.

Height-for-age

Figure 6.2 provides a detailed examination of the association of the
age of children between 3 and 36 months and the mean height-for-age measure (as
well as the weight-for-height and the weight-for-age measures to be discussed
below). The results show a general decline in the height-for-age measure in
comparison with the international reference up until age 20 months and then,
more or less, a leveling off. One unexpected feature of the results plotted in
Figure 6.2 is that the youngest infants measured, those age 3, 4 and 5 months,
are already half a standard deviation (-0.5SD) below the 1international
reference. There 1is no evidence that Thai children are inherently shorter at
birth than other ethnic groups. Rather it would be expected that they should
not be very different at a very young age, before nutritional differences have
had an opportunity to have a major effect. One possible interpretation is that
the height measurement may be biased downward. This could arise 1if the
measurers did not press firmly on the knees of the children at the instant of
measurement. As noted above, this tendency was observed during training and,
although it was called to the attention of the measurers, they may have reverted
to this practice when doing the fieldwork. As discussed below, the results on
weight-for-height show a pattern consistent with this possibility.

If a tendency to underestimate height did exist, it is possible that
it was particularly associated with the young infants since typically it is less
difficult to straighten the legs of older children. However, the bias may also
be present to some extent for children of all ages who were measured. When
interpreting results from the anthropomorphic measurement, this possible bias
needs to be kept in mind. For example, if height is underestimated, then the
Thai results on height-for-age will show 1lower values compared to the
international reference than is in fact the true situation. As a result, the
extent of stunting will be overestimated.

Table 6.16 shows the percent of children aged 3-36 months who fall
into various standard deviation categories away from the mean of the
international reference population in terms of height-for-age. Results are
presented both for all measured children collectively as well as according to

selected background characteristics. In a large, healthy and well fed
population of children in this age range, there is always some variation in
height-for-age. The variation approximately follows a normal distribution with

2.3 percent of children expccted to be low in height for their age, that is -2SD
or more from the mean of the reference population, and another 2.3 percent
expected to be tall in height-for-age, that is, +2SD or more from the mean of
the reference population.

Among the total children in Table 6.16, 22.4 percent are -2SD or more
below the mean of the reference population. These children are defined as
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Table 6.16 Percentage of children aged 3-36 months in each standard deviation
category of height-for-age using the international NCHS/CDC/WHO
reference by selected background characteristics

Standard deviations from NCHS/CDC/WHO

reference
Weighted
-3.00 -2.00 -1.00 -0.99 1.00 +2.00 number of

Background or to to to to or Total children
characteristic more -2.99 -1.99 +0.99 +1.99 more percent 3-36 months
Sex

Male 3.9 186 37.5 3.8 2.1 0.2 100 943

Female 4.8 17.4  34.4 40.0 2.6 0.9 100 913
Age in months

3I-1 1.2 10.2 32.3 51.8 4.2 0.4 100 466

12 - 23 4.0 19.8 37,9 354 2.3 0.7 100 710

24 - 36 7.0 21.4 3.4 33.6 1.1 0.5 100 681
Previous birth intervalx

< 2 years 3.1 24.8 34.7  34.6 2.1 0.7 100 240

2-3 years 3.5 21.6 34.0 35.8 2.4 0.7 100 465

4 years or more 4.9 14.9 37.5 411 1.2 0.4 100 449

Twins 215 25.4 224 2.8 0.0 2.9 100 21
Urban-rural residence

Urban 1.6 9.7 24.8 57.2 5.0 1.8 100 308

Rural 4.9 19.6 38.2 35.2 1.8 0.3 100 1,548
Region

North 5.8 17.0 43,5 32.8 0.8 0.1 100 353

Northeast 4.5 22,3 395 31,5 2.1 0.1 100 672

Central 3.2 149 27,5 50.8 2.6 1.0 100 346

South 5.6 19.4 36.2 36.2 1.9 0.7 100 295

Bangkok 1.7 8.0 24.8 58.3 5.7 1.5 100 191
BEducation of mother

No education 11.9 18.6 43.7 22.0 3.0 0.7 100 149

Primary 4.3 19.4 37.2 315 1.3 0.3 100 1,449

Secondary 0.3 12.3 25.4 55.3 5.7 0.9 100 170

Higher 1.5 4.0 22.6 58.0 10.9 3.0 100 89

All children 4.4 18.0 3.0 38.8 2.3 0.5 100 1,857

* Excludes first births; twins are included both as a separate category and
under the appropriate interval category
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stunted or chronically undernourished. Stunting is evident in equal proportions
among males and females, but there are several outstanding differentials
according to other background characteristics. By age, children become
progressively more stunted as they get older. Among children aged 3-11 nmonths,
11.3 percent are -2SD below the mean reference population comrired tc 28.4
percent of children 24-36 months old. ’

Stunting is about equally associated with short and moderate length
birth intervals but considerably lawer for children born after a longer
interval, defined as 4 or more years. Xmong the few twins measured, stunting is
extremely high. As also shown in Figure 6.3, urban children are far less likely
to be stunted than rural children (11% versus 25%) and regionally, the percent
of children who are stunted is lowest in Bangkok (10%) followed by the central
region (18%), intermediate in the north (23%) and south (25%), and highest in
the northeast (27%). Education of the mother shows a strong inverse
relationship with stunting. As also shown in Figure 6.4, children of mothers
with no education are by far the most likely to be stunted (31%) and those whose
mothers studied beyond the secondary level are by far the least likely (6%).

Weight-for-height

Weight-for-height is a measure of recent nutritional status. Children
who are -2SD or more below the mean of the reference population are considered
thin for their age (wasted) or acutely undernourished. The weight-for-height
index measures body mass in relation to body length. Since age 1s not a
variable included in this measure, weight-for-height is not influenced by any
possible misreporting of age by the mother.

A comparison of the mean weight-for-height results from the TDHS with
the international reference according to age of child in single months is
included in Figure 6.2. One of the more striking features of these results is
that the youngest Thai children are above the international reference on
average. This would mean that Thai children are fatter for their height by over
0.5 SD at three months of age and only decline below the international reference
by the eighth month. Such a result could arise spuriously if height was
underestimated but weight was not and is further evidence that the height data
may be biased towards the low side as discussed in connection with the height-
for-age data. If this is indeed the case, the TDHS results underestimate the
extent of wasting based on weight-for-height data. If such a bias affects the
data more or less equally at all ages, then the declining trend of mean
weight-for-height with respect to the international reference up until about 14-
18 months of age followed by a leveling off well below the international
reference would still be genuine. In this case, the whole graph should be
shifted downward. If the bias is limited mainly to young infants, then the
initial decline would be exaggerated and only the values for the first few
months of age shown should be shifted downward. Without knowing the extent and
nature of biases in the measurement, a more definitive interpretation is not
possible.

Table 6.17 shows the percent of children who fall into various
standard deviation categories away from the mean of the reference population.
Overall, approximately 6 percent of children 3 through 36 months are acutely
undernourished (i.e., -2SD or more below the standard). By sex, there iy
essentially no difference between male and female children in terms of the
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Figure 6.3
Stunting Among Children
by Area of Residence
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Figure 6.4
Stunting Among Children
by Education of Mother
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Table 6.17 Percentage among childran aged 3-36 months in each standard deviation

category of weight-for-height using the international NCHS/CDC/WHO
reference by selected background characteristics
Standard deviations from NCHS/CDC/WHO
reference
Weighted
-3.00 -2.00 -1.00 -0.99 1.00 +2.00 number of
Background or to to to to or Total children
characteristic more -2.99 -1.99 +0.99 +1.99 more percent 3-36 months
Sex
Male 0.5 5.6 35.5 53.0 4.3 1.1 100 943
Female 0.6 4.8 34.1 55.0 4.1 1.4 100 913
Age in months
-1 0.0 1.2 17.7 65.5 11.8 3.8 100 466
12 - 23 0.9 9.5 39.8 46.8 2.3 0.7 100 710
24 - 36 0.5 3.5 41.3 53.6 1.0 0.1 100 681
Previous birth interval*
( 2 years 0.0 10.1 33.6 50.5 2.7 3.1 100 240
2-3 years 0.8 5.2 37.4 52.7 3.7 0.2 100 465
4 years or more 9.6 5.4 34.1 53.4 4.8 1.6 100 449
Twins 0.0 11.9 14.6 67.7 5.8 0.0 100 21
Urban-rural residence
Urban 0.2 4.1 26.4 60.5 6.2 2.6 100 308
Rural 0.6 5.4 35.6  52.7 3.8 1.0 100 1,548
Region
North 0.8 5.6 31.0 57.2 3.6 1.8 100 353
Hortheast 0.6 5.5 41.5 43.0 3.2 1.2 100 672
Central 0.4 4.4 3.9 53.3 4.8 0.2 100 346
South 0.2 5.6 25.6 61.4 6.0 1.2 100 295
Bangkok 0.3 4.6 28.6 59.0 5.1 2.4 100 191
Education of mother
No education 0.0 8.0 34.6 51.1 2.3 4.1 100 149
Primary 0.6 5.5 36.6 52.8 3.8 0.7 100 1,449
Secondary 0.4 2.4 29.8 56.2 7.8 3.6 100 170
Higher 0.0 1.6 15.6 74.0 8.2 0.6 100 89
All children 0.5 5.2 34.8 54.0 4.2 1.3 100 1,857

* Excludes first births;
under the appropriate interval category

twins are included both as a separate category and
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percent wasted. The age of the child, however, does make a considerable
difference. Acute wundernutrition increases sharply from 1.2 percent among
children aged 3 through 11 months to 10.4 percent among children aged 12 through
23 months but declines to 4.0 percent for children 24-36 months old. The
differentials by birth interval show the highest percent wasted among children
born after intervals of less than 2 years (and for twins). There 1is 1little
difference in acute undernourishment between uvban and rural children although
rural children are more likely than urban children to fall at least -1SD under
the international reference. Regionally, there are not great differences in the
percent wasted, although the percent falling at least -1SD below the standard is
distinctly highest in the northeast. The educational 1level of the mother
is inversely associated with the percent wasted, falling fiom 8 percent of
children of mothers with no education to under 2 percent of children whose
mothers studied beyond the secondary level.

Height-for-age by weight-for-height

The relationship between thinness and shortness (stunting and
wasting), or chronic undernutrition and acute undernutrition is shown in Table
6.18 and Figure 6.5. These results represent a cross tabulation of height-for-
age Dby weight-for-age and indicates that 2.3 percent of all children aged 3
through 36 months are both stunted and wasted. These children fall -2SD or more
below the mean of the reference population in terms of their height-for-age and
their weight-for-height. They are clearly the most severely undernourished.
This 1is an underestimate, however, if height has been systematically biased
downwards by errors in the measuring procedures. The results also show that
20.1 percent are scarcely or moderately stunted but not wasted. Such children
are considered to represent "hidden undernutrition" because they do not look
undernourished. They are short but are of more or less normal weight for height,
so they just look small.

Table 6.18 Percentage among children aged 3-36 months in each height-for-
age standard deviation category by each weight-for-height
standard deviation category (Waterlow classification) using the
NCHS/CDC/WHO international reference.

Weight-for-height standard deviations
Height-for- from NCHS/CDC/WHO reference
age standard  ---=mmemeeeo e
deviations from -3.00 -2.00 -1.00 -0.99 1.00 +2.00

NCHS/CDC/WHO or to to to to or Percent
reference less -2.99 -1.99 +0.99 +1.99 more frequency
-3.00 or less 0.0 0.9 2.1 1.4 0.0 0.0 4.4
-2.00 to -2.99 0.1 1.3 8.1 8.1 0.3 0.1 18.0
-1.00 to -1.99 0.2 2.0 14.5 17.2 1.7 0.4 36.0
-0.99 to +0.99 0.2 1.0 9.5 25.17 2.0 0.7 38.8
+1.00 to +1.99 0.0 0.0 0.5 1.5 0.2 0.1 2.5
+2.00 or more 0.0 0.1 0.2 0.2 0.0 0.0 0.5

Percent frequency 0.5 5.2 34.8 54.0 4.2 1.3 100.0
N = 1857
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Figure 6.5
Crosstabulating Weight-for-Height
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Figure 6.6 summarizes the extent of undernutrition according to
selected background characteristics based on the combined results from the
height-for-age measures and the weight-for-height measure. It shows the percent
of children in each subgroup that are simultaneously stunted and wasted, defined
for this purpose in terms of a child at 1least - 2SD below the reference
population in height-for-age and -1.5SD below in weight-for-height. Overall in
Thailand, just over 7 percent of children are defined to be both stunted and
wasted using this particular definition. The results indicate that boys are
somewhat more 1likely to be seriously undernourished than girls, that
undernutrition increases with age of the child, 1is more common among rural than
urban children, and is far lower for children with mothers who have received
education beyond the primary level.

Figure 6.7 shows the distribution of all measured children combined
according to height-for-age and weight-for-height compared to the international
reference. Both the height-for-age and the weight-for-height distributions
derived from TDHS are parallel to the normalized international reference but
shifted consistently to the left. The extent of leftward shifting, however, is
less in the case of the weight-for-height curve. The differences in patterns
might reflect the possible tendency to underestimate height.

Weight-for-age

Table 6.19 shows the percent of children aged 3-36 months who fall
into various standard deviation categories away from the mean of the reference
population 1in terms of weight-for-age. Because weight-for-age is a composite
index which reflects 1long term chronic undernutrition and recent acute
undernutrition, it does not provide information beyond that already presented in
the tables on height-for-age and weight-for-height. It does not distinguish
between a child who 1is underweight because of thinness from one who is
underweight because of shortness. Also, because loss of body weight (as well as
gain) can occur rapidly and show scascnal fluctuations, a single point estimate
of weight-for-age can sometimes prove difficult to interpret, particularly when
compared with other estimates obtained at different time periods. Most often
weight-for-age is a measure used in clinical, longitudinal weight programs. The
data on weight-for-age from the TDHS are presented because they may provide a
useful reference for these programs.

A comparison of the mean weight-for-age of children by age in months
from the TDHS with the international reference is also included in Figure 6.2.
The finding that the mean weight of the youngest children in Thailand, those 3-5
months of age, 1is very close to that of the international reference and then
starts to decline is more or less a typical pattern for a developing country and
suggests that the weight measurements, unlike those for height, are probably not
systematically biased. Indeed, the weighing procedure followed is simpler for
the measurer to do than the procedure for measuring height in the sense that it
does not require forcing the child to lie straight. While errors in reading the
weight undoubtedly occurred, there is no obvious reason why such errors would be
biased 1in a particular direction. Thus it is interesting to note that while
weight-for-age tends to be closer to the international reference than height-
for-age at the very young ages, it is further below the reference at most ages
from 9 months onwards. This suggests the possibility that biases affecting
height measurement may have been concentrated at the youngest ages only.
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Figure 6.6
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Figure 6.7
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Compared to International Reference
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Table 6.19 Percentage among children aged 3-36 months in each standard deviation
category of weight-for-age using the international NCHS/CDC/WHO
reference by selected background characteristics

Standard deviations from NCHS/CDC/WHO

reference
Weighted
-3.00 -2.00 -1.00 -0.99 1.00  +2.00 number of
Background or to to to to or Total children

characteristic more -2.99 -1.99 10.99 +1.99 more percent 3-36 months

Sex
Male 4.6 20.9 39.9 31.5 3.1 0.1 100 943
Female 4.0 22.2 34.3 37.0 1.7 0.8 100 913
Age in months
3-1 0.9 12.5 24.2 55.3 6.5 0.5 100 466
12 - 23 4.9 24.7 40.8 27.8 1.1 0.7 100 710
24 - 36 5.9  24.4 15.5 26.4 0.9 0.1 100 681
Previous birth interval*
¢ 2 years 3.2 343 26.3 33.2 2.6 0.4 100 240
2-3 years 6.0 19.8 41.5 31.2 1.2 0.3 100 465
4 years or more 5.3 21.1 21.8 32.2 2.9 0.7 100 449
Twins 20.1 13,5 31.7 32.9 1.9 0.0 100 21
Urban-rural residence
Urban 1.2 105 33.8 471.5 5.3 1.4 100 308
Rural 4.9 23.7 37.8 31.5 1.8 0.3 100 1,548
Region
North 4.4 22.3 40.5 1.7 1.0 0.1 100 353
Northeast 5.9  28.3 371.0 26.5 2.1 0.2 100 672
Central 3.7 16.6 35.7 40.1 3.2 0.7 100 346
South 3.3 177 36.3 39.7 2.3 0.7 100 295
Bangkok 0.9 11.2 3.4 46.4 4.9 1.3 100 191
Bducation of mother
No aducation 6.9 28.3 41.5 20.4 2.9 0.0 100 149
Primary 4.5 23.1  38.2 32.6 1.4 0.3 100 1,449
Secondary 1.9 11.5 33.1 44.8 7.4 1.3 100 170
Higher 0.8 4.5 21.4 63.3 7.7 2.3 100 89
All children 4.3 2.5 37.1  34.2 2.4 0.4 100 1,857

* Excludes first birth; twins are included hoth as a separate category and
under the appropriate interval category
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APPENDIX A

SAMPLE DESIGN AND IMPLEMENTATION

A.1 The Study Population

The survey was designed to cover the whole country geographically.
The study population was composed of three types of units on which substantive
information is collected and analysed. These were as follows:

1. Non-municipal communities or villages. This involved the
collection of basic information on community characteristics and facilities.
All areas classified as municipal were excluded. The respondents were

designated leaders and functionaries in the community, with some supplementary
information compiled from administrative and other sources.

2. Private households in urban and rural areas. This involved the
listing of individual household menmbers, including usual residents and temporary
visitors, and the collection of information on their basic demographic and
educational characteristics. Population residing in institutions or under other
special arrangements outside private households, as well as foreign houscholds
were excluded. Respondents could be any adult usual resident of the household.

3. Ever-married women aged 15-49. This covered women in private
households on the basis of a de facto coverage definiticn. Visitors and usual
residents who were in the household the night before the first visit or before
any subsequent visit during the few days the interviewing team was in the area
were eligible. Excluded were the small number of married women aged under 15
and women not present in private households.

A.2 Sample Size and Allocation

The objective of the survey was to provide reliable estimates for
major domains of the country. This consisted of two overlapping sets of
reporting domains: (a) Five regions of the country namely Bangkok, north,
northeast, central region (excluding Bangkok), and south: (b) Bangkok versus all
provincial urban and all rural areas of the country. These requirements could
be met by defining six non-overlapping sampling domains (Bangkok, provincial
urban, and rural areas of esach of the remaining 4 regions), and allocating
approximately equal sample sizes to them. On the basis of past experience,
available budget and overall reporting requirement, the target sample size was
fixed at 7,000 interviews of ever-married women aged 15-49, expected to be found
in around 9,000 households. Table A.1 shows the actual number of households as
well as eligible women selected and interviewed, by sampling domain (see Table
1.1 for reporting domains). Further details on the number of households
selected are shown in Table A.2 and discussed in Section A.4.



Table A.1 Number of households and women selected and successfully interviewed by sampling domain

Households Eligible Women

Overall Eligible
Successfully Response Successfully Response rasponse women

Sampling domain Szlected interviewed rate (%) Selected interviewed rate (%) rate(%) par 100 hh.

(1) (2) (3)=(2)/(1) (4) (5) (6Y=(5}/(4) (M=(3)x(6) (8)=(4)/(2)x100

Bangkok 1,913 1,762 92.1 1,441 1,248 86.6 79.8 81.8
Provincial wban 1,717 1,644 95.7 1,254 1,175 93.7 89.7 75.7
North rural 1,479 1,455 98.4 1,186 1,168 98.5 9.9 81.5
Mortheast rural 1,299 1,286 99.2 1,093 1,064 97.3 96.3 85.0
Central rural 1,566 1,506 9.4 1,178 1,112 9.4 %.8 78.2
South rural 1,449 1,392 95.7 1,049 1,008 96.1 92.4 15.6
Total 9,423 9,045 96.0 7,201 6,775 94.1 90.2 79.6

A.3 The Frame and Sample Selection

The frame for selecting the sample for urban areas, was provided by
the National Statistical Office of Thailand and by the Ministry of the Interior
for rural areas. It consisted of information on population size of various
levels of administrative and census units, down to blocks in urban areas and
villages in rural areas. The frame also included adequate maps and descriptions
to identify these units. The extent to which the data were up-to-date as well
as the quality of the data varied somewhat in different parts of the frame.
Basically, the multi- stage stratified sampling design involved the following
procedure. A specified number  of sample areas Were selected
systematically from geographically/administratively ordered 1lists with
probabilities proportional to the best available measure of size (PPS). Within
selected areas (blocks or villages) new lists of households were prepared and
systematic samples of households were selected. In principle, the sampling
interval for the szlection of households from lists was determined so as to
yield a self weighting sample of households within each domain. Howevear, in the
absence of good measures of population size for all areas, these sampling
intervals often required adjustments in the interest of controlling the size of
the resulting sample. Variations in selection probabilities introduced due to
such adjustment, where required, were compensated for by appropriate weighting
of sample cases at the tabulation stage.
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Details of the selection procedure differed among the sampling
domains and are summarized below:

1. Bangkok

The sample was selected in two stages: selection of 48 blocks with
PPS, followed by 1listing and selection of households within blocks with the
objective, ideally, of obtaining a self-weighting sample according to the
following scheme:
B

- First stage: selection of blocks with probability 48 s
ZBi
- Second stage: selection of households with probability %
i
where B, is the measure of size of a block (i); IB, being the sum for
the whole domain; and b is the constant target sample take per block of around
30 households. The overall sampling rate becomes a constant =  48.b/IB, ,

determined in accordance with the target sample size. 1In application, the above
procedure was modified as follows.

(1) To greatly reduce the clerical work involved, a PPS sample
of 48 pages of the book containing block records was
selected first. A page was selected with probability
proportional to the total number of households in blocks
recorded on the page.

(ii) Measures of sizes of blocks within the selected pages were
updated on the basis of available information where
possible. Then one block per page was selected with PPS,
using the updated measures of size.

(iii) The sampling interval to be applied at the last stage was
determined originally such that in conjunction with (i)
and (ii), it would result in a uniform overall sampling
rate (Aa.b/zBi).

(iv) Houscholds within each selected block were listed just
before the fieldwork period. Generally these were
sampled using the rate determined in (iii). However, in
many cases this procedure would have resulted 1in large
variations in the number of households selacted because of
discrepancies between the actual number of households
found in a block and the number originally expected. In
such cases, selection intervals (iii) were adjusted so as
to reduce these variations in sample "takes" per block.

(v) Finally, data were weighted to compensate for the above
mentioned adjustments.
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The

(1)

(ii)

(1ii)

(iv)

(v)

3. Rural

The

Urban
sample was selected in three stages:

From a single list arranged by region, and within region
geographically, a systematic sample of 24 districts was
selected with probability proportional to population (Pi)
in 1980.

Within each selected district, two blocks were selected
with equal probability. The equal probability rather than
a PPS scheme was used because no usable measures of block
size were available.

Within each selected block, households were listed and
sampled at a rate so as to provide a self weighting
sample of the desired size. Consequently the selection
scheme proceeded in the following stages:

P

- first stage: selection of 24 districts with PPS, 24 —

ZPi

- 2nd stage: selection of 2 blocks from A blocks in the

district with equal probability, é

- 3rd stage: selection of households so as to achieve
uniform overall probability

Where necessary, large variations in block sample sizes
resulting from the above procedure were avoided Dby
adjusting the last stage selection interval in (iii).

Finally, survey data were weighted to compensate for

differences in overall selection probabilities because of
adjustments made in (iv).

Areas

sample was selected separately within each region following a

similar procedure as follows:

- first stage: selection of 24 districts for region with

Dy

systematic PPS: 24—

ZDi
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- 2nd  stage: selection of 2 tambol per district with

Tii
systematic PPS: 2 --
zrij

- 3rd stage: selection of one village per tambol with PPS:

Vigk  Visk

BV ik Ty

- 4th stage: listing of households within a village and
selection with inverse-PPS with the objective of obtaining a

self-weighting sample of the required size.

In the above equations, »p, is the measure of population size of a
district, T,; of a tambol and Vyy 0f a village in it. It should be noted that
effectively “the sample remains a three stage sample as in the case of urban
areas outside Bangkok. The reason for this is that since only one village is
selected per tambol, the procedure does not differ from selecting two villages
directly from a systematic list for the whole district. (The combined selection
scheme for the second and third stages is LviﬂJtTU).

In application, there were some departures from the above scheme. The
measures of size used in the first stage (n,) referred to population numbers;
however, at subsequent stages it was more convenient to use somewhat more up-to-
date measures in terms of numbers of houscholds (for this reason LT, differ
from D, but IV, equals Tij). Unfortunately, the two measures, though they
came in principle” from the same source, were not entirely compatible, resulting
in significant variations in ultimate sample takes. Improving control over
sample takes required adjustment of the final stage sampling vate in some cases,
compensated as before by weighting of sample results at the cluster level.

A.4 SAMPLE OUTCOME

As noted earlier, the final sample of households was selected from
lists prepared in the sample areas. The time interval between household listing
and enumeration was generally very short, except to some extent in Bangkok where
the listing itself took more time. In principle, the units of listing were the
same as the ultimate units of sampling, namely households. However in a small
proportion of cases, the former differed from the latter in several respects,
identified at the stage of final enumeration:

a) Some units listed actually contained more than one household each

b) Some units were "blanks", that is, were demolished or not found to
contain any eligible houscholds at the time cf enumeration.
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c) Some wunits were doubtful cases in as much as the household was
reported as "not found" by the interviewer, but may in fact have existed.

Table A.2 shows the number of units listed, the number taking into
account multiple households (a) in the list, and the estimated number selected
after deducting blanks (b). The ratio of the number successfully interviewed to
the number selected gives the response rate. This response rate may be
underestimated to the extent that all the doubtful cases (c) have been
considered as cases of non-response and included in the denominator. It is
possible that some of these were genuine "blanks", but can not be verified to be
so definitively wunder practical conditions of survey taking. The estimated
response rates for the household and individual interviewed were already shown
in Table A.1.

A.5 Veighting of Sample Results
Sample cases are weighted for the following reasons:

- to compensate for differences in sampling probabilities,

- to compensate for differences in response rates, and

- to make the regional and urban-rural distribution of the
sample correspond to the distribution according to the most
recent population projections and evidence available from
other, supposedly more reliable, sources.

Each of these is described below in turn.

1. Design weights. These refer to the weights which compensate for
differences in selection probability. They are inversely proportional to
design probabilities of selection, but can be scaled arbitrarily such that the
average weight 1is 1.0 per case for the sample as a whole. Firstly, these
weights differ by sampling domain since domains were sampled at different rates
to yield nearly constant sample sizes despite differences in domain size.
Secondly, to a lesser extent, sampling rates differed among blocks and villages
in cases where it was necessary to introduce this variation to improve control
over sample takes, given the inaccuracies in the available measures of size.*
Design weights are applied at the level of the block or village identically to
all households and individual women in the area.

*In 5 (out of 48) sample blocks in Bangkok, some arbitrary adjustment
was made to the design weights. The measures of size used for selecting these
areas wWere seriously underestimated, so that it either required very large
sample takes (for a self-weighting sample) or the application of very large
weights (if the sample takes were kept reasonable). Arbitrary adjustment was
made to the sample weights in these cases to avoid the large increase in
variance which either of the above two options would have involved.
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Table A.2 Outcome of the sample of households

(1) corrected
for multiple No
Sampling households Vacant Number of No one adult
domain Units in single or not a household Not at at Refused/ Successfully
listed listings dwelling Demolished selected found home home postponed Other interviewed
(1) (2) (3) (4) (5)=(2)-(3)-(4) (6) (7) (8) (9) (10) (11)
Bangkok 1,902 2,046 128 5 1,913 4 96 6 38 7 1,762
Provincial
urban 1,715 1,760 43 0 1,717 1 57 2 12 1 1,644
Rural:
North 1,440 1,496 5 12 1,479 10 7 1 3 3 1,455
Northeast 1,296 1,310 6 5 1,299 1 9 o] 1 2 1,286
Central 1,488 1,603 13 24 1,566 25 23 3 1 8 1,506
South 1,440 1,508 20 39 1,449 26 25 0 0 6 1,392

Total 9,281 9,723 215 85 9,423 67 217 12 55 27 9,045




2. Weights due to differential non-response. Because of generally
higihi response rates, with the exception of Bangkok to some extent, the
application of weights to compensate for non-response was in itself not very
important. However, since it was already necessary to apply design weights at
the level of the block/village, these latter could be easily modified to fake
into account non-response as well, The adjustment consisted of multiplying the
design weights by the inverse of the response rate in the block/village. The
final weights were scaled so that the average weight was, again, 1.0 per case.

Since the overall response rate for individual interviews (col 8,
Table 1.1) was lower than that for household interviews (col 3, Table 1.1) 1in
the same area, the weights were not exactly the same for the two types of units.

3. Adjustment of regional and urban-rural distribution of the sample

Finally, the above weights were adjusted to make the sample
distribution of the population and of eligible women correspond to the best
available "standard" distributions of these at the level of the major reporting
domain (region and urban-rural sectors). The external standards were obtained
from (a) NESDB projections of the total populaticn for 1937 by region; (b)
proportion wurktan of total population by region from Ministry of Interior
registration figures for 1985; (c) the corresponding NESDB projactions for the
numbers of women aged 15-49; and (d) estimates for proportions ever-married
among women aged 15-49 in each domain from the 1984 Survey of Population Change.
Multiplication of (a) and () provides estimates of the total population
distributed simultaneously by region and urban-rural status while multiplication
of (b), (c) and (d) provides estimates of the number of ever-married women age
15-49 (i.e. eligible women) distributed simultaneously by region and urtan-rural
status. The former distribution is used to derive correction factors for the
few tabnlations that refer to the total population c¢f individuals as enumerated
in households while the latter distribution serves as the hasis for determining
the correction factors to be applied tc tabulations referring to information
derived from the eligible woman questionnaire.

Both for the total population and for ever-married women aged 15-49,
the joint distribution by region and urban-rural status consists of nine
mutually exclusive and exhaustive categories: one for Bangkok (which is treated
as entirely wurban) and one each for the urban and rural sectors of the four
remaining regions. Table A.3 compares the distribution of the entire population
and of ever-married women aged 15-49 as .numerated in the TDHS sample both
before any weighting and after being weighted for sample design and non-response
with the corresponding standard distribution. Tables A.4a and A.4b illustrate
the derivation of the standard distributions_for the total population and the
population of ever-married women aged 15-49 respactively. The ratio of the
proportion 1n each of the nine categories 1in the appropriate standard
distribution to the corresponding proportion in the distribution of the sample
population aftzsr weighting for sample design and non-response represants the
multiplication factors to be applied to cbtain the final weights. Adjusting the
weights in this manner ensures that the regional and urban-rural distribution of
the weighted sample agrees with the external standard. This adjustment has no
effect on the survey results for the individual sampling domains when taken
separately except in the case of the piovincial urban domain, in which case it
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Table A.3 Camparison between sample distribution and "standard" distribution by region and urban-rural status

% distribution of % distribution of
total popuiation eligible women
Correction Correction
Weighted weights for Unweighted Weighted for weights for
Unweighted for design and household (as inter- design and eligible women
{(as enumerated) non-response Standard interview data viewed) non-response Standard interview data
(1) (2} (3) (4)=(3)/(2) (5) (6) (7) (8)=(7)/(6)

Bangkok 19.7 15.5 1.1 N7 18.4 14.9 10.8 124
North

Urban 3.7 2.3 1.5 .651 4.3 2.0 1.6 .783

Rural 15.0 19.0 18.0 .954 17.2 19.4 19.0 .981
Northeast

Urban 4.4 2.5 2.0 .800 4.7 2.4 2.1 .883

Rural 15.3 27.2 32.7 1.204 15.7 28.6 32.8 1.148
Central

Urban 5.2 3.6 2.2 .611 5.3 3.5 2.2 .634

Rural 16.9 18.2 19.4 1.063 16.4 18.1 19.2 1.061
South

Urban 3.3 1.8 1.6 .887 3.2 1.6 1.5 J913

Rural 16.5 10.0 11.4 1.145 14.8 9.5 10.8 1.139
Total . 100 100 100 - 100 100 100 -

ensures that the regional distribution of the weighted provincial urban sample
agrees with the external standard. Horeover, when results are presented by
region, it ensures that the urban-rural distribution of the weighted results
within a region corresponds to the external standard.

As evident from Table A.3, there is a substantial difference both 1in
the <cases of the total sample population and the eligible women population
between the unweighted distribution and the distribution after weighting for
design and non-response. This 1s as expected based on the nature of the sanmple
design. There are also some differences, however, between the latter
distributions and the standard distributions, particularly with respect to
Bangkok and the provincial urban components of most regions. In these cases the
sample sizes turned out to be considerably larger than anticipated and the
extent of adjustment required is substantial. This discrepancy may reflect the
fact that the true population of Bangkok and provincial urban areas are
substantially larger than official estimates and projections indicate. However,
no firm conclusion can be drawn concerning this based on a sample of the scale
of the TDHS. Therefore it is appropriate to accept the standard estimates as a
basis for adjusting the sample weights.
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Table A.4a Derivation of "standard" distribution for total population
(1) (2) (3) (4)
Population
1987, from Proportion urban Estimated Estimated
NESDB projections 1985, from 1987 urban 1987 rural
(in 1,000's)* MOI registration  population population
(1)x(2) (1)-(3)
Bangkok 5,972 1.000 5,972.0 -
North 10,488 .079 328.6 9,659.4
Northeast 18,622 .059 1,098.7 17,523.3
Central 11,577 .103 1,192.4 10,384.6
South 6,996 .125 874.5 6,121.5
*Regional projections assume constal'’ age sex structure and

regional distribution of migrants; the central region figure is determined
by combining Bangkok region excluding Bangkok metropolis, subcentral, east
and west areas of central region

Table A.4b Derivation of "standard" distribution of aver-marrisd women

(5) (6)

(1) (2) (3) (4) Estimated Estimated
Women 15-49 Proportion Estimated 1987 urban 1987 rural
1987, ever married ever married  Proportion ever married ever married
from NESDB among wamen women 15-49 urban 1985 women 15-49  women 15-49
projections 15-49 (in 1000's) from MOI (in 1000's}  {in 1000's)
(in 1000's)* SPC*x (1)x(2) registration (3)x(4) (3}-(5)
Bangkok 1,817 .5741 1,043 1.000 1,043.0 -
North 2,791 L7129 1,990 .079 157.2 1,832.8
Northeast 4,671 .7209 3,367 .059 198.7 3,168.3
Central 3,054 .6757 2,064 .103 213.5 1,851.4
South 1,693 .6986 1,183 125 147.9 1,035.1
*Regional projections assume constant age sex structure and regional distribution of
migrants; the central region figure is determined by combining Bangkok region excluding Bangkok

metropolis, subcentral, east and west areas of central regioa

**Women of unknown marital status are excluded from basis of calculation
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A.6 TDHS Sample Provinces

The

sample includes 65 out of a total of 73 provinces (including Bangkok).

A list of the TDHS sample provinces is given below:

North:

0O IO U i W)=
L] .

Northeast:

Central:

South:

17.
18.
19.
20.
21.
22.
23.

32.
33.
34.
35.
36.
37.
38.
39.
40.
41.

53.
54.
55.
56.
57.
58.

. Uthai Thani
. Nakhon Sawan
. Phetchabun

. Phichit

Kamphaeng Phet

. Tak

Sukhothai

. Phitsanulok

Chaiyaphum

Nakhon Ratchasima
Buri Ram

Surin

Si Sa Ket

Ubon Ratchathani
Yasothon

Trat
Chanthaburi
Rayong

Chon Buri
Chachoengsao
Prachin Buri
Saraburi

Phra Nakhon Si Ayutthaya

Lop Juri
Sing Buri

Chum Phon

Surat Thani
Phangnga

Phuket

Krabi

Nakhon Si Thammarat

Bangkoi Metropolitan Area:

65.

Bangkok

139

10.
11.
12.
13.
14.
15.
16.

24.
25.
26.
217.
28.
29.
30.
31.

42.
43.
44.
45,
46.
47.
48.
49.
50.
51.
52.

59.
60.
61.
62.
63.
64.

. Uttaradit

Phrae

Nan

Phayao
Chiang Rai
Lampang
Lamphun
Chiang Mai

Maha Sarakham
Roi Et
Kalasin

Khon Kaen
Udon Thani
Sakon Nakhon
Nakhon Phanom
Nong Khai

Chai Nat

Suphan Bur:.
Kanchanaburi
Nakhon Pathom
Pathum Thani
Nonthaburi
Samut Prakan
Samut Songkhram
Samut Sakhon
Ratchaburi
Prachuap Khiri Khan

Trang
Phatthalung
Songkhla
Pattani
Yala
Narathiwat



APPENDIX B

Comparison of Sample Characteristics with External Sources

In chapter 1, several of the basic characteristics of the sample were
described. In this appendix, characteristics of the sample are examined further
with particular attention to comparisons with information from external sources.
Most important for this purpose, because of their extensive coverage, are the
1980 census and the recent Survey of Population Change (SPC), a large scale
survey conducted by the National Statistical Office. The most recent SPC was
conducted in 1984-86 and was the third in a series of mid-decade dual record
system surveys designed to estimate fertility and mortality as well as the
extent and completeness of vital registration. In addition, the SPC provides
information on characteristics of the population. The most recent SPC is based
on a national probability sample of approximately 60,000 households. Results
describing characteristics of the base population at mid-year 1984 have been
published and serve as a convenient source for comparison ith the TDHS
(National Statistical Office, 1985). Vital rates from the most recent SPC,
referring to the one year period from mid-1985 to mid-1986, have alsc been made
available to the Institute of Population Studies in advance of publication.
Data on population characteristics are also available from the previous SPC and
refer to mid-1975 while vital rates from the previous SPC refer to the two year
period from nid-1974 to mid-1976 (National Statistical Office, 1978).

B.1 Age and Sex Distribution

The percent distribution by age and sex of the entire sample
population as enumerated by the household questionnaire is shown in Table B.1
along with equivalent data from three other sources: the most recent population
projections from the National Economic and Social Development Board (NESDB), the
most rerent SPC, and the 1980 Census. Since the NESDB projections rely heavily
on the 1980 census, the two sources are not independent. However, results of
the projections incorporate adjustments to the census data and permit a
comparison for 1987, the year when the TDHS took place. Three different
assumptions about fertility were made. The projections based on the median
fertility assumptions are selected for comparison. However, the projected age
distribution for 1987 corrcsponding to the low or the high fertility assumptions
are almost identical since all three series start with the same assumed
fertility levels for the period 1980-85. This initial starting fertility level
is heavily influerced by fertility estimates derived from CPS3. The differences
in the reference years should be born in mind when comparing the TDHS sample
with the SPC and the census, which respectively refar to the situations 3 years
and 7 years earlijer. In addition, it should be noted that age in the TDHS
sa7*%e refers ic stated age while age in the census (and hence NESDB
pro,.ntions) and age in the SPC are derived from birthdates whenever possible.
Thi. 1is important because stated age among Thais frequently refers to age at
next birthday rather than the age at last birthday, the conventional demographic
definition of age (Chamratrithirong, Debavalya and %nodel, 1978).
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Table B.1 Percent distribution according to age, by sex, comparison of results from the TDHS household
sample, the NESDB projected popul?flon, the Survey of Population Change (SPC) and the census

NESDB Projections

TDHS, 1987 for 1987* SPC, 1984 Census 1980

Age Males Females Total Males Females Total Males Females Total Males Females Total
0-4 9.0 8.4 8.7 12.1 11.8 11.9 11.¢ 10.9 11.3 12.4 11.8 12.1

5-9 11.0 10.2 10.6 11.9 11.7 11.8 12.6 11.6 12.1 13.3 12.7 13.0
10-14 12.8 11.7 12.2 11.7 11.4 11.5 13.2 12.5 12.8 13.5 12.9 13.2
15-19 12.3 11.5 11.9 11.6 11.2 11.4 11.7 11.3 11.5 12.1 12.0 12.1
20-24 10.0 10.4 10.2 10.6 10.3 10.5 3.1 9.7 9.4 10.0 10.1 10.1
25-29 8.2 8.2 8.2 8.9 8.8 8.9 8.4 8.5 8.4 7.8 8.0 7.9
30-34 7.7 8.1 7.9 7.4 7.5 7.5 7.1 Pt 7.1 6.0 6.1 6.0
35-39 6.1 6.5 6.3 5.9 5.9 5.9 5.4 5.6 5.5 5.2 5.3 5.2
40-44 4.6 5.0 4.8 4.6 4.6 4.6 4.8 4.9 4.9 4.8 4.9 4.8
45-49 4.4 4.3 4.3 3.9 4.0 4.0 4.4 A.5 4.4 4.2 4.3 4.2
50-54 4.0 4.3 4.2 3.4 3.6 3.5 3.6 3.9 3.7 3.3 3.4 3.4
55-59 3.0 3.1 3.1 2.7 2.9 2.8 2.17 3.0 2.9 2.4 2.5 2.5
60-64 2.5 2.8 2.7 2.0 2.2 2.1 2.0 2.2 2.1 1.8 2.0 1.9
65 + 4.2 5.4 4.8 3.2 4.1 3.6 3.5 4.4 3.9 3.1 3.9 3.5
All ages 100 100 100 100 100 100 100 100 100 100 100 100

Note: TDHS results refers to usual household residents

* Medium fertility assumption



One of the more striking differences between the TDHS sample age
distribution and the distribution projected by NESDB is the lower proportions in
the two youngest age-groups, especially in the 0-4 group but also in the 5-9
group. Several reasons probably underly this difference. First, the fact that
the age distribution of the TDHS household sample is based on stated age
probably has led to the transfer of some children through age misstatement from
the 0-4 age-group into the 5-9 age-group, 1largely as a result of reporting some
4 vyears old children as 5 years old. This is a net loss for the 0-4 group
because no children can be transferred into the 0-4 age-group from younger ages.
Although the 5-9 age-group gains from transfers from the 0-4 group, it looses to
the 10-14 age-group and thus no net gain may result. Second, the NESDE
projections are based on assumptions about fertility levels since 1980 that are
considerably higher than reported in the TDHS. While fertility may be
understated by the TDHS, there is reason to suspect that the initial fertility
levels incorporated into the projections, which are heavily dependent on the
CPS3 results, are too high. The CPS3 fertility estimates are discussed below in
connection with a comparison between TDHS fertility estimates and those from
various other sources. In brief, the low proportions in the two youngest age
groups in the TDHS sample probably results from a combination of age
misstatement (for the 0-4 group), an overestimate of fertility in the
projections, and some underreporting of young children in the TDHS.

The proportion in the oldest age-groups are generally higher in the
TDHS sample than in either the NESDB projections or the SPC. For the combined
sexes, the TDHS shows a higher proportion in every age-group from 50-54 and
above than the SPC and for every age-group from 30-34 and above than the NESDB
projections. However, the proportion of the females in the overall reproductive
ages is not greatly different between the various sources. For the TDHS sample,
54 percent of the female population is between ages 15-49 compared to 52 percent
for both the NESDB projections and the SPC and 51 percent according to the 1980
census.

Table B.2 compares the age distribution of ever-married women in the
reproductive ages from the TDHS eligible woman sample with the equivalent
distributions from SPC and the 1980 census. In general, the match between TDHS
and SPC is quite close. The trend towards somewhat later marriage documented in
Chapter 2 1is probably responsible for the decline in the proportion of ever-
married women in the two youngest age-groups shown between the 1980 census and
the TDHS.

The sex ratio of the sample population according to age as derived
from the household listing is compared in Table B.3 with the NESDB projected
population for 1987, the SPC and the 1980 census. In the data from all sources,
the sex ratio, initially showing a surplus of males, generally declines with
age. This 1is expected given the larger number of boys born than girls and the
higher male than female mortality rates at most ages (National Statistical
Office, 1978). One of the more striking contrasts is the noticeably higher sex
ratios for the two youngest age-groups evident for the SPC but not in any of the
other sources. The TDHS sample shows lower sex ratios at most of the prime
reproductive ages than the other sources.
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Table B.2 Percent distribution of ever-married women aged 15-49
according to age-group, comparison of results from
TDHS, the Survey of Population Change (SPC), and the

census
""""""""""""""""""""" TS sec  Census
Age 1987 1984 1980
15-19 5.0 5.7 6.0
20-24 14.8 16.2 17.3
25-29 19.3 19.6 19.3
30-34 19.6 18.0 16.2
35-39 16.4 14.7 14.7
40-44 12.9 13.4 14.0
45-49 11.9 12.3 12.5
Total 100 100 100

Notes: The TDHS results are based on the eligible women sample

Table B.3 The sex ratio (males per 100 females), by age,
comparison of results from the TDHS household sample,
the NESDB projected population, the Survey of
Population Change (SPC) and the census

TDHS NESDB SPC Census

Age 1987 1987 1984 1980
0-4 103 103 107 104
5-9 103 103 109 104
10-14 106 104 106 104
15-19 103 104 103 99
20-24 92 103 94 98
25-29 96 101 99 96
30-34 92 99 101 98
35-39 91 100 97 98
40-44 88 100 98 97
45-49 98 917 98 96
50-54 88 93 92 917
55-59 94 92 93 96
60-64 87 92 91 93
65+ 75 79 80 80
All ages 96 100 100 100

Note: The TDHS results refer to usual household residents

143



B.2 Marital Status Distribution

Since the TDHS focused on ever-married women in the reproductive ages
and most of the information was obtained through the eligible woman sample, it
is important to assess the extent to which the sample is representative in terms
of marital status. This is particularly the case because of the important role
that the marital status distribution of the overall sample plays in the
calculation of the age-specific and total fertility rates which, as noted in
Chapter 3 and discussed below, appear to be lower than expected.

For the TDHS, the proportions ever married by age among women within
the reproductive ages can be calculated directly from the household listing or,
alternatively, can be estimated from the eligible woman sample in combination
with the household listings as described in Chapter 2. When such a tabulation
is based directly on the household listing, however, an adjustment is necessary
to allow for the fact that ages in the household interview are on average
somewhat overstated. This arises from the fact that ages in the household
interview are directly reported as mentioned above and are as likely to refer to
age at next birthday as to age at last birthday. This has a noticeable
distorting effect on the proportions ever married, especially at the younger
ages where the proportion married increases rapidly with age. Therefore,
results based directly on the household questionnaire have been adjusted by
using a formula proposed by Hill (1979) for this purpose. The adjustment
assumes that the stated age as reported in the household listings is on average
half a year greater than the correct age. Comparisons between stated and
calculated ages for interviewed eligible women suggest that this is
approximately the order of magnitude of age misstatement involved.

In the case of the eligible woman sample, age is calculated, whenever
possible, from reported date of birth and therefore exclusively refers to age at
last birthday (except for the minority of women who did not report a birthdate).
As described in Chapter 2, although the marital status distribution based on the
eligible woman sample also incorporates information on single women from the
household questionnaire, the manner in which this is done eliminates distortions
due to any age misstatement.

Table B.4 compares the percent ever married by age for women and men
within the age-span 15-49 based on the TDHS, the census, and the SPC. Results
from the TDHS are presented based on the household questionnaire, both before
and after adjusting for age misstatement. For women, results based on the
eligible women questionnaire (derived as described in Chapter 2) are also shown.
For comparison, the proportions ever married as reported in the 1980 census and
the 1984 SPC are given as well as the projected proportions ever married for
1987 (to correspond to the timing of the TDHS fieldwork) based on linear
extrapolation of the trend observed between the 1970 and 1980 census and the
trend between the 1975 and 1984 SPCs.
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Table B.4 Percentage ever-married, by age and sex, comparison of results from TDHS, the Census and the
Survey of Population Change (SPC)

TDHS 1987
From household From census SPC
questionnaire = e e
———————————————————— From eligible Projected Observed Projected Observed
Age and Sex unadjusted adjusted* woman questionnaire to 1987%x* 1980 to 1987%x*x* 1984
Females
15-19 12.3 14.9 16.8 15.1 16.7 18.6 19.3
20-24 49.2 52.4 52.2 52.6 56.5 58.6 59.9
25-29 75.9 77.7 76.2 75.4 79.1 80.6 81.5
30-34 86.3 87.0 86.17 85.6 88.2 88.7 89.5
35-39 91.1 91.5 90.9 91.3 92.7 92.2 92.9
40-44 93.9 94.1 93.6 93.7 94.7 94.4 95.0
45-49 96.2 96.3 96.3 95.1 95.9 95.8 96.4
Males
15-19 3.5 5.1 - 3.2 3.7 7.3 6.6
20-24 29.5 32.6 - 35.7 34.9 36.8 37.0
25-29 65.4 68.2 - 74.7 75.1 74.4 74.4
30-34 87.0 88.4 - 88.1 89.1 89.6 89.8
35-39 93.6 94.0 - 93.6 94.1 95.0 94.7
40-44 96.3 96.5 - 96.1 96.2 96.9 96.7
45-49 97.8 97.8 - 96.8 96.8 97.6 97.4

Notes: Persons of unknown marital status have been distributed proportionately in the results for the 1980
census and 1984 SPC. The TDHS results refer to usual household residents.

* Adjusted for rounding up of age by an average of 0.5 years (see Hill, 1979, pp.23-26).
** Projected by linear extrapolation of the change between the 1970 and 1980 censuses.
**x  Projected by linear extrapolation of the change between the 1975 and 1984 Surveys of Population
change.



It should be noted that marital status distributions as recorded in
the censuses and the taste two SPCs are not entirely consistent with each other
and therefore separate projections are made based on the two sources. It seems
reasonable to assume that the proportions ever married, at least among vomen,
have been declining during recent decades: results from the TDHS (see Chapter 2)
as well as a number of other national surveys show an increasing age at marriage
for women (Knodel, Chamratrithirong and Debavalya, 1986). Moreover, comparisons
between the two last censuses (1970 and 1980) and between the last two  SPCs
(1975 and 1984) indicate declines at most ages in proportions ever married,
especially for women, of roughly equivalent magnitude. However, when the two
censuses and the two SPCs are combined and compared as a single series, no
consistent trend is apparent. Indeed, as the data shown in Table B.4 indicate,
the proportions ever married as reported in the 1984 SPC are actually higher at
most ages than in the 1980 census. If we assume that the proportions ever
muarried are in fact declining, then it appears that, for unknown reasons, both
SPCs record somewhat higher proportions married for most age-groups, especially
for women, than would be expected based on the censuses (see Limanonda, 1988).

The results presented in Table B.4 indicate that once the marital
distribution from the household questionnaire is adjusted for age misstatement,
the proportions ever married by age-group for women are very similar to those
derived from the eligible woman questionnaire. Overall, proportions of women
ever married from the TDHS resemble quite closely those projected from the
censuses. They are lower, however, than those projected from the SPCs for every
age-group except 45-49. For men, the adjusted proportions ever married from the
TDHS are also generally closer to those projected from the censuses than from
the SPCs, although in the case of men, these two projections do not differ
greatly from each other. The largest difference between the TDHS and the
projected figures from either source is found between the proportion of men ever
married at ages 25-29, with the TDHS figure being substantially lower.

A final judgement of the reasonableness of the proportions ever
married as recorded by the TDHS depends on whether the projected estimates from
the censuses or the SPCs are judged to be more accurate. If the censuses are
accurate. and the trend that is apparent between the 1970 and 1980 censuses can
be safely extrapolated seven years ahead to 1987, the proportions ever married
recorded by the TDHS would appear to be quite reasonable, at least amorng women.
If instead the SPCs are more accurate and the trend between the 1875 and 1984
rounds can be extrapolated to 1987, then the proportions ever married as
recorded in the TDHS would appear to be too low. Under this latter situation,
the understatement of proportions ever married among women could account in part
for why age-specific and total fertility rates as derived from the TDHS appear
to be on the low side (see below). However, there is no compelling reason at
this point to assume that the SPCs measure the marital status distributions more
accurately than the censuses.

Given that the eligible woman sample consisted of ever-married women,
it is also of interest to compare the marital status of these women with
equivalent results from the latest census and SPC. Such a comparison 1is
presented on Table B.5. Overall within the TDHS eligible woman sample, 92
percent of ever-married women in the reproductive ages are currently married,
about 3 percent are widowed, and the remaining 5 percent are divorced. These
results are quite similar to those of both the 1984 SPC and the 1980 census.
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Table B.5 Percent distribution of ever-married women aged 15-49 according to marital status, by age,
comparison of results from TDHS, the Survey of Population Change (SPC) and the census

TDHS, 1987 SPC, 1984 Census, 1980

Currently Separated, Currently Separated, Currently Separated,
Age married Widowed divorced married Widowed divorced married Widowed divorced
15-19 28.1 0.1 1.8 94.6 1.0 4.3 94.4 1.1 4.5
20-24 95.5 0.5 4.0 94.8 1.0 4.3 94.3 1.4 4.3
25-29 95.1 0.8 4.1 94.2 1.8 4.0 94.2 1.9 3.9
30-34 94.1 1.3 4.6 93.6 2.4 4.0 93.2 2.9 3.9
35-39 92.0 3.6 4.4 91.2 4.2 4.6 91.2 4.8 4.0
40-44 86.6 7.1 6.4 87.6 7.4 5.0 88.2 1.7 4.2
45-49 84.1 9.3 6.6 82.5 12.7 4.8 83.6 12.2 4.2
Total 92.2 3.1 4.7 9.4 4.2 44 91.5 4.4 4.1

Notes: The TDHS results are based on the ::ligible woman sample; parsons of unknown marital status have been
distributed proporticnately in the Census and SPC results.

As would be expected, the proportions of ever-married women who are currently
married in the TDHS sample decrease steadily with age while both the proportions
widowed and separated or divorced increase with age. For most age groups, the
marital status distribution of the TDHS ever-married woman sample is similar to
ever-married women in the census and SPC. The main exception is the youngest
age-group, in which relatively fewer widowed and divorced or separated women are
found in the TDHS sample than in the other sources.

B.3 Educational Level

R comparison of the educational distribution of the TDHS sample based
on the household questionnaire and that reported for the 1984 SPC are shown in
Table B.6 for males and females in the reproductive age range. In comparing
these two sources, it should be recalied that educational levels have been
increasing steadily over the last several decades. This is clearly evident from

a comparison of the different age-cohorts in either survey. As age 1increases,
the percent with no education consistently decreases and the percent with
secondary or higher education increases. Thus the average level of education

should be somewhat higher for a given age-group in the TDHS compared to the same
age-group in the SPC since the TDHS took place almost three years later.
Moreover, given the different ways that age is determined in the two surveys
(directly from stated age in the TDHS household questionnaire and from
birthdates in the SPC), the equivalent age-groups in the TDHS are approximately
a half a year younger on average than in the SPC, further contributing to the
expected difference.
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Table B.6 Percent distribution according to educational level, by age and sex,
comparison of results from TDHS and the Survey of Population Change (SPC)

TDHS, 1987 SPC, 1984
Sex and Secondary Secondary
age None Primary or above Total None Primary or above Total
Females
15-19 3.2 64.0 32.7 100 2.7 73.2 24.1 100
20-24 4.1 69.6 26.4 100 3.1 75.2 21.7 100
25-29 5.7 70.2 24.1 100 5.1 78.7 16.2 100
30-34 7.0 77.5 15.5 100 6.1 84.3 9.5 100
35-39 9.4 79.0 11.6 100 8.4 82.9 8.7 100
40-44 12.9 76.1 11.0 100 13.0 81.1 5.9 100
45-49 18.3 75.8 5.8 100 n.a n.a n.a
Males
15-19 1.7 61.1 37.2 100 1.5 67.3 31.2 100
20-24 2.9 63.5 33.6 100 1.8 69.8 28.4 100
25-29 2.1 65.6 32.3 100 2.3 74.6 23.1 100
30-34 3.7 73.2 23.1 100 2.6 81.0 16.4 100
35-39 3.5 79.7 16.8 100 3.3 82.5 14.2 100
40-44 4.8 74.4 20.8 100 6.0 80.8 13.2 100
45-49 7.4 75.9 16.8 100 n.a n.a n.a

Notes: TDHS results are based on the household questionnaire and refer to wusual
household residents. Both the TDHS and SPC results exclude persons of

unknown education.

n.a. = not available

As anticipated, for both men and women, the percent with secondary
education or above is higher in every age-group for the TDHS sample than for the
SPC sample. Unexpectedly, however, the proportions with no education are also
higher for all age-groups for women and for most age-groups for men. It is also
interesting to note that when the percent with secondary education or above in a
particular age-group in the SPC is compared with the percent found in the next
older age-group in the TDHS, in most cases the TDHS percent is still higher. 1In
this comparison, the differences cannot be attributable to a time trend since
the gap between the surveys is less than the four and a half year difference
{(allowing for differences in the way age was determined) between two
successive age-groups. Thus the TDHS when compared to the SPC has a slightly
greater representation of the least and the most educated.
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B.4 Fertility

The TDHS collected data on both cumulative and current levels of
fertility and a comparison of each with data from external sources is of
interest. Table B.7 shows the mean number of children ever born to ever-married
women and the percent of children surviving according to the age of the woman
based on the TDHS together with results from CPS3, SPC and the 1980 census.
Given that fertility appears to have been declining for at least two decades,
as 1indicated by results from the TDHS (see Chapter 3) as well as other sources
(Knodel, Chamratrithirong and Debavalya, 1987), cumulative fertility for any
given age-group as recorded in the TDHS would be expected to be lower than 1in
the earlier sources. Indeed, the average number of children ever born to women
in each age-group is smallest according to the TDHS and, for most age-groups, is
largest according to the 1980 census. Results from the CPS3 for age-groups under
30, however, are higher than would be expected from the rest of the sources.
Since the CPS3 and SPC data were collected at almost the same time, their
results should be quite similar to each other. Nevertheless, for the first three
age-groups, the CPS3 results are distinctly higher than those from the SPC.
Indeed for the 20-24 age-group, the CPS3 results are slightly higher than even
those from the 1980 census. Thus it is likely that the CPS3 results somewhat
overstate cumulative fertility for these age-groups and the more relevant
comparison for the TDHS results is with the SPC and census.

It is difficult to know how much lower cumulative fertility should be
at the time of the TDHS in comparison to earlier sources. One possibility is to
linearly extrapolate the trend for each age group evident between the census and
SPC to the time of the TDHS and to compare the extrapolated mean number of
children ever born with the observed number. If this is done, the observed
results appear to be slightly lower than the extrapolated estimates for most
age-groups. For the overall sample, (i.e. all age-groups combined) the
extrapolated mean number of children ever born is 2.89 compared to the observed
average of 2.75. This comparison, however, 1is subject to both errors in the
census and the SPC und to errors in the assumption of an expected linear change
and hence can be considered at most as only suggestive of a possible
understatement in cumulative fertility in the TDHS.

The percentage of chiidr.n ever born who are still surviving generally
declines with the age of the moiler in the TDHS as well as in the other sources,
reflecting both longer average exposure time to the chance of dying for children
of older women and a probable decline in infant and child mortality during
recent decades. No clear trend in the percent of children surviving, however,
is apparent from a comparison of the different sources.

Prior to the TDHS, a variety of different sources have been used to
estimate fertility in Thailand. These include dual-record system estimates
from the Survey of Population Change, estimates based on the "own-children"
technique as applied to census data, the Contraceptive Prevalence Surveys, the
Survey of Fertility in Thailand (conducted as part of the World Fertility
Survey) as well as registration data. As discussed in Chapter 3, since complete
fertility histories were collected in the TDHS, it is possible to compute age
specific fertility rates not only for the present but also for an extended
period into the past subject to progressive censoring at older age-groups, the
further back in time the estimate refers. The very low level of recent
fertility indicated by the TDHS in Chapter 3 requires careful evaluation.
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Table B.7 Mean number of children ever born, and percent surviving for ever-married women, by age of
woman, comparison of results from TDHS, the Third Contraceptive Prevalence Survey (CPS3),
Survey of Fopulation Change (SPC) and the census

TDHS CPS3, 1984 SPC, 1984 Census 1980

Age of  Childrer  Percent  Children  percent  children  peresmt  omitmeen momiii

woman ever born surviving ever born surviving ever born surviving ever born surviving
15-19 .52 97.9 .81 92.9 .5¢ 94.5 69 97.9
20-24 1.15 95.7 1.44 95.6 1.31 95.9 1.43 95.4
25-29 1.83 95.9 2.14 94.2 2.03 94.7 2.32 94.4
30-34 2.52 94.3 2.82 94.0 2.88 93.3 3.28 93.4
35-39 3.34 92.8 3.73 91.5 3.77 91.6 4.26 92.0
40-44 4.18 89.9 4.77 90.3 4.81 89.0 5.05 90.2
45-49 5.18 87.6 5.54 85.6 5.65 86.7 5.52 88.1

Total 2.75 92.0 2.98 91.6 3.07 90.9 3.34 51.6



Comparison with previous estimates of fertility is a useful starting point.
Table B.8 summarizes a number of such comparisons. 1In each case total fertility
rates have been calculated up to the oldest age-groups for which an equivalent
rate can be calculated from the TDHS data.

Annual statistics on .egistered births, compiled by the Ministry of
Public Health, provide one useful source against which the TDHS fertility
estimates can be compared. It is widely acknowledged that births are
underregistered in Thailand. Although the precise extent of underregistration
is debatable, most estimates suggest registration is between 75 and 90 percent
complete, probably closer to the higher figure in recent years. The most recent
Survey of Population Change based on information collected from mid-1985 to mid-
1986, estimates that birth registration is 88 percent complete. It should be
noted, however, that this refers only to births actually occurring during the
study period and does not necessarily imply the number of births registered
nationally 1is 88 percent of the number that actually occurred during the year.
One important difference can arise from the fact that the births reported
nationally include all births registered in a given time period including births
that occurred earlier but have been registered late, even if the birth
registered refers to a child who is presently at school entry age or even older.
Unfortunately, the extent of late registration is unknown and may have changed
considerably over time. In addition, errors that occur at the various levels of
aggregation that take place prior to reporting the births to the national center
will also influence the extent to which the national figures reported for
registered births in a year correspond to the actual number that occurred during
that year.

Based on the number of registered births by age of mother for 1982
through 1984 and unpublished preliminary registration data for 1985 and 1986,
and utilizing the most recent official population projections to obtain the
number of women in reproductive age-groups, the TFR has been calculated for each
year from 1982 through 1986. Without making any allowance for
underregistration, the TFR based on these data declines steadily by 23 percent
from 2.76 to 2.12 during this five year period and averages 2.41 for the entire
five years.

When the TFR is calculated from the birth histories collected in the
TDHS for the same calendar years, the resulting TFR declines by 19 percent from
2.73 in 1982 to 2.21 in 1986 and averages 2.44 during the entire period. Hence
the extent of decline and the level of fertility are very similar between the
TDHS and the birth registration data unadjusted for underregistration. While it
is encouraging that similar trends are apparent in the two sets of data, the
fact that the TDHS indicates only a slightly higher TFR than implied by the
rates calculated from raw registration data (4 percent higher in 1986; one
percent higher for the entire 5 year period) is suggestive that TDHS
underestimates the level of recent fertility.

The latest SPC also provides a recent estimate of total fertility
referring to the period between mid-1985 and mid-1986 (based on births recorded
in the sample and taking underregistration into account). A comparison of the
total fertility rate based on TDHS data for approximately the same veriod with
that estimated by the SPC reveals that the TDHS data yield a TFR that is 85
percent as high. A comparison of total fertility up to age 39 based on the TDHS
and the second SPC which refers to the two year period between mid-1974 and mid-
1976 also indicates a lower rate from the TDHS.
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Table

B.8 Total fertility rates to selected age, comparison of results from TDHS and selected
other sources, 1970-1986

Period to which Ages to which Comparison Comparison TDHS Ratio of TDHS to
rates refer rates refer source rate rate comparison rate
a

1986 15-49 Registration 2.12 2.21 1.04
1982-86 15-49 Registrational 2.41b 2.4 1.01
1983-84c 15-49 CPs3 3.47 2.45 0.71
1982--84d 15-49 CPs3 3.36 2.64 0.79
1980—81e 15-44 CPs2 3.65 2.88 0.81
1985--"6f 15-49 3rd SPC 2.713 2.32 0.85
1974--76g 15-39 2nd SPC 4.46 3.97 0.89
1975--80}'1 15-39 Census1 3.51 3.35 0.95
1970—75J 15-34 Census1 4.01 3.66 0.91
1970-75 15-34 Parity Incre(mantk 3.63 3.64 1.00
1970-74 15-34 SOFT 3.67 3.69 1.01

Notes: All rates from the TDHS covering more than a one year period are unweighted averages of the

single year rates. Unless otherwise specified, rates from commarison sources covering more
than one year are weighted averages for the entire period covered.

a) Based on registered births as reported by the Ministry of Public Health, unadjusted for
underregistration, and the number of women as indicated in the most recent NESDB projections

b) Unweighted average of single year rates

c) Both TDHS and CPS3 rates refer to a period from approximately May 1983 to April 1984.

d) Both TDHS and CPS3 rates refer to a period from appraximately May 1982 to April 1984.

e) Both TDHS and CPS2 rates refer to a period from approximately May 1980 to April 1981.

f) For the TDHS rate, the period covered is approximately from May 1985-April 1986; for the
SPC, the period covered is approximately from midyear 1985 to midyear 1986

g) For the TDHS rate, the period covered is approximately from May 1974 to April 1976; for the
SPC, the period covered is approximately from midyear 1974 to midyear 1976.

h) For the TDHS rate the period covered is approximately from May 1975 to April 1980; the
rate derived from the census refers to the period from April 1975 to March 1980.

i) Based on fertility estimates derived from applying the "own-children” method to the 1980
census.

J) For the TDHS rate the period covered is approximately from May 1970 to April 1975; the rate
derived from the census refers to the period from April 1970 to March 1975.

k) Based on a comparison of children ever born by cohort as recorded in the 1970 census and
the 1975 SPC.

Sources:  Published and unpublished data from the Division of Health Statistics, Ministry of Public

Health; National Economic and Social Development Board, 1985; National Statistical
Office, forthcoming; Armold, Perjaranonda, and Choe, 1985; Knodel and Piampiti, 1987;
Kamnuansilpa and Chamratrithirong, 1985; Hill, 1979; and National Statistical Office,
1978
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One possible souice of the difference between the TDHS fertility and
the latest SPC estimate could be the considerable difference in the marital
status distributions indicated by the two surveys as discussed above. For
example, 1if the higher proportions ever married among women based on the
projection from the two SPC's are substituted for the observed proportions ever
married from the TDHS, the TFR derived from the birth histories of the eligible
women sample for the period roughly equivalent to the one covered by the SPC
would increase by .bout 7 percent, from 2.32 to 2.47. The TDHS estimate would
thus be 91 percent as high as the SPC estimate rather than only 85 percent as
high.

The biggest discrepancy in fertility rates between the TDHS and the
other sources shown in Table B.8 is found in comparison to the last two
Contraceptive Prevalence Surveys. For CPS3, the most recent one, two fertility
estimates are available, one for the 12 months period preceding the survey and
the other for the Z4 month period preceding the survey. Curiously, the 24 month
estimate from CPS3 is lower than the 12 month estimate (the reverse should be
true if fertility declined during the two years preceding the survey). A
similar phenomenon is present in fertility rates from virtually all surveys in
Thailand that obtain fertility estimates from retrospective reports (National
Research Council 1980). It is not true, however, in the case of the TDHS. 1In
comparison with the total fertility rate from CPS3 based on the 12 month period
preceding tue survey, the TDHS rate for the same calendar period is only 71
percent as high. In comparison to TFR from the CPS3 for the 24 months preceding
the survey, the TDHS rate is 79 percent as high based on the same 24 month
period. A TFR from CPS2 is only available for the 12 month period preceding the
survey. Again the rate for the same calendar period based on TDHS data is
substantially lower.

In the case of the comparison with CPS2 and CPS3, differences in the
fertility rates are unlikely to be attributable to differences in the marital
status distribution. In Dboth CPS2 and CPS3, only ever-married women were
interviewed and age specific fertility rates were estimated by applying the
Psroportions ever married implied by extrapolating results from the 1970 and 1980
census. As indicated above, the marital status distribution of the TDHS is
juite compatible with the distribution implied by extrapolating the census
results.

There 1is some reason to suspect that the estimates of current
fertility from CPS2 and CPS3 are too high. A policy followed during CPS3
fieldwork, but not in the TDHS, permitted substitution of originally selected
sample households when none was found at home after repeated visits. If as a
result of being able to substitute, interviewers were less persistent in
attempts to reach an originally targeted household for which no one was hone,
such a policy could conceivably lead to a disproportionate selection of
households in which a recent birth occurred. This would arise from the fact
that households in which someone is readily found at home, especially during the
daytime, are more likely to have young infants present. As a result, the CPS3
fertility rates could be inflated. Unfortunately, no information is available
on the extent to which substitution actually occurred and thus the potential
effect it might have had can not be estimated.

When fertility rates based on the TDHS data are compared for the

decade of the 1970's with estimates derived from the 1980 census using the "own
children" technique, the estimates based on the TDHS are also lower, although by
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a relatively modest extent. However, the TDHS indicates fertility levels quite
similar to the level estimated by SOFT for 1970-74 as well as an indirect
estimate derived through apnlication of the "parity-increment” method to data on
children ever born from the 1970 census and 1975 SPC.

While none of the estimates of fertility from the external sources are
beyond question themselves, the overall picture provided suggests that the TD*S
results understate the true level of current fertility to a moderate but unknown
extent, particularly during the more recent period. At the same time, the
continuing trend of declining fertility during the most recent five year pericd
indicated by the TDHS results appears to he genuine given the consistency with
the trend indicated by birth registration data.

As mentioned in Chapter 3, one of the innovative features of the TDHS
with respect to eliciting the birth history data was to ask respondents to show
the interviewer birth certificates or household registration forms, if possible,
to help determine the dates of births of children and increase the accuracy and
completeness of such information. Documentation was provided for about half (52

percent of the births). Unfortunately it was not recorded if the specific
source of documentation was a birth certificate or the household registration
form but from observation it seems clear that each was common. This ©vprocedure

should increase the accuracy of the dating of events in the birth history and it
is encouraging that unlike previous surveys, the total fertility rate for the 1-
12 month period prior to the survey is not higher than for the 13-24 month
period (2.11 versus 2.32). However, this procedure could conceivably lead to
some underreporting of births, if it increased the chance of omission of births
for which documentation was not available to show the interviewer. Although
interviewers were instructed to request to see the documentation only after the
total number of child-en ever born was determined through direct questioning and
after the names of each child ever born was listed in the form for recording the
fertility history, some interviewers might have requested to sec household
registration forms earlier 1in the interview to aid in the completion of the
household questionnaire, even though this was not part of the instructions. If
this were the case, an interviewer might be tempted to use the registration form"
to help list a women's children and there might be a tendencv to omit children
ever boin who would not be found on the household registration form, in
particular children who died or vho were living away from home.

To check on this possibility, the separate components of the total
rumber of children ever born, namely children living at home, children living
elsewhere and dead children from the TDHS results are compared i. Table B.9 with
those from CPS3, 1in which requesting documentation or birth dates of children
was not routinely practiced. The compariso. suggests that this potential bias
was not a problenm. Overall, tle TDHS recorded greater mean numhers of childrea
living elsewhere than was true for the CPS3, just the opposite of what would be
predicted. While the mean number of dead children is slightly lower, this could
vreflect some improvement in mortality. Under any circumstances, the proportion
dead among children ever born for most age-groups of mothers are only very
slightly lower. The main source of the lower mean number of children ever born
between the two surveys is in the mean number of children ever born who are
living in the household, exactly those who would be most expected to be in the
household registration form.
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Table B.9 Mean number of children ever born according to whether alive or dead
and whether 1living in the mother's household or elsewhere, by age of
mother, comparison of results from TDHS and CPS3

Proportion of children ever

Mean number of children ever born born
Survey and Living in Living Living in Living
age of woman Total househoid glsewhere Dead household elsevhere Dead
TDHS (1987)
15-19 0.51 0.47 0.02 0.02 0.94 0.03 0.03
20-24 1.21 1.900 0.08 0.05 0.89 0.07 0.04
25-29 1.75 1.54 0.13 0.07 0.88 0.08 0.04
30-34 2.42 2.09 0.20 0.12 0.87 0.08 2.65
35-39 3.16 2.59 0.36 0.20 0.82 0.11 0.06
40-44 4.02 2.80 0.86 0.37 0.70 0.21 0.09
45-49 4.94 2.72 1.66 0.56 0.55 0.34 0.11
All ages 2.63 1.99 0.44 0.19 0.76 0.17 0.97
CPS3 (1984)
15-19 0.81 0.75 0.02 0.05 0.92 0.02 0.06
20-24 1.43 1.33 0.03 0.07 0.93 0.02 0.05
25-29 2.11 1.92 0.07 0.12 0.91 0.04 0.06
30-34 2.78 2.49 0.13 0.16 0.90 0.05 0.0f
35-39 3.63 3.07 0.29 0.27 0.84 0.08 0.07
40-44 4.53 3.38 0.75 0.40 0.75 0.17 0.09
45-49 5.30 3.46 1.15 0.70 0.65 0.22 0.13
All ages 2.89 2.38 0.28 0.22 0.82 0.10 0.08



The reasons underlying the relatively low estimates of current
fertility found in the TDHS are unclear. For at least two reasons, it seems
reasonable to expect that a retrospective fertility survey based on ever-married
women would be more likely to underestimate than overestimate age specific
fertility rates relating to all women. First, while it is unlikely that women
report nonexistent births, some women may omit actual births when relating their
birth histories. Although incorrect dating of births could create excessive
fertility rates for some periods covered by birth histories, overall the net
result should suffer from some omission, even if only minimal. Second, the
assumption used that never-married women had no births is not totally realistic.
As discussed in Chapter 3, we do not believe that this assumption has led in the
case of the TDHS to a serious distortion of the fertility rates, although it
would be difficult to provide definitive evidence to substantiate this
assertion. It is interesting to note that one of the few sources that the TDHS
fertility rates agree with closely are those from SOFT, estimates which also
were based on retrospectively reported complete fertility histories from an
ever-married woman sample. The two reasons specified above as to why fertility
could be expected to be understated, of course, also apply in the case of SOFT.

At this point in the analysis of the TDHS, our best judgement is that
the true level of current fertility in Thailand is probably somewhat above that
found by the TDHS but nevertheless is still quite low. We expect that the
recent TFR 1is probably lower than mos* observers had previously been 1led to
believe, especially because of the influence of the relatively high fertility
estimates of the last two CPS surveys. Perhaps the most compelling evidence
that fertility must be quite low is the almost indisputable evidence of a high
level of contraceptive prevalence, consisting almost entirely of efficient
modern methods. Given that also some abortion is practiced to some unknown
extent, it seems quite improbable that fertility could be very substantially
higher than that shown in the TDHS.
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APPENDIX C

ESTIMATING SAMPLING ERRORS

The results from sample surveys are affected by two types of errors:
(1) nonsampling error and (2) sampling error. Nonsampling error is due to
mistakes made in carrying out field activities, such as failure to locate and
interview the correct household, errors in the way questions are asked,
misunderstanding of the questions on the part of either the interviewer or the
respondent, data entry errors, etc. Although efforts were made during the
design and implementation of the TDHS to minimize this type of error,
aonsampling errors are impossible to avoid and difficult to evaluate
statistically. .

The sample of women selected in the TDHS is only one of many samples
of the same size that could have been selected from the same population, wusing
the same design. Each one would have yielded results that differed somewhat
from the actual sample selected. The variability observed between all possible
samples constitutes sampling error, which, although it is not known exactly, can
be estimated from the survey results. Sarzling error is usually measured in
terms of the ‘"standard error" of a particular statistic (mean, percentage,
etc.), which is the square root of the variance of the statistic across all
possible samples of equal size and design. The standard error can be used to
calculate confidence intervals within which one can be reasonably assured the
true value of the variable for the whole population falls. For example, for any
given statistic calculated from a sample survey, the value of that same
statistic as measured in 95 percent of all possible samples of identical size
and design will fall within a range of plus or minus two times the standard
error of that statistic.

If the sawple of women had been selected as a simple random sample, it
would have been possible to use straightforward formulas for calculating
sampling errors. However, the TDHS sample design depended on stratification,
stages, and clusters and consequently, it is necessary to utilize more
complex formulas. The computer package CLUSTERS was used to assist in computing
the sampling errors with the proper statistical methodology.

The CLUSTERS program treats any percentage or average as a ratio
estimate, r = y/x, where both x and y are considered to be random variables.
The variance of r is computed using the formula given below, with the standard
error being the square root of the variance:
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where h represents the stratum and varies from 1 to H,

m is the total number of clusters selected in the h-th stratum,

y is the sum of the values of variable y in cluster i in

the h-th stratum,

X is the sum of the number of cases (women) in cluster i
in the h-~th stratunm,
f is the overall sampling fraction, which is so small that

the CLUSTERS program ignores it.

In addition to the standard errors, CLUSTERS computes the design
effect (DEFT) for each estimate, which is defined as the ratio between the
standard error using the given sample design and the standard error that would
result if a simple random sample had been used. A DEFT value of one indicates
that the sample design is as efficient as a simple random sample and a value
greater than one indicates the increase in the sampling error due to the use of
1 more complex and less statistically efficient design.

On the survey data file, sample blocks/villages have been given
sequential numbers reflacting the order in which they were selected.* For the
two stage sample in Bangkok, clusters (241-288) form the primary sampling units.
Because of systematic selection in the specified order, these can be taken as

pairs to form 24 "implicit" strata for variance computation. (Alternatively,
they can be paired successively, number 241 with 242, 242 with 243, etc., to
form 47 successive pairs for more stable variance estimates). In each of the

remaining sampling domains, with three sampling stages, each pair of successive
blocks/villages forms a single primary sampling unit (PSU), e.g., 001 and 002
together, 003 and 004 together, etc. This gives 24 PSUs per domain. These
resulting PSUs can be paired into 12 implicit strata (or 23 successive pairs)
for computation of variances.

Practical methods of variance computation require certain weighted
aggregates only at the PSU level, separated into implicit strata. Sample
weights have been coded on to the record of each individual sample case in the
survey data file. Variances can therefore be estimated on the basis of the
above information reflecting the structure of the sample.

*These numbers are recorded on the data file as a separate
variable distinct from the original cluster number (as the latter do not
fully reflect the selection order)
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Sampling errors are presented in Tables C.2a to C.2k for 27 variables
considered to be of major interest. Results are presented for the whole
country, for urban and rural areas, for the five regions and for women aged 15-
24, 25-34 and 35-49. For each variable, the type of statistic (mean,
proportion) and the base population (ever-married women, currently married
women) are given in Table C.1. For each variable, Tables C.2a to C.2k present
the mean value of the variable, its standard error or SE, the DEFT value or
design effect, the relative standard error, and the 95 percent confidence
limits.

In general, the sampling errors for the country as a whole are small,
which means that the TDHS results are reliable. For example, for the variable
children ever born, the overall mean from the sample is 2.747 and its standard
error is 0.042. Therefore, to obtain the 95 percent confidence limits, one adds
and subtracts twice the standard error to the sample estimate, i.e., which means
that there is a high probability (95 percent) that the true average number of
children ever born for all Thai women falls within the interval of 2.664 to
2.830.

Table C.1 List of variables for sampling errors for Thailand DHS

S Sy

Variable Description Indicator Base group
EDUC Secondary or more Proportion EMW 15-49
CER Children ever born Mean EMW 15-49
CEBSURV Children surviving Mean EMW 15-49
KNOWMOD Knowing any modern method Proportion EMW 15-49
EVERUSE Ever used any method Proportion EMW 15-49
CURRUSE Currently using any method Proportion CMW 15-44
USEPIL Using pitil Proportion CMW 15-44
USEFST Using female sterilization Proportion CMW 15-44
USEMST Using male sterilization Proportion CMW 15-44
USEINJ Using injection Proportion CMW 15-44
USEIUD Using IUD Proportion CMW 15-44
WANTMOR Wanting more children Proportion CMW 15-49
NOMORE Wanting no more children Proportion CMW 15-49
DELAY Wanting to delay next birth
for 2 or more years Proportion CMY 15-49
IDEAL1 Ideal number of children Mean CMW 15-49 with numeric answer
IDEAL2 Ideal number of children Mean CMW 15-49 married < S years
BREASTF Breastfeeding duration Mean Births in last 3 years
AMENOR Amenorrhea duration Mean Births in last 3 years
ABSTAIN Postpartum abstinence Mean Births in last 3 years
CEB4S Children ever born Mean EMW 45-49
ATTENT Medical attention at birth Proportion Mothers, for all births in
last five years
TETANUS Received tetanus Proportion Mothers, for all births in
last five years
DIARRHE Had diarrhea in last 2 weeks Proportion Chitdren under 5
DITREAT Diarrhea treatment Proportion Children < 5 with diarrhea
in last 2 weeks
HASCARD Has a health card Proportion Children 12-59 months
ANY IMM Received any immunization
(on card or from mother) Proportion Children 12-59 months
CARDIM Received any immunization
(on card only) Proportion Children 12-59 months
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Table C.2a Sampling errors for the total population

m

Stan- Rela- Confidence Limits
dard Design tive
Variable Value Error Effect Error R-2SE R+2SE
EDUC .118 007 1.758 .058 .105 .132
CEB 2.747 .042 1.621 .015 2.664 2.830
CEBSURV 2.526 .034 1.508 .013 2.458 2.593
KNOWMOD .994 .002 .000 .002 991 997
EVERUSE .815 .008 1.596 .009 .800 .830
CURRUSE 675 .009 1.482 .014 .657 694
USEPIL .200 .009 1.664 .045 .183 .218
USEFST .224 .010 1.742 .043 .205 244
USEMST .055 .005 1.619 .090 .045 .065
USEINJ .092 .005 1.312 .055 .082 .103
USEIUD .072 .007 2.07M .100 057 .086
WANTMOR .330 .007 1.139 .021 316 344
NOMORE .657 .007 1.200 .01 642 671
DELAY A73 .006 1.212 .034 .161 .184
IDEAL1 2.806 .037 2.215 .013 2.732 2.879
IDEAL2 2.296 .036 1.482 .016 2.223 2.369
BREASTF  16.570 .566 1.492 .034 15.438 17.:01
AMENOR 7.164 .374 1.239 .052 6.416 7.913
ABSTAIN 3.549 .293 1.265 .082 2.964 4.134
CEB4S 5.182 136 1.485 .026 4.911 5.454
ATTENT .440 .017 1.758 .038 .406 473
TETANUS .654 .016 1.726 .024 .622 .685
DIARRHE .156 .009 1.375 .057 .138 174
DITREAT .856 .017 1.057 .019 .823 .889
HASCARD .260 .014 1.601 .055 .231 .288
ANYIMM .848 .013 1.716 .015 .822 .874
CARDIM .260 .014 1.601 .055 .23 .288

Table C.2b  Sampling errors for the urban population

Stan- Rela- Confidence Limits

dard Design tive
Variable Value Error Effect Error R-2SE R+2SE
EDUC .358 .019 1.957 .053 .320 .396
CEB 2.144 L0644 1.252 .020 2.057 2.232
CEBSURV 2.051 .040 1.222 .019 1.971 2.130
KNOWMOD .996 .001 1.008 .001 .993 .998
EVERUSE 844 .009 1.243 .0n .826 .862
CURRUSE .685 .01 1.088 .016 .663 .708
USEPIL .203 .012 1.339 .059 79 .227
USEFST .258 .0n 1.166 .044 .236 .281
USEMST .057 .005 .990 .089 .047 .068
USEINJ . 066 .006 1.137 .095 .054 .079
USEIUD .041 .005 1.219 A3 .030 .052
WANTMOR 344 .010 1.028 .030 .324 .365
NOMORE .638 .01 1.065 .017 616 .660
DELAY .159 .008 1.013 .050 .143 75
IDEAL1 2.466 .037 1.495 .015 2.393 2.540
IDEAL2 2.161 .040 1.216 .019 2.081% 2.241
BREASTF 9.772 777 1.348 .079 8.218 11.325
AMENOR 4.640 432 .993 .093 3.776 5.504
ABSTAIN 3.643 .455 1.130 .125 2.733 4,553
CEB45S 4.112 A 1.137 .043 3.762 4,462
ATTENT .833 .017 1.354 .020 .800 .867
TETANUS .628 .017 1.052 .026 .595 .661
DIARRHE .098 .010 1.079 .101 .078 .18
DITREAT .896 .031 1.102 .035 .833 .958
HASCARD 415 .022 1.212 .053 37N .458
ANYIMM 947 .009 1.129 .009 .929 .965
CARDIM 415 .022 1.212 .053 37 .458



Table C.2c  Sampling errors for the rural population
L.~~~

Stan- Rela- Confidence Limits
dard Design tive
Variable Value Error Effect Error R-2SE R+2SE
EDUC .065 .007 1.876 .108 .051 .079
CEB 2.881 .049 1.491 .017 2.783 2.979
CEBSURV 2.631 .040 1.397 .015 2.551 2.71
KNOWMOD .99 .002 1.655 .002 .990 .998
EVERUSE .808 .009 1.500 .01 .790 .826
CURRUSE 673 0N 1.412 .017 .651 .695
USEPIL .200 .01 1.580 .053 79 221
USEFST .216 .012 1.689 .054 .193 .240
USEMST .054 .006 1.563 .10 .042 .066
USEINJ .098 .006 1.219 .062 .086 .10
USEIUD .079 .009 1.920 .10 .061 .096
WANTMOR .327 .008 1.076 .024 3N .343
NOMORE .661 .008 1.135 .013 NITA .678
DELAY Li76 .007 1.142 .039 .162 .190
IDEAL1 2.880 .043 2.089 .015 2.793 2.967
IDEAL2 2.335 .046 1.364 .020 2.244 2.426
BREASTF  18.014 646 1.370 .036 16.722 19.307
AMENOR 7.701 NYY4 1.163 .058 6.806 8.595
ABSTAIN 3.529 341 1.193 .097 2.846 4.211
CEB4S 5.370 .153 1.368 .028 5.064 5.675
ATTENT .359 .018 1.647 .051 .322 .395
TEYANUS .659 .019 1.657 .029 .621 .697
DIAKZHE .168 .01 1.283 .063 L147 .189
DITREAT .851 .018 .957 .021 .815 .887
HASCARD .228 .016 1.557 .071 .195 .260
ANYIMM .828 .015 1.558 .019 797 .859
CARDIM .228 .016 1.557 .07 .195 .260

Table C.2d campling errors for the North Region

Stan- Rela- Confidence Limits

dard Design tive
Veriable value Error Effect Error R-2SE R+2SE
EDUC .082 .013 1.819 .160 .056 .108
CEB 2.537 112 1.999 .044 2.314 2.761
CEBSURV 2.293 .084 1.762 .037 2.126 2.461
KNOWMOD .$90 .006 2.337 .005 977 1.002
EVERUSE .885 .019 2.244 .021 847 .922
CURRUSE 747 .018 1.467 .025 .710 784
USEPIL 279 .024 1.845 .086 .231 .327
USEFST .190 .017 1.535 .092 .155 .225
USEMSTY .060 .013 1.875 .215 .034 .086
USEINJ .163 .01 1.027 .067 542 .185
USEIUD .034 .008 1.593 . 245 .01/ .051
WANTMOR .340 .012 .934 .036 316 364
NOMORE .654 .012 .930 .018 .630 .678
DELAY .193 .010 .933 .052 A73 214
IDEAL1 2.669 144 3.623 .054 2.382 2.957
IDEAL2 2.319 .122 2.117 .053 2.075 2.563
BREASTF 14.035 1.399 1.758 .100 11.237 16.834
AMENOR 7.750 847 1.224 .109 6.056 9.443
ABSTAIN 3.616 .631 1.209 175 2.353 4.878
CEB4S 5.200 L4636 1.961 .084 4.327 6.072
ATTENT .492 .040 1.945 .082 41 572
TETANUS 644 .046 2.279 .071 .952 736
DIARRHE 75 .025 1.621 161 126 .225
DITREAT .906 .027 1.043 .030 .851 .961
HASCARD .338 .036 1.720 .106 .266 .410
ANRY MM .835 .030 1.671 .036 775 .895
CARDIM .338 .036 1.720 .106 266 .410
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Table C.2e Sampling errors for the Northeast Region

Stan- Rela- Confidence Limits
dard Design tive
Variable Value Error Effect Error R-2SE R+2SE
EDUC .058 .009 1.437 .155 .040 .076
CEB 2.939 .061 1.053 .021 2.818 3.061
CEBSURV 2.671 .050 1.010 .019 2.571 2.772
KNOWMOD 997 .002 1.094 .002 .993 1.000
EVERUSE 795 .014 1.306 .018 767 .824
CURRUSE .665 .029 1.485 .031 .624 707
USEPIL .165 017 1.570 .104 .13 .200
USEFST .253 .023 1.777 .090 .208 299
USEMST .026 .006 1.283 .231 014 .038
USEINJ .065 .009 1.198 134 .048 .082
USEIUD .138 .019 1.837 .135 .101 A76
WANTMOR .320 .014 1.058 .043 .293 .348
NOMORE 666 .015 1.138 .023 .636 .696
DELAY .165 .013 1.274 .080 139 .192
IDEAL1 2.967 .046 1.313 .015 2.875 3.058
IDEAL2 2.313 .066 1.119 .029 2.181 2.445
BREASTF  22.157 1.145 1.342 .052 19.867 24,446
AMENOR 7.799 .820 1.1 .105 6.158 9.440
ABSTAIN 2.853 .601 1.303 .210 1.652 4,054
CEB4S 5.551 .216 1.083 .039 5.118 5.984
ATTENT .272 .031 1.670 114 .210 .334
TETANUS .718 .033 1.696 .047 .651 .785
DIARRKE .166 .017 1.130 .100 .133 .200
DITREAT .827 .031 .850 .038 765 .890
HASCARD .170 .028 1.672 .166 114 .227
ANY IMM .870 .028 1.812 .032 .814 .925
CARDIM .170 .028 1.672 .166 114 .227

Table C.2f Sampling errors for the Central Region

S Sy Y

Stan- Rela- Confidence Limits

dard Design tive
Variabte value Error Effect Error R-2SE R+2SE
EDUC .126 .018 2.041 . 140 .09 .162
CEB 2.656 115 2.201 .043 2.427 2.885
CEBSURV 2.470 .097 2.102 .039 2.275 2.664
KNOWMOD 999 .000 .000 .000 .999 999
EVERUSE .855 .010 1.069 .011 .835 .875
CURRUSE 714 .013 1.024 .019 .687 741
USEPIL 214 .016 1.381 .077 .181 .246
USEFST .256 .016 1.301 .064 .223 .289
USEMST .090 .016 1.867 A7 .059 121
USEINJ .100 .014 1.633 142 07N .128
USEIUD .027 .005 1.071 .187 .017 .037
WANTMOR 312 .016 1.257 .051 .280 .343
NOMORE .67 .017 1.307 .025 .638 .705
DELAY 47 .009 .928 .061 .129 .165
IDEAL1 2.687 .052 1.460 .019 2.583 2.791
IDEAL2 2.125 .051 1.167 .024 2.023 2.226
BREASTF  12.533 .904 1.103 072 10.726 14.341
AMENOR 6.218 17 1.087 .115 4.784 7.653
ABSTAIN 3.634 .621 1.169 AN 2.392 4,876
CEB4S 4.81i .255 1.512 .053 4,302 5.320
ATTENT 671 .022 1.088 .033 .626 .715
TETANUS 647 .021 1.047 .033 .604 .690
DIARRKE 141 .019 1.330 .133 .103 179
DITREAT .848 .037 997 L0644 74 .922
HASCARD .275 .025 1.228 .092 .224 .325
ANY IMM 844 .018 1.031 .021 .808 .881
CARDIM .275 .025 1.228 .092 .224 .325

(T S S S
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Table C.2g Sempling errors for the South Region
L A A S S S

Stan- Rela- Confidence Limits
dard Design tive
Variable Value Error Effect Error R-2SE R+2SE
EDUC .148 .017 1.636 112 115 .181
CEB 3.241 077 1.177 .024 3.087 3.395
CEBSURV 3.000 59 1.172 .023 2.862 3.138
KNOWHOD .985 .006 1.717 .006 973 997
EVERUSE 664 .028 2.044 .042 .609 719
CURRUSE .518 .022 1.419 .043 473 .563
USEPIL .122 .012 1.197 .102 097 146
USEFST 141 .01 997 .078 119 163
USEMST .054 .008 1.161 .154 .037 .070
USEINJ .068 .009 1.163 136 .050 .087
USEIUD 049 .009 1.326 .185 .031 .067
VANTKROR .358 .014 997 .040 .329 .386
‘AOMORE .632 .015 1.067 .024 .602 .663
DLLAY .210 .014 1.162 .067 .182 .238
IDEAL1 3.083 .042 1.222 .014 2.998 3.168
IDEAL2 2.607 .052 967 .020 2.504 2. 71
BREASTF  16.904 1.058 1.357 .063 14.788 19.019
AMENOR 7.786 .603 .948 .077 6.581 8.992
ABSTAIN 4,641 .584 1.082 126 3.472 5.810
CEB4S 5.506 .203 .997 .037 5.100 5.912
ATTENT .193 .021 1.381 .109 .151 .235
TETANUS .592 .028 1.382 .047 .536 647
DIARRHE .161 .019 1.4 .118 .123 .199
DITREAT .860 .040 1.261 .046 .780 .940
HASCARD .226 .024 1.387 .106 .178 274
ANY I MM .748 .030 1.588 .041 .687 .809
CARDIM .226 .024 1.387 .106 .178 274

Table €.2h Sampling errors for Bangkok

R BTSSRI ARSI
Stan- Rela- Confidence Limits

dard Design tive
vVariable Value Error Effect Error R-2SE R+2SE
EDUC .333 .028 2.077 .083 .278 .339
CEB 2.143 .064 1.278 .030 2.015 2.2
CEBSURV 2.067 .060 1.268 .029 1.948 2.187
KHOWMOD .99 .002 .978 .002 .990 .998
EVERUSE .835 .013 1.235 .016 .809 .861
CURRUSE 674 .016 1.088 .023 .642 .706
USEPIL .225 .016 1.270 .073 .193 .258
USEFST .228 .015 1.158 .066 .198 .258
USEMST .070 .007 .922 .104 .055 .084
USEINJ .056 .008 1.125 L1462 .040 073
USEIUD 040 .007 1.063 .157 .029 .055
WANTMOR 347 .013 919 .037 .321 373
NOMORE .634 .013 945 .021 .607 661
DELAY . 165 011 .955 .064 144 .186
IDEAL1 2.458 .058 1.610 .024 2.342 2.573
IDEAL2 2.190 .062 1.249 .028 2.066 2.314
BREASTF 9.805 1.05A 1.339 .108 7.693 11.918
AMENOR 4,789 .610 1.015 127 3.570 6.008
ABSTAIN 3.881 .618 1.088 .159 2.645 5.116
CEB4S 4.210 .234 1.031 .055 3.743 4.677
ATTENT .880 .023 1.571 .026 .835 .925
TETANUS .562 .023 1.030 .040 517 .608
DIARRHE .106 .014 1.070 .135 .078 .135
DITREAT .B64 .043 1.020 .050 Netd .951
HASCARD 440 .032 1.282 .072 377 .504
ANY IMM .961 .008 .872 .008 .945 976
CARDIM 440 .032 1.282 .072 377 .504
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Table C.2i Sampling errors for women aged 15-24
R S PSR T S S

Stan- Rela- Confidence Limits
dard Design tive
Variable Value Error Effect Error R-2SE R+2SE
EDUC .130 .012 1.262 .090 .107 .153
CEB .988 .033 1.389 .033 .922 1.054
CEBSURV .949 .032 1.404 .033 .886 1.012
KNCWMOD 994 .003 1.383 .003 .988 .000
EVERUSE 743 .023 1.932 .031 697 .790
CURRUSE .532 .024 1.721 .045 .484 .581
USEPIL .269 .020 1.645 .076 .228 .310
USEFST .034 .006 1.208 .180 .022 .046
USEMST .008 .002 .980 .310 .003 .013
USEINJ 119 .009 .540 .072 .102 136
USEIUD .077 .01 1.448 .140 .056 .099
WANTMOR .720 .017 1.369 .024 .686 755
NOMORE .27 .017 1.333 .061 .238 .305
DELAY .450 016 1.121 .035 .419 .481
IDEAL1 2.314 .037 1.462 .016 2.239 2.389
IDEAL2 2.261 .041 1.455 .018 2.179 2.343
BREASTF  18.513 .81 1.317 .044 16.892 20.134
AMENOR 7.707 .586 1.159 .076 6.534 8.880
ABSTAIN 3.462 .483 1.288 .139 2.497 4.428
CEB4S .000 .000 .000 .000 .0o0 .000
ATTENT .407 .020 1.191 .049 .367 NYY4
TETANUS .692 .026 1.593 .038 .640 .T44
DIARRHE .182 .017 1.350 .091 . 149 .215
DITREAT .825 .033 1.179 .040 759 .891
HASCARD 267 .023 1.313 .085 .221 .312
ANY W4 849 .019 1.296 .022 .811% .887
CARDIM .267 .023 1.313 .085 221 .312

Table C.2j Sampling errors for women aged 25-34

[ R N R A R T IR
Stan- Rela- Confidence Limits
dard Design tive

Variable value Error Effect Error R-2SE R+2SE

EDUC .144 .010 1.452 .069 .124 .163
CEB 2.176 .048 1.913 .022 2.080 2.2
CEBSURYV 2.066 .042 1.829 .020 1.982 2.150
KNOWMOOD .998 .001 .000 .001 996 .000
EVERUSE .878 .009 1.475 .01 .860 .897
CURRUSE .720 .013 1.460 .018 .694 747
USEPIL .209 .01 1.407 .055 .186 .232
USEFST .252 .013 1.509 .052 .226 .278
USEMST .053 .007 1.477 .125 .040 .066
USEINJ .09¢ .007 1.141 K9 .085 112
USEIUD .073 .008 1.515 .108 .057 .088
WANTMOR .354 .012 1.211 .033 331 377
NOMORE 632 .012 1.294 .020 .607 .657
DELAY A79 .009 1.194 .051 .161 .198
IDEAL1 2.680 .054 2.434 .020 2.573 2.787
IDEAL2 2.398 .074 1.465 .031 2.251 2.545
BREASTF  14.452 717 1.376 .050 13.017 15.886
AMENOR 6.326 474 1.161 .075 5.379 7.274
ABSTAIN 3.166 319 1.025 .101 2.528 3.805
CEB45S .000 .000 .000 .000 .000 .000
ATTENT .481 .020 1.491 .041 441 .520
TETANUS .675 .019 1.557 .029 .636 T4
DIARRHE 144 01 1.303 .079 121 167
DITREAT .87 .023 1.104 .026 .825 916
HASCARD .281 .016 1.319 .057 249 .313
ANY IHM .87 .015 1.557 017 841 .901
CARDIM .281 016 1.319 .057 .249 .313
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Table C.2k Sempling errors women aged 35-49
P VS S

Stan- Rela- Confidence Limits
dard Design tive
Variable Value Error Effect Error R-2SE R+2SE
EDUC .089 .007 1.317 .080 .075 .103
CEB 4.135 .072 1.664 .017 3.991 4.278
CEBSURV 3.720 .058 1.554 .016 3.604 3.836
KNOWMOD 991 .002 1.273 .002 .986 995
EVERUSE .789 .010 1.297 .013 .769 .809
CURRUSE 716 .012 1.146 .017 .692 741
USEPIL .139 .010 1.180 .069 119 .158
USEFST .323 .016 1.472 .050 .290 .355
USEMST .092 .009 1.275 .095 .074 .109
USEINJ .064 .008 1.443 .130 047 .081
USEIUD 067 .01 1.940 A7 .044 .089
WANTMOR .100 .006 1.019 .062 .088 113
NOMORE .885 .007 1.049 .008 .87 .898
DELAY .020 .003 1.145 .162 .013 .026
IDEAL1 3.194 .045 1.460 .014 3.103 3.285
IDEAL2 2.084 .223 1.068 .107 1.637 2.531
BREASTF  18.911 1.242 1.075 .066 16.427 21.394
AMENOR 8.714 1.251 1.360 144 6.213 11.216
ABSTAIN 5.179 966 1.272 .186 3.248 7.1
CEB4S 5.182 136 1.484 .026 4.911 5.454
ATTENT .370 .028 1.250 .077 .313 427
TETANUS .516 .032 1.427 .062 .452 .581
DIARRIE 47 .015 .965 .102 17 A77
DITREAT .878 .061 1.456 .069 757 999
HASCARD .180 .022 1.148 122 136 .224
ANYIMM 775 .031 1.496 .040 713 .836
CARDIM .180 .022 1.148 .122 .136 .224
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D.i The Household and Individual Questionnaire

Pro’2ct Number 50 Questionnaire number [ 7 1./
Region
Changwat
District
Rural/urban
Cluster number
Household number

Samvil

Institute of Population Studies
Chulalongkorn University
Thailand Demographic Health Survey
March~June 2530 (1987)

Q BQDBBD

Yare of household schedule respondent (¥r, ,Mrs.,Miss) -
) Surname --

House number —--~—- Village number -----~ Village name/ED, Block —===mw==-

Street =-= eweace—x Tambol District --

Changwat

VISITS FOR HOUSEHMOLD QUESTIONNAIRE

1 2 3 FINAL VISIT

Day, Month - LT
Interviever's Name L T
Regult - J

Number of Visita “ET
Name of eligible woman ~~=-=--=--=——--  line number ——we——- [T/
Total eligible women identified in household L
Total eligible women interviewed L7
Regpondent Number ==-—-= [ 7 (of total women interviewed in household)

Visits for Eligible Women Questionnaire

1 2 3 FINAL VISIT
Day, Month 17
Interviever name 17
Result - - [7
Number of Visits )

FIELD EDITED BY|OFFICE EDITED BY | KEYED BY
KEYED BY

NAME
717
DAIE
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HOUSEHOLD SCHEDULE

Time Started hour minate [T 1 1]

Now we would like sose information about the people who usually live in your household, or are staying with you
NOK total persons

{ NAHES OF USYAL | RELATIONSHIP ° i ' 1 |
NO.i RESIDENTS AHD | TO HEAD OF | RESIDENCE i SEX : AGE i (ASK ONLY PLRSONS !
' VISITORS i HOUSEMOLD  }------mmmmmmmmmee s H : i AGE I3 AND OVER) !
(11 (2) P (2a) P (3) i () 1§ (5 v (s) )] (78)
] ] ] 1 1 ] ] ]
P U b e L L LS et c—————— e e —————— I
1Please give se | i Does (NAME) | Was (NAME) | (NAME) is | How old is | Harital | Highest !
ithe nases of the) i usually livel here last imale/fesale?! he/she? | status | grade !
ipersons who : | here? ! night? | ! ‘ ! coppleted |
tusually live in | ‘ i ' i H H i
iyour household | i : i g i i '
jor are staying ! H g i 1 i : i
juith you now, | 1 YES  NO % YES HO IMALE FEMALE! | ! '
B Rt {=mmmmm——— jommmmmm——— jm e jrmmmmm————- jremmmem—m——- e R H
] Ay B T A R N v o R A e
] ! t ] ] ] ] 1 !
I { i I ] 1 1 1 '
02 4 v avs S U S T R R R R N R A &
] ] [ ] 1 ] ] ] ]
[} L ] 1 ' § 1] 1 1]
03 & Ay Ava B S R U S S S R & R Y A AV}
] 1 ] 1 ] ] ] I §
[} ] [} 1 ] ] ] 1 1
04 & AV AV 2 11 2 11 e 0 [dJ . Lo L
] ] ! 1] ] t 1 [} ]
1} ' I ] ] 1 ] 1 ]
[ T LZ 7 ) 2 1 2 11 2 v [OJ L L
H 1 i I ! ] i ] ]
[} | ] i ] ] 1 ] ]
06 4 AV AV RN 2 7 12 11 2 v [d i I avavs
] ] t I ! ] ] ] ]
] ' ] ! ] 1] ] | 1
07 e e LL70 | 2 12 1 2 v [ L T
1] ] H ] 1 ] ] I ]
1 i | ' ' ' ' 1 l
08 \ o S yavsvAREE S L L A R Y = VLT
t f ] ] 1 1 I ] {
] 1 [} ] 1 [} [] 1 t
09 & o L2701 2 11 2 11 2 [7J L7 T
{ ! ] i ] ] 1 ]
§ ] ] ] 1 [} [] ] H
| e L7 1 2 01 2 11 2R N A LT
] ] ] 1) i ] . ]
] ] 3 ] § ] 1 ] ¥
1) N L7 1 2 ¢ 1 2 11 2 17 . v AT T
] ] ] 1 i 1] 1 | ]
) 1 ] 1 [} ] ] ] ]
2 . L7 1 2 1 2 11 2 3 [d] i L

Interviewer: Circle the line nusber of every ever sarried wosen aged 15-50
Votal nusber of eligible women [
(8) Just to make sure I have a complete listing:
1. Are there any other persons such as small children or infamts .4t we have not listed?
YES [7] (ENTER EACH IN TABLE) Ho [~
2. In addition, are there any other peunle who way not be members of your fasily, such as dosestic
servants, lodaers or friends who usually live here?
YES [ (ENTER EACH IN TAKLE) N0 [
. Do jou have an\ auests or tesporary visitars staving with you?
YOS [/ (ENTER EACH IN TAELE) Wo T

Time finished hour einute [/ [ ]

[ SF]
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SECTION 1. RESPONDENT'S BACKGROUND
SKIP
NO. QUESTIONS AND FILTERS CODING CATEGORIES TO
101 RECORD NUMBER OF PEOPLE LISTED IN THE | NUMBEX OF PEOPLE ~—ww -
HOUSEHOLD SCHEDULE.
102 | RECORD NUMBER OF CHILDREN AGE 5 AND MNUMBER OF CHILDREN
UNDER LISTED IN THE HOUSEHOLD SCHEDULE| 5 AND UNDER —===— w=—m 17
WHO NORMALLY LIVE IN THE HOUSEHOLD.
103 | RECORD THE TIME. HOUR 17
MINUTES =-===smcaeaean 17
104 | First I wculd 1like to ask some ques-
tions about yourself and your COUNTRYSIDE —-ecmeeacme 1
household. For most of the time TOWN 2
until you were 12 years old, did (SPECIFY)
you live in the countryside, in a BANGKOK-THONBURL ~=~e==-- 3
towmn, or in a city? ABROAD 4
105 | How long have you been living ALWAYS 95 -}»107
centinuously in VISITOR ~~-—=mmmmmm—an—— 96 1107
(NAME OF VILLAGE, TOWN, CITY)? YEARS 17
106 | Just before you moved here, did you COUNTRYSIDE ~~crmm—m———— 1
live in the countryside, in a town, TIOWN ——— 2
or in a city? (SPECIFY)
BANGKOK~THONBUR]L ~mw=—==w 3
ABROAD 4
107 | In what month and year were you born? | MONTY TV T
DK MONTH 98
YEAR 17 |7
DK YEAR ~ece—mmmeen - 33
108 | How old are you? REPORTFD AGE ~mwm—mw= - 7
CORRECTED AGE =wwe—=me 77
Interview: If Respondent is under
15 ¢£ over 49 stop- interview,
109 | Have you ever attended school? Y29 1
NO 24v113
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SKIP

NO.1 QUESTIONS AND FILTERS CODING CATEGORIES T0
110 | What i3 the highest grade you PRIMARY «=--~1 234 5 6 7
completed? SECONDARY
OLD SYSTEM --—- 1234 5
NEW SYSTEM -- 1 2 345 6
TEACHING
COLLEGE
(SPECIFY) ~—--- 12345+
VOCATIONAL
(SPECIFY) ~----1 2 3 4 5+
UNIVERSITY ====-- 12345+
OTHER (SPECIFY) —~—--——-—n-
17
111 | (Gheck~110)
What was the highest level of school PRIMARY 1
you attended: primary, secondary, SECONDARY 2
or higher? HIGHER 3
112 | CHECK 111: SECONDARY
PRIMARY OR HIGHER [7
(SKIP TO 114)
113 | Can you read a letter or newspaper EASTLY - 1
easily, with difficulty or not at all?| WITH DIFFICULTY ~-——w=- 2
NOT AT ALL ====-=vm==-= 3 #1115
114 | Do you usually read a newspaper or YES 1
magazine at least once a week? NO 2
115 | Do you usually watch television YES 1
every week? NO 2
116 | Do you usually listen to the radio YES 1
every day or regularly? NO -— 2
117 | What is the major source of drinking | PIPED INTU RESIDENCE
water for members of your household?* OR YARD ~=—=cmmmmme -= 01
BOTTLE WATER == -~m—we—— 02
PUBLIC TAP —=-—==-wme——- 03
PRIVATE WELL/POND -—— 04
PUBLIC WELL/POND ——--—- 05
RIVER, SPRING, SURFACE
WATER 06
TANKER TRUCK, OTHER
VENDOR ~-=-immccncanee (7
RAINWATER - wvremecreene- 08
OTHER (SPECIFY)emm=em=e 09
NEIGHBOR'S WELL/POND -- 10
NEIGHBOR'S TAP WATER —- 11
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NO. QUESTIONS AND FILTERS CODING CATEGORLES s;%p
118 | What is the major source of water for|{ PIPED INTO RESIDENCE
household use other than drinking OR YARD ~—-e—m—cmemene 01-4»120
(e.g., handwashing, cooking) for PUBLIC TAP —--——cemmemm 03
members of your household* PRIVATE WELL/POND ~---- 04 »1 20
PUBLIC WELL/POND -——-—- 05
RIVER, SPRING, SURFACE
WATER - 06
TANKZR TRUCK, OTHER
VENDOR - 07
RAINWATER ————rmm—m—mme 08 —*120
OTHER (SPECIFY )mmmmmmemem 09
NEIGHBOR'S WELL/POND -- 10
NEIGHBOR'S TAP WATER — 11
119 | How long does it take to go there, MINUTES —==mm e L7
get water, and come back? ON PREMISES -—-——~=www- 996
120 | What kind of toilet facility does FLUSH - 1
your household have? SEPTIC TANK ~w-rem—c—e—aaa 2
PIT ~—- 3
OTHER =——~———mmm e 4
(SPECIFY)
NO FACILITIES —~—-—eee- 5
121 Right now, do you have a cake of YES 1
soap or have you run out? RUN QUT —=mmmcmcae e 2
NO SOAP 3
OTHER (SPECIFY) ~mmwmmm-m 4
122 | Does your house have: YES NO
Electricity? ELECTRICITY «-ww- 1 2
A radio? EADIC .~ e 1 2
A television? TELEVISION --——-- 1 2
A refrigerator? REFRIGERATOR ~~--= 1 2
123 | Does any member of your household own: YES NO
A bicycle? BICYCLE = —-vme- T 7
A motorcycle? IIOTORCYCLE =——~=~- 1 2
A car/truck/minibus CAR/TRUCK/MINIBUS 1 2
A ploughing machine (IF URBAN, PLOUGHING MACHINE 1 2
CIRCLE '2*%)
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
TO
124 | MAIN MATERIAL OF THE FLOOR.* PARQUET, OR POLISHED
WooD 1
POLYSHED STONE =m=—e—mw 2
VINYL OR ASPHALT STRIPS 3
CERAMIC TILES ---=-——-- 4
WOOD PLANKS —-=em——meee 5
CEMENT ~-weomcmmm e 6
EARTH/SAND —-==—meemee-e 7
OTHER -~ mmmmemm e 8
(SPECIFY)
*125 | What is your religion? BUDDHISM 1
ISTAM ~-vowemmnm e 2
CHRISTIANITY —--m—eeewe 3
OTHER (SPECIFY) ~——w-—- 4
*126 | What language do you normally speak CENTRAL THAI ——-m—ee——r 01
at home? NORTHERN DIALECT --~--- 02
NORTHEASTERN DIALECT -~ 03
LAO - 04
SOUTHERN DIALECT =-==m- 05
MALAY (YAWEE) --—-wewee 06
COMBODIAN —--m——memmemm 07
CHINESE 08
OTHER (SPECIFY) —————m- 09
TEALIYAT —cmmmeemeeee 10
TRIFAL LANGUAGE ~—~~mee 11

172



SECTION 2, REPRODUCTION
SKIP
NO. QUESTIONS AND FILTERS CODING CATEGORIES 0
201 | Now I would like to ask about all the| YES —- —_ 1
births you have had during your life, NO 2 4»-206
Have you ever given birth?
202 [ Do you have any son or daughter you YES -- 1
have given birth to who is now living | NO -- 2 1+204
with you?
203 | How many sons live with you? SONS AT HOME -~--- — [17
And how many daughters live with you? | DAUGHTERS AT HOME -- [ [/
IF NONE ENTER 00.
204 | Do you have any son or daughter you YES ~=-- 1
have given birth to who is alive NO -~ - 2 -»-206
but not living with you?
205 | How muny sons are alive but do not SONS ELSEWHERE ~=-—= [ [ 7
live with you? And how many DAUGHTERS ELSEWHERE- [ 7 7
daughters are alive but do not 1live
with you?
IF NON ENTER 00,
200 { Have you ever given birth to a boy
cr a girl who was born alive but YES ~--~ 1
later died? IF NO, PROBE: Any NO - 2 208
(other) boy or girl who cried or
showed any sign of life, but only
survived a few hours or days?
207 | How many boys have died? BOYS DEAD -==e—wce—- VAN
And how many girls have died? GIRLS DEAD ~—~=ewcwea 7
IF NONE ENTER 00.
208 | SUM ANSWERS TO 203, 205 AND 207
AND ENTER TOTAL. TOTAL ==—=——mmmmemmm [T
209 | CHECK 208:
Just to make sure that I have this
right, you have had in TOTAL
live births during your life. Is that
correct?
YES [] NO [77
l (PROBE AND CORRECT
201-209 AS NECESSARY)
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NO. QUESTIONS AND FILTERS CODING UATEGORIES S?g?
#209A| Besides the live births you YES —wemeee — 1
mentioned, have you ever had any NO - .- 24»210
miscarriage
*209B| How many time did you have a NUMBER e~ 17
miscarriage?
210 |CHECK 208: ONE OP. MORE NO BIRTHS
BIRTHS d
{ ] (SKIP TO 221)
v
211 |Now I would like to talk to you about your births, whether still alive
or not starting with the first one you had. (RECORD NAMES OF ALL THE
BIRTHS IN 212. RECORD TWINS ON SEPARATE LINES AND MARK WITH A BRACKET.)
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FROM DOCUMENT

_21

Ko oo 0

GO 10 KEX1 BRI

CORRLCTED ACGE

212 What name was 213 1s (NAME) 214 1n what 215 1s (NAME) 216 1F DEAD: 217 IF ALIVE: 218 IF ALIVE:
givea to your a boy or a month and still alive? How old was How old was Is he/ahe
(first, next) glrl? year was (NAME) when (NAME) at Iving with
baby? (NAME) bomn? he/ she died? his/her last you?

Ask to see RECORD DAYS birthday?
birth IF LESS THAN RECORD AGE
certificate? ONE MONTH, IN COMPLETED
MONTHS IF LESS | YEARS.
THAN TWO YEARS,
OR YEARS,
o BOY ..... 1 MONTH [ 1] YES ... 1| DAYS 1 [T 17 13 YES ....0 1
GIRL 2 YEAR [ (SKIP TO 217)| HONTHS 2 [C7 ] REPORTED AGE xo 2
SELF REPORTED -1 | . . | YEARS 3 /77 M e
FROM DOCUMENT -2 *t*ttt %] GO TO NEXT BIRTH | CORRECTED AGE
0org BOY ..... | MONTH [T YES ..... 1| pAYS 1 [T 1717 YES ...., 1
GIRL 2 YEAR [ 1] (SKIP TO 217)} MONTHS 2 [ 7] REPORTED AGE N0 2
SELF REPORTED -1 [ o , | YEARS 3 /77
FRO/t DOCUMENT -2 GO TO NEXT BIRTH| CORRECTED AGE
oy BOY ..... 1 MONTH [ 17 YES ..... ) | DAYS 1 [T7 YES ..... |
GIRL 5 YEAR [T (SKIP TO 217)| MONTHS 2 ([ ] REPORTED AGE . 2
SELF REPORTED -1| .. 2 | YFARS 3 17 (1] )
FROM DOCUMENT -2 GO_TO NEXT BIRTH | CORRECTED AGE
0ory BOY ..... 1 MONTH [T ] YES ..... 1| DAYS | [T7 YES ..... 1
GIAL .... 2 YEAR [T (SKIP TO 217)| MONTHS 2 [ ] 7 REPOKTED AGE - 2
SELF REPORTED -1 5 | YEARS 3 17
FROM DOCUMINT -2 GO TO NEXT BIRTH| CORRECTED AGE
o} BOY ..... 1 MONTH [ 77 YES ..... 1 | DAYS 1 [T7 YES ..... )
GIRL .... 2 YEAR [ 17 (SKIP TO 217)| MONTHS 2 [_[ ] REPORTED AGE NO 2
‘ SELY REPORTED -1 O 5 | YEARS 3 13
FROM DOCUMENT -2 GO TO NEXT BIRTH | CORRECTED AGE
J4747) BOY ..... | MONTH [T YES ..... 1| DAYS | [[7] YES ..... 1}
GIRL 2 YEAR [TJ (SKIP TU 217)| MONTHS 2 [T ] REPURTED AGE NO ool 2
SELF REPORTED -1| 5 | YEARS 3 17
FROM DOCUMENT -2 GO TO NEXT BLRTH| CORRECTED AGE
Javasj BOY ..... i MONTH [ ] YES ..... 1 | DAYS |\ [[7 YES ..... ]
GIRL 2 YEAR (17 (SKIP TO 217)| MONTHS 2 [T REPORTED AGE NO venn. 2
SELF REPORTED -1 |, o , | YEARS 3 [T *
FROM DOCUMENT -2 GU TO NEXT BIRTH | CORRECTED AGE
o7y BOY ..... 1 HONTH (77 YES ..... 1 | DAYS | [T YES .o..0 1
CLRL 2 YEAR [T ] (SKLP TO 217)| MONTHS 2 [ 7 REPORTED AGE NO venn. 2
SELF REPORTED -1, o , | YEARS 3 /[T
FROM DOCUMENT -2 GO TO NEXT BIRTH | CORRECTED AGE
(03] BOY ..... 1 MONTH [T 7 YES ..... 1 1 bAYS 1 [ YES ..... 1
GIRL 2 YEAR [T (SKIP TO 217)| MONTHS 2 77 REPORTED AGE NO ool 2
SELF REPORTED -1 NO o | YFARS 317 ’
FROM DOCIMENT -2 GO TO NEXT BIRTH | CORRECTED AGL
faviy) BOY ..... } MONTH [ YES ..... 1 [ DAYS 1 [T YES ..... 1
GIRL 2 YEAR [ (SKIP TO 217)| MONTHS 2 [ )] REPORTED AGE NO vl 2
SELF REPORTED -1 NO 2 | YEARS 317
FROM DOCUMENT -2 GO TO NEXT BIRTH | CORRECTED AGE
JAVAY) BOY ..... I MONTH [ 1] YES ..... 1 {DAYS 1 [ 17 YES ..., 1
CIRL 2 YEAR [ 17 (SKIP TO 217)| MONTHS 2 [ 7 REPORTED AGE NO el 2
SELF REPORTED -1, o | YEARS 3 77
FROM DOCUMINT -2 CO TO NEXT BIRTH | CORRECTED ACE
a7% BOY ..... | MONTH [ 17 YES ... ) | DAYS Y [17F YES ..... )
CIRL 2 YEAR [T (SKIP TO 217)| MoNTHS 2 [ {__7 REPORT=D ACE N 2
SELF REPORTED -1 YUARS 3 [ 777

219 COMPARE 208 WITH NUMBER OF BIRTIS IN HISTURY ABOVE AND MAKK:

NUMBERS AKE THE SAME [ )

NUMBLRS ARE DIFFERINT ]
(PROBE AND RLCOPCILE)
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*218A %2108 A218C For only those still in school :
Ask only about 1s (Name) still {n What level 1s (Name) %218D To what level of schooling
those 6 years old school or has (Name) studying/finished? would you like to send (Name)?

d older : > Yo
an finished school? *2{9E To what level of schooling
Has (Name)entered do you think you can afford to
school yet? send (Name)?
(Probe)
YES ....... bt M sciooL ...... H cane (T *21BD  CRALE .. ... (175
NO ... . 2 FINISHED ....... 2 &J1BE GRALE . .... I,
YES (vivvvn 1 = IN SCHOUL . ..... ! CrabE 177 42180 GRAUE ..... L7
NO ... .. 2 FINISHED ....... 2 "218E CGRADE . .... (17
YES tovevne 1 b= 1% SCHOOL .. ... 1 CRARE (T S2LRD GRADE ... .. (17
NO ...vuu. 2 FINISHED ....... 2 SYIBE  CHADE ... .. [T7
|
14 B s S O U
YES ciiim. 1 IN SChHovl ...... ! CRAUE [ 17] RULBD O GRADE L. LT
NO ,....... 2 FINISHED ,...... 2 SOIEE LRADE ... (1)
Y . Y S —
YES teivinn | om—im IN SCHOUL ..... 1 CRALE [ 1) CTLBD GPADL . ..., (17
NO ....ov.. 2 FINISHED ..... o2 S218E CHALE ..... )
YES vuvvenn b —pm IN SCHOOL ...... 1 GRADE [T a218D CRALE ..... )
MO ........ 2 FINISHED ....... 2 s2iBE CPADE ..., [ 1T)
YES vvvven. 1 —m IN SCHOOL ...... 1 crabE 17 A218D CRADL ..... 17
NO L....... 2 FINISHED ....... 2 &U18E CRADE .. .. [[]7
|
L 4 I
YES iiiii. 1 0= IN SCIOOL ...... i CRALE [ 7 *118D CGRADE ..... 177
HO .... 2 FINISHED ....... 2 S21BE CHADE .. ... 17
|
) e
YES ... el e— IN SCHOOL ...... 1 CRADE [ 17 *U1BD CRADE ..... I}
NO ........ 2 FINISHED ....... 2 #216L CRADE ..... L1777
YES .t | — IR SCHOOL ...... 1 GRADE [ 1] CIUHD O GRABE L, (17
NO ... .2 FINISHED ....... 2 S2IBE  GRADE ... .. L]
Y e e e
YES L...... De— !N SCIOOL L., 1 craby [/ A218D  CRADL ..... L1777
KO ..., 2 FINISHED ....... 2 *11dt GRADE ..... (17
YES ....... (R 1IN SCHOOL ...... 1 GRADL [T *2IHD CRADL ... (17
NO ...l 2 FINISHED ....... 2 *21BE GRADL ..... 77
!
1 . 1 — _
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SKIP

NO, QUESTIONS AND FILTERS CODING CATEGORIES TO
220 | Was your last child born by caesarean | YES —=m-—memmmeomee: coee 1
section? NO ~m-mmmmm e e 2
DK e e 8
221 | Are you pregnant now? YES —-mmmmm el 1
L S, 2+4+226
UNSURE w-w=cemmm e mae e 319226
222 | For how many months have you been MONTHS -—==——merm e [T
pregnaut?
223 | Since you have been pregnant, have YES woiomm i e 1
you been given any injection to NO wmm e 2
prevent the baby from getting DK = e 8
tetanus, that is, convulsions
after birth?
224 | pid you see anyone for a check on YES wooemm e 1
this pregnancy was normal? NO —— e 219227
225 | Whom did you see? DOCTOR ~-——mmmmm e 1
TRAINED NURSE/MIDWIFE -- 2
PROCE FOR TYPE OF PERSON AND RECORD TRADITIONAL BIRTH 227
MOST QUALIFIED. ATTENDANT —-==mcmmeee e 3
OTHER 4
(SPECIFY) T
226 | How long ago did your last menstrual DAYS AGO =~-=oeeeee IO A
period start? WEEKS AGO ~——mmeeoe 2 [T
MONTHS AGO -=——eew 3 [T
MENOPAUSE (YEARS AGO) 4/ 7 7
BEFORE LAST BIRTH ~--- 995
NEVER MENSTRUATED ---- Y96
227 | When during her monthly cycle do DURING HER PERIOD ~=—ww- 1
you think a woman has the greatest RIGHT AFTER HER
chance of becoming pregnant? PERIOD HAS ENDED ---wwe 2
IN THE MIDDLE OF THE
PROBE: What are the days or CYCLE —-~—-—m e 3
duration during the cyclie JUST BEFORE HER PERIOD
when a woman has the BEGINS ~=--—emm e 4
highest change of becoming AT ANY TIME -—-cmrmmmeen 5
pregnant if she has OTHER 6
intercourse (SPECIFY)
1) 8
YES NO
228 | PRESENCE OF OTHERS AT THIS PFOINT: CHILDREN UNDER 10 - "1 2
HUSBAND ——-=-ciemeem 1 2
OTHER MALES ——ewemee 1 2
OTHER FEMALES —=wwee 1 2
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SECTION 3:

CORTRACEPT ION

301 Now ! would like to talk about a different topic.
Which of these ways cr methods have you heard about?

delay or avoid a pregnancy.

METHOD MENTIONED SPONTANEOUSLY.

HOT MENWTIONED SPONTANEOUSLY.

CIRCLE COGE 2 IF HETHOD 1S RECOGNIZCD, AND CODE 3 IF NOT RECOGNIZED.
FOR EACH METHOD WITH CODE 1 OR 2 CIRCLED IN 302, ASK 303-305 BEFORE PROCEEDING 1O THE NEXT METHOO.

There are various woys or methods that o couple can use to
CIRCLE CODE 1 IN 302 FOR EACH

THEN PROCEED DOWN THE COLUMN, READING THE WAME AND DESCRIPTION OF EACH METHOD

THEN,

302 Have you ever 303 Have 304 where would you go to | 305 In your opinion,
heard of (METHOD)? | you ever obtain (HETHOD) if you what is the main
used wanted to use it? problem, if any, with
READ DESCRIPTION. (METHOD)? using (METHOD)?
(CODES BELOW) (CODES BELOW)
I A 3 R T 3 S TR, NI e e i
PILL Women can take a pill [jj [:E]
cvery day.
OTHER OTHER
IUD  Women can have a loop or | YES/SPONT........ 5] YES..... 1 [jj T
coil placed inside them by a YES/PROBED....... 24 —
doctor or a nurse. NO...... 2 | OTHER OTHER
INJECTIONS Women can have an — -
injection by a doctor or nurse YES/SPONT .. ... ... 1}_ YES..... 1 [_—D [:I:]
which stops them from becoming | YES/PROBED....... 2
pregnant for several months. HO......ooll.. 34 NO...... 2 | OTHER OTHER
ey
DIAPHRAGM/FOAM/JELLY Women can -
place a sponge, suppository, YES/SPONT........ 1-] YES..... 1 [:D Dj
diaphragm, jelly or cream in- /ES/PROBED....... 2"
side them before intercourse. 1210 S 3l NO...... 2 | OTHER OTHER_____
CONDOM  Mcn can use a rubber YES/SPONT........ 19, YES..... 1
sheath during sexual inter- YES/PROBED....... 27 [:Ij [:Ij
cocurse. RO, 31 NO...... 2 | OTHER OTHER
FEMALE STERILIZATION Women YES/SPONT........ 1 YES..... 1
can have an operation to avoid | YES/PROBED....... 2} [jj E]:]
having any more children., T 31 NO...... 2 | OTHER OTHER
HALE STERILIZATION Men can YES/SPONT........ 1-1. YES..... 1
have an operation to avoid YES/PROBED....... 2/ [:Ij Dj
having any more children. o 31 NO...... 2 | OTHER OTHER
PERIODIC ABSTINENCE Couples Where would you go to ob- E:[::]
can avoid having sexual inter- tain advice on periodic
course on certain days of the YES/SPONT,,...... 15| YES..... 1 | abstinence?
month when the woman is more Y:'%/PROBED....... 2J] [:Ij
likely to become pregnant. NO...ovvinnnns 31 KO...... 2 | OTHER OTHER
WITHDRAWAL Men can be careful| YES/SPONT........ 1 YES..... 1 ,
and pull out before climax, YES/PROBED....... 2} 1 Dj
|10 2N 3l MO, ..... ZJ OTHER
ANY OTHER METHODS?  Have you YES/SPONT........ 1+ YES 1
heard of any other ways or | TV l ] I I l
methods that women or men can L0 3 ) ) . -
use to avoid pregnancy? Moo 2| OTHER _ UTHESR _
(SPECIFY)
CODES FOR 304 _ CODES FOR 305
01 GOVERNMENT HOSPITAL N
02 GOVERWMENT HEALTH cwig | 01 NO FROBLEM
03 FAMILY PLANNING CLINIC | 02 ROT EFFECTIVE
0 MOBILE CLINIC 03 HISEAND DISAPFRAVES
FIELD WORKER
o6 TEALTHE 04 HEALTH CONCERNS
07 PRIVATE HosP OR CLINIC | 0S5 ACCESS/AVAILABILITY
gg P:gsm' 06 COSTS TOO HUCH
1o Ko CENTER 07 INCONYENIENT T¢ USE
11 FRIENDS/RELATIVES 08 OTHER (SPECIFY)
17 OTHER (SPECIFY) 98 DK
13 NOWHERE
1 98 pK

306 CHECK 303:

NOT A SINGLE "YES"
(NEVER USED)

i

AT LEAST ONE "YES”
(EVER USED)

178

D___. SKIP 10 309
Iy



NO. QUESTIONS AND FILTERS CODING CATEGORIES S?ép

307 |[Rave you ever used anything or tried YES —-ommmmmcme e ]
in any way to delay or avoid getting NO ==ecmmmem e - 2 +9339
pregnant?

308 |What have you used or done?

CORRECT 302-303 AND OBTAIN
INFORMATION FOR 304-306 AS NECESSARY.

309 | CHECK 303:

EVER USED _ NEVER USED PERIODIC

PERIODIC 7 ABSTINENCE [/

ABSTINENCE (SKIP TO 311)
v

310 |The last time you used periodic BASED ON CALENDAR —=-==-= 1
abstinence, how did you determine BASED ON BODY
on which days you had to abstain? TEMPERATURE ---eme—eeeae 2

: BASED ON CERVICAL MUCUS
(BILLINGS) METHOD —--—-~ 3
BASED ON BODY TEMPERATURE
AND MUCUS —-=--=memmemmm 4
OTHER ~~s~omecmcmemmmeem 5
(SPECIFY)

311 |How many living children, if any, NO CHILDREN ~wmmmcmmmee 00
did you have when you first did NUMBER OF CHILDREN--=ew—— [T 71312
something or used a method to avoid SPECIFIED FIRST METHOD
petting pregnant? IF NONE ENTER 00. I D —— [ 17

*311A) siter marriage but before the first YES ——m e e 1
pregnancy did you use any contra-

) NQO «==—- - 2
ception :

#311B| How long after marriage did you first
start using contraception? MONTHS —~--o—meem e 17

P07 L P —— 17
LESS THAN 1 MONTH ——-—- 96
312 CHLRCK Z:1:
NOT PREGNANT
OR NOT SURE PREGNANT
(7 [T
(SKIP TO 318}
v
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP

TO
313 |Are you or your husband currently YES -~ 1
using contraception? NO ~omcmmmrm e e e 2 =318
314 |Which method are you or your husband PILL ——mmemm e e 0l
using? IUD 02
INJECTIONS ~=--cemmeeeee 03
D JAPHRAGM/FOAM/JELLY --- 04 {319
CONDOM ~=—=mmemcm e 05

FEMALE STERILIZATION -~- 06)-j317
MALE STERILIZATION —---— 07

PERIODIC ABSTINENCE ---- 08

WITHDRAWAL ~~—- <= 09{4{»318
OTHER (SPECIFY) -=——----- 10

J{0):3:20 7 R — 11-s 319
315 |[Please show me the package of pills [T
you are using. BRAND NAME ——--meceacamc—-
(RECORD NAME OF BRAND). NOT ABLE TO SHOW —m———ee 98
316 |[How much did your current packet COST ~womemmcm—e e -7
(cycle) of pills cost you? FREE = == cmmmmm e = 96

DK ==em ~remmmmmemmmmme = Q8

*316A{During the last month, did you YES - ——— 1

forget to take a pill? NO -—- 2 1319
*3163|How many times did you forget? NUMBER ——~ [ 7 —*319
317 |In what month and year did you (he) Ly (811 5 (T — %

have the operation? YEAR - —319A
318 |[Have you obtained a method (or advice | YES ==mcoccceccemmemee- 1

about how) to avoid pregnancy from

a hospital, a health center, a clinic, | NO -- — 2 4»322

a doctor, or a fieldworker in the
last twelve months?
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NO. QUESTIONS AND FILTERS CODING CATEGORLES ST’%P
319 | Where did you obtain (advice for) GOVERNMENT HOSPITAL ~-- 0l
(METHOD) the last time? GVNT HFALTH CENTER --~- 02
F.P, CLINIC «~-cmemeem—— 03
319A | Where did the sterilization take MOBILE CLINIC =—-e———we 04
place? FIELDWORKER ~=-~ememaue 05
READING == ———mmmmmm e 06
PVT HOSPITAL OR CLINIC- 07 |
PHARMACY ———mmmemmmememe 08 ||
SHOP - 09
MCH CENTER ~=——me—me—ae 10
FRIENDS/RELATIVES --—~- 11 | p»322
OTHER (SFECIFY) —-———n-- 12
NO WHERE 13
)) 981~
320 | Was there anything you (particularly) | WAIT TOO LONG ———=—=—= 1
disliked about the services you DISCOURTEQUS —-=m=—=wem—-— 2
received there? EXPENSIVE ~—~-~———memee— 3
METHOD UNAVAILABLE ~=-- 4
IF YES: What?¥% OTHER(SPECIFY) ~w—ee—m= 5
NO CCMFLAINTS —=—emm— - 6
322 | CHECK 313, 3l4:
HE/ SHE CURRENTLY USING NOT CURRENTLY
STERILIZED ANOTHER METHOD USING
7 7
(SKIP TO 32%) (SKIP TO 333)
v
323 | For how long have you been using MONTHS L7
(CURRENT METHOD) continuously? YEARS =emmmiemmemmeee 17
324 | Have you experienced any problems YES - 1
from using (CURRENT METHOD)? NO - - 2-{»326
325 |What fs the main problem you METHOD FAILED ~--=m=——= 01
experienced? PARTNER DISAPPROVES ~-- 02
HEALTH CONCERNS ~~--——~ 03
ACCESS/AVAILABILITY —~-- 04
COST TOO MUCH -w=m=emee 05
INCONVENIENT TO USE -~-~ 06
OTHER -~ 07
(SPECIFY)
DK =w=vmm 98

181



NO. QUESTIONS AND FILTERS CODING CATEGORIES S?éP
326 | At any time during the same month, do | YES --- 1
you reguldrly use any other method NO —— 2 1++328
than (CURRENT METHOD)?
327 |{Which method is that? PILL 01
IUD -~ - 02
CHECK 302-325 AND CORRECT AS INJECTIONS =~—=—m—eeer- 03
NECESSARY , DIAPHRAGM/FOAM/JELLY -- 04
CONDOM ———+-mmmmmmeem e 05
PERIODIC ABSTINENCE --- 08
WITHDRAWAL ~——mmcmmemmme 09
OTHER (SPECIFY) ——mmw — 10
NORPLANT ———-m—mme )1
CONDOMAPERIOD —wmmmomme— e 21
CONDOMAWITHDRAUAL ~—-— 22
PERIODHWITHDRAWAL =—v=—— 23
CONDOM+PERIODHWITHDRAWAL 24
328 |Have you ever used any other method YES (HAS PREVIOUS LIVE
or done anything else (since your BIRTH) ~-————mmmmmoe l
last birth) before (CURRENT METHOD) YES (NO PREVIOUS LIVE
to avold getting pregnant? BIRTH) —~~——=emmmeem 2 =329
NO (HAS PREVIOUS LIVE
J1)4:4 ) ) S — 3 4»328B
NO (NO PREVIOUS LIVE
BIRTH) - 4 w342
*3284A{What. 1s the first method you used PILL - — 01
after your most recent birth? IUD —— e 02
INJECTION ~=——meemmmmme 03
DIAPHRAGM/FOAM/JELLY -- 04
CONDOM -~ - 05
PERTODIC ACSTINENCE ~--- 08
WETHDRAW e e e e ()9
OTHER (SPECIFY) ————- — 10
NORPLANT ~—me e 11
CONDOMHPERIOD ———emmmee 21
CONDOMAWITHDRAWAL ~wemee 22
PERIODHWITHDRAWAL —veeme 23
CONDOM+PERIODHWITHDRAWAL 24
*328B|How long after your last birth did LT ONE WEEK =—-wemmmeee 96 —{#328E
you start using METHOD? WEEKS — e {17
(Specify method in 314 or 3284, MONTHS ==~wrmmsmmmme 77
whichever is applicable) YEARS = [ 17
*328C|Before or after menses returned? BEFORE - 1 4»328E
Did you start METHOD AFTER -2
(Specify method in 314 or 328A,
fwhichever 1is applicable)
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0

*328D|How long after menses returned did LT ONE WEEK ~=-=—emem 96
you start using METHOD? WEEKS memeemm e [ 17
(Specify method in 314 or 328A, MONTHS —~=—emmmmm e L7
whichever is applicable) YEARS —w-mmmmmm e 17

*328E|{CHECK 328 Use more than one method?

YES NO [T
[fy (SKIP TO 342)
v

*328F [In what month and year' did you start MONTH 17
using (FIRST METHOD) (the last time)? | YEAR - (17
(Mention method in 328A)

*328G|For how long had you been using MONTHS ==~mmemm e 17
(FIRST METHOD) before you stopped YEARS ~=mmmmmmimommem 17
using it (last time)?

#3280 What was the main reason you stopped METHCD FALLED ===w=s==e- 02
using (FIRST METHOD) then? INFREQUENT SEX ==—ee—~—- 03

PARTNER DISAPPROVED --- 04
HEALTH CONCERNS ~==e—e= 05
ACCESS/AVAILABILITY --- 06
COST TOO MUCH —==e=ww—— 07
FATALISTIC ~-~—mm——eme 08
INCONVENIENT TO USE ~~- 09
OTHER -~ 10
(SPECIFY)
DK -~ 98

#3281 |Did you use any other method between YES ----- 1
the time you stopped using this first | No -- 2 47342
method and when you started using
your current method?

329 |Which method did you use before PILL 01
(CURRENT METHOD)? IUD - —— 02

INJECTIONS ~=mee—eemeae 03
DIAPERAGM/FOAM/JELLY -- 04
CONDOM -- 05
MALE STERILIZATION ---- 07
PERIODIC ABSTINENCE --- 08
WITHDRAWAL —~=wome e 09
OTHER (SPECIFY) —=--— — 10
NORPLANT 11
CONDOMHPERIOD ~m———mmmm 21
COEDOMHWITHDRAWAL —~=—m— 22
PERIODHWITHDRAWAL —wee— 23
CONDOM+PERIODHWITHDRAWAL 24

183



SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES TO

330 | In what month and year did you start MONTH =-~c-memmmcan [T 7
using (METHOD BEFORE CURRENT) (the YEAR 17
173t time)?

331 | For how long had you been using MONTHS —-—-memmm e 17
(METHOD BEFOKE.CURRENT) before you YEARS ~-———mmmmemen [
stopped using it (last time)?

332 | What was the main reeson you stopped METHOD FAILED ~—~=c—mwee 02
using (METHOD BEFORE CURRENT) then? INFREQUENT SEX ~-mew—mn 03

PARTNER DISAPPROVED ~-- 04
HEALTH CONCERNS we—mwe- 05
ACCESS/AVAILABILITY --- 06 [l342
COST TOO MUCH ~—==we—w- a7
FATALISTIC ~——memmmemme 08
INCONVENIENT TO USE --- 09
OTHER -~ 10
(SPECIFY)
DK - 98
333 |[CHECK 208: ANY BIRTHS?
YES NO [ 7

lf7 (SKIP TO 335)

v

334 |Since your last birth have you done YES e 1
anything or used any method to avoid NO 2 4+339
getting pregnant?

*334A|What was the first method you used PILL 01
since your last birth? IUD ~=—- - 02

INJECTIONS ~=— e 03
DIAPHRAGM/FOAM/JELLY -- 04
CONDOM - 05
PERIODIC ABSTINENCE --- Of
WITHDRAWAL ~—crmmme e 09
OTHER (SPECIFY) —-—— — 10
NORPLANT ——=mm—memeer 11
CONDOM+PERIOD ——mm—memms 2]
CONDOMHWITHDRAWAL ~wmee 22
PERIODHWITHDRAWAL —~v——v 23
CONDOM+PERIODHWITHDRAWAL 24

*334B{How long after your last birth did MONTHS =-emmmmmememn 17

you start using METHOD? YEARS —- = [
LESS THAN 1 MONTH -- 96

(MENTION THE METHOD IN 3341)
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SggP

#334C{Did you start using METHOD before BEFORE -- 14 334E
your umenses returned or did you AFTER - 2
wait until after menses returned?

(MENTION METHOD IN 334A)
LESS THAN 1 WEEK ~-----_ 96

*334D|{How long after your first menses WEEKS ~—=-——wemo—me [ 17
did you start using METHOD? MONTHS ~~===—mmeemem )
(MENTION METHOD IN 3344) YEARS ——m-mommmeeae 17

*334E|Did you use any other method since YES -~ ——— 1
your last Birth? NO 2 4»336

335 |Which was the last method you used? PILL - 01

IUD - 02
INJECTIONS =~—-——=m=ee—— 03
DIAPHRAGM/FOAM/JELLY -- 04
CONDOM - - 05
MALE STERILIZATION ---- 07
PERIODIC ABSTINENCE --- 08
WITHDRAWAL ——wem—en—em— 09
OTHER (SPECIFY) -—--—— — 10
NORPLANT 11
CONDOM+PERIOD ————mme—— 21
CONDOMHWITHDRAWAL ~w—-— 22
PERIODHWITHDRAWAL =~——- 23
CONDOM+PERLOD+WITHDRAWAL 24

336 |In what month and year did you MONTH == mm e [ T7
start using that method (last time)? YEAR ~~mmcmmmmmememe 17
(MENTION METHOD IN 334A OR 335,

WHICHEVER 1S APPLICABLE)

337 |For how long had you been usiug MONTHS =~mm=mee————— 17
(LAST METHOD) before you stopped YEARS = mcmm e e e 17
using it (last time?)

(MENTION METHOD IN 334A OR 335,
WHICHEVER IS APPLICABLE)

338 [What was the main reason you stopped TO BECOME PREGMNANT -—-~ 01
using (LAST METHOD) then?¥* METHOD FAILED ——w=ee——- 02
(MENTION METHOD IN 334A or 335, INFREQUENT SEX «-=~—=ww- 03
WHICHEVER 1S APPL.CABLE) PARTNER DISAPPROVED --- 04

HEALTH CONCERNS —=w-=——- 05
ACCESS/AVAILABILITY --- 06
COST TOO MUCH ~=~eeww—— 07
FATALISTIC ~=~~-emmme—e 08
INCONVENIENT TO USE --- 09
OTHER -- 10
(SPECIFY)
DK - —— 98
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NO. QUESTIONS AND FILTERS CODING CATEGORIES ey
339 } Do you intend to use a method to YES - - 1
avoid pregnancy at any time in NO -~ - 2
the future? UNCERTAIN 3}}"342
DK === e e - 8
340 | Which method would you prefer to use? | PILL ~- 01
I ~ 02
INJECTIONS ~-—mmmmmmeeemn 03
DIAPHRAGM/FOAM/JELLY —--- 04
CONDOM ~=——e e e e 05
FEMALE STERILIZATION --—- 06
MALE STERILIZATION ~—-=-— 07
PERIODIC ABSTINENCE —~-~-- 08
WITPDRAWAL —- e 09
OTHER (SPECIFY) --—— — 10
NORPLANT ————r—— e mmn 11
CONDOM+PERIOD —=——mem—m 21
CONDOMHWITHDRAWAL ~—--- 22 {
PERIODHWITHDRAWAL -———— 2%
CONDOM+PERIODHWITHDRAWAL 24
UNSURE === —moeo . 30
341 | Do you intend to use (PREFERRED YES 1
METHOD) in the next 12 months? NO ~mmmmmmm s e 2
UNSURE —-==mmsmmm e mm e 3
DK ---—- 8
342 In the last wonth, have you heard a YES - - 1
message about family planning on the NO —~—-- 2 w344
radio?
343 | Did you hear it once or more than ONCE —=-~ 1
once? MORE THAN ONCE —--=v———-- 2
344 | Do you think it is acceptable or not ACCEPTABLE ===mm=e—eeea- 1
acceptable for famlily planning infor- | NOT ACCEPTABLE ~-—me—m=—= 2
mation to be provided on radio or DK --- - 8
television?
345 COUNTRY SPECIFIC QUESTIONS ON FAMILY
PLANNING MESSAGES ON TELEVISION.
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CHECI 214, 221:

HAD LIVE BIRTH SIMNCE JAM,

OF PREGHAMT

1992

MO LIVE BIRTH SI
AND MOT PREGNANT

NCE JAN. 1982
OR MOT SURE

{SKIP TO SECTION §)

147 Nov I would like to get sowe wore inforsation about {your pregnancy and) all the children you had 1n the last §
years CHECK WHETHER FPREGNAMT AMD RECORD NAMES OF SIRTHS SIMCE JANM. 1982 THEM ERTER EVER USE OF COMTRACEPTION.
ASK QUESTIOMS ABOUT ALL SIRTHS.
CURREMNTLY H LAST HIRTH H REXT-TO-LAST } SECOND-FRON-LAST ! THIERD-FROM-LAST
PRECHANT H H BIRTH ¢ DIRTH 1 SIRTH
1) 1] 1 )
1]
YES 7 w0 e wMmEL bowaNe_____ SMAME_ CMAME_
}ALIYE [ 3 DEAD [ 3 ! ALIVE [ ] OEAD [ 3! ALIVE [ ) 0EAD [ )} ALIVE [ ) DEAD { )
................................. oIS IR L LTI L A N D VR L T DEAD L Jy ALave [ ) oED { ) 2
348 CHEZK 306: EVER USED A METHOD (7 (ASK 349-356 FOR EACH COLUNK)
WEYER USED A METHOD [—7 ({ASK 353 FOR EACH COLUMN)
149 Before you became YES........] YES........ 1] YES........}
sregnant  (with MARE)
{but afuer PR’ EDING HO,..... HO,....... o PN

BIRTH) (IF AKY} had
you done anything or
used any aethod to
avold getting preg-
nant, even for a
short timg?

(SIIP To0 155

frel

(SKIF To sss)+J

350 Uhich was the last
sethod you used

thea?

Any method before
that? RECORD CODE.
1F MONE, ENTER '00°,

IL

" .
NJ[CIIOIS . 03
:DthM/FOAN/l[l (2]
yconoon

.
' WETHOO
1]

ERIODIC ARST...
TTHORAVAL

PRECEDING 77
METHOD

v
-

o
-

I
v
IJ[CIXOIS
TAPR/FOAR/JEL ..
oMDON. .. .......
ALE STER. ...
ERIODIC ARSY
ITHORAWAL

CETIEO O e

-
=
~m
»

FRECEDING [ 7 7
METHOD

USE CODES IN 150

For how long had
you used (LAST KETHOD)
that time?

352

MOMIHS.. ..
YEARS. .,

0id you becone
spregnant vhile you
were using {LAST
METHOD)?

[}

H

Vo(skIP To 33¢)
PR

)

.

YES
(SIIP 10 356)
L1}

....... ;;]

ES.
{SKIP ToO 156)
uo. .

;:1

vhat was the sain
reason you stoppid
uskng (LAST NETHOD)?

At the tiae you
becaant pregnant (with
MAME}, did you wvant
to have Lhat child
then, did you wvant to
wait antlil later, or
did you want no {(more)
chlldren at all?

01d you want
to have that child
but at a later tiae,
or not have another
child at all?

T0 GET PREGHANT.O
(GO To MEXT coL)

INFREQUENT SEX..
PARTNER

: DISAPFROYED. .
YHEALTH COMCERNS.
SACCESS/

} AVAILABILITY,,
1COST TOO MUCH...
JFATALISTIC
VINCONYEN TO USE.

.0

(SPECIFY)

i HAYE CHILD

i LATER.........
V NOT HAYE CHILD.2
} (ALL &0 TO NEXT
) coL)

1

LAS)

FILL............. el
o, ....... [N T 3
IMJECTIONS....... 03 !}
DIAPH/FOAN/JEL.. .04 }
COMDON. .......... 0s !
MALE STER........07 !
PERIOOIC ARST....ng !
VITHORAMAL. ..., .. 0y !
OTHER ............ [
(SPECIFY) H
PRECEDING T 7 ¢
METHOD '
H
NOMTHS. . ... 17
]
H
YEARS .. .... 12
H
L3 N H
(SKIP TO 356¢) J:
Ho....... e H
H
H

TO GET PREGNANT.0)

{60 To MEXT coL)

.
H

1

H

H

O3} INFREQUENT SEX..03 !
‘PARTHER :

4} DISAPPROYED...Dd !
OSIHEALTH COMCERNS.0S W
YACCESS/ 1A
06 AVAILABILITY, .06 !
07:COST TOO NUCH...0? !
08} FATALISTIC...... e :
0%, INCONYVEN T0 USE.09 !
JI0JOTHER, ....... 10}

980K

MO NMORE. .
{ALL GO TD MEXT
coL)

HAYE CHILD H
LATER.........1 }
NOT HAYE CHILD.2 !
(ALL 60 TO MEXT !

coL) }

10 GET FREGHANT.O]
(GO To KEXT coL)

s IMFREQUENMT SEX. .03
FARTHER
DISATFROVED.. .04
EALTH COMCERNS.0S
(44337
AYAILABILITY, 04
yCOST TQ0 MUCH...0?
FATALISTIC...... 08
INCOMVEM TO USE.09

[
'
[
H
+
:
’
]
'
]
[l
‘
]

‘INFREOQUENT SEX.

;COST TOO MUCH. .,
YFATALISTIC

TO GET FREGNANT.QI
{60 To MEXT (oL}

.03

JPARTMER

DISAPFROVED...Q4

JHEALTH COMCERNS.OS
tACCESS/

AYAILARILITY, 06
.07
08
IMCOMYEN TO USE.OY
OTHER.

{Sk1P 1o 355):]

1LAST

S T T SR ) |
R 311 . .02
JINJECTIONS . 03
SDIAFH/FOAN/IEL. .. 04
TCOMDOM. . ......... 85
VWALE STER. ...... 07
YPERIODIC ARST....08
INITHORAWAL....... 03
COTHER........... .10
H {SPECIFY)

Y PRECEDING [T 7

} o OMETHOD

L}

H

tTO GET PREGHMANT. .0}
! (60 To4dy)

[}

’

PINFREQUENT SEX...03
'PARTHER

} DISAPFROYED....04
VHEALTH CONCERMS..0S
YACCESS/

t AYAILABILITY,
1COST T00 HUCH....0?
VFATALISTIC,.,....08

LIMCONYEK To USE..09

AAYE CHILD

LATER, ....... ]

NOT HAYE CHILD.2

{ALL €O To MEXT
coL)

(SP[CIF')
....... AERERENS | |
THEN TR
LATER.........2
MO MORE.......J

(ALL GO T¢ NEXT.
coL}

HAYE CHILD
LATER.........]
WOT HAYE CHILD.2
(ALL GO TO NEXT

OTHER..... .16
(SPECIFY)
B .. 98
THE® . .........
LATER. ........ 2
o NDRE 3

HAYE CHILD
LATER.........]
HOT HAYE CHILD.2

(ALL GO TD 401)
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http:AVAILANILITY,.06
http:CONCERNS.OS
http:CONCERNS.O5
http:CONCERS.0S
http:PREGNANT.Ol
http:PREGNANT.0I
http:DIAPH/FOAM/JEL.04

SECTION 4., HEALTH AND BREASTFEEDING

401 CNECK 21!'
OME OR NORE LIVE BIRTHS WO LIVE BIRTHS [7
SINCE JAN. 1982 SINCE JAN. 1982
{SXIP YO SECTION 3)
432 ENMTER HAVE AND SURVIVAL STATUS OF EACH BIRTH SINCE JAN. 1982¢ 1N TARLE, IEG!I VITH LAST BIRYH,
ASK QUESTIONS AROUT ALL BIRTHS.
oroER : s ' 7 : (17
! LAST BIRTH { NEXT-TO-LAST ! SECOND-FRON-LAST | THIRD-FRON-LAST |
: ! BIRTH ! BIRTH ! MIRTH }
PMANE_ L. POMANEL ... PONANE PONANEL . H
1] 1 L]
. 1] 1} 1] ’
3 ALIVE [ ] OEAD [ )} AVIVE [ ) DEAD { )} ALIYE [ ) OEAD [ ]: ALIYE { ) DEAD [ )}
403 Vhen you were PYES. L, 1) YES.. ..., e 1} YES... PR B {3 T B
aregnant with (MANE) ! ; : : .
were yos given any H H ' ' H
injectien to prevent ) WO...... Cieaaas W2 ) MO, Crra ey B SR A | TR S . [ PP '
the baby fros getting ! H H H H
tetanus, that s, con-! H H ' H
valtion aftor birth? ! H 1 4 '] SN e B DKL, oo 8}
404 Khen you were yreg- ! DOCTOR..... ...l ) DOCTOR. ; DOCTOR....... ool ) DOCTOR.........
niat with (HANE), did | TRAINED NURSE/ H TEA!IED NURSE/ i TRAINED NUISE/ t TRAINED NURS[/
you set anyone for . ) WIODVIFE........ 2} MIOWIFE........ H RIOVIFE..... o2 ) MIOMIFE. Y4
check on this sreg- y TRADITIONAL RIKTH ! IRADIIIOIAL SIRTH | TRADITIOMAL BIRTH ! TRADIT]DIAL IltTH H
nancy? IF YES: Whoa v ATTENMDANT....., I ) ATTENDANT...... 3 7 ATTEMDAMT......3 ! ATTENDANT, .3
did you see? PROSE y OTHER........... 4§ OTHER........... Y OTHER........... ! OTHER.....
FOR TYPE OF PERSON AND! (SPECIFY) H (SP[CIFY) H {SPECIFY) H (SPECIFT)
RECORD X1ST QUALIFIED.! NO ONE.......,.. S ) MO ONE.......... i NO OME.......... S 1 NO N 1
405 Who assisted wvith y DOCTOR........... 1! DOCTOR...... t DOCTOR........... ¢ DOCTOR........
the delivery of s TRAIMED MURSE/ 7 TRAINMED NURSE/ . TRAINED MURSE/ t TRAINED NURSE/
{NARE)? y NIDVIFE......... 2, MNIDNIFE..... Voo 20 MIDWIFE......... 2, MWIDVIFE.........
i TRADITIOMAL BIRTH | TRADITIOMAL IIRTH H TRADITIOKAL BIRTH | TRADIT!ONAL LIRTH
FROBE FOR TYPE OF y ATTEMDANT....... 30 ATTENDART, .. .... 3. ATTENDANWT, 231 ATTEMDANT.. 3
PERSON ANMD RECORD y RELATIVE......... 4, RELATIVE....... A RELATIVE......... A} RELATIYE... A
NOST QUALIFIED. VOTHER............ 5) OTHER............ 5 OTHER............ 5} OTHER..... H
\ (SPECIF') H (SPECIFY) H (SPECIFY) ' (SPEC]FT) H
1 MO ONE, &' NO OME........... () HO OME........... 4: NO OME........... t:
1 1}

$405h Where did you GOVT HOSFITAL....1 }GOYT HOSPITAL....) }GOVT HOSPITAL....1 1GOYT HOSFITAL...

deliver {MANE)? (FRIVATE HDSPITAL.2 IPRIYATE HOSPITAL.2 'PRIYATE HOSPTTAL.
THEALTH STATION...3 HEALTH STATION...3 !HEALTH STATIOM...
(FRIVATE CLINIC...@ [PRIVATE CLINIC...4 !FRIVATE CLINIC.

IPRIYATE NOSPITAL.2
VHEALTH STATION...3
JPRIVATE CLINIC...4

|a7 CHECK ABOVE: H
Are you still breast- !
feeding (RANE)}? H
1}
VD DEAD..... . ...,

How winy months did |
you bredstfeed (MANE)?!

UNTIL DEATH ¢ UNTIL DEATH UNTIL DEATH., .96
409 Wow many months after) WOMTHS..... 77 ! WOMTHS.....[T7 } NONTHS.....[T 7 !
the birth of (RANE) d1d! H H H H

your period return? ! MOT RETURMED ¢ MOT RETURMED..9¢ | MOT RETURMED..96 ! HOT RETURNED..9¢

! P (ALL SKIP TO 411} | (ALL SKIP TO €11) ! (ALL SKIF TO 411)

410 Nave you resumed VYES {OR PRESM.).L 3 / / / /1 /14 45ttt b bttty
sexsal relatlons since! HV AN T A A A B B A R N B A B B B B A Y R A B B B B Y A B
the birth of (YANE)? ! MO..... ...... A A A A A B A N A B A B O B B B B B B A
(6o To KEXT coLdedt 7 7 /47 7 ) NN NN
A1l How many months after! Yawaw) H T ) : [ {
the birth of (MANE} ! NONTHS ! HONTHS MOWTHS ' MONTHS .
did you resuae sexual ! ' ! H

relatfons? ! (60 To MEXT coL) ! (60 TO MEXT coOL) (G0 TO MEXT COL) § (&0 TO MEXT COL)
412 CHECK 407 FDR LAST GIRTH: 1
LAST CHILD STILL ALL oTHERS [T '
llEASlr(D {(SKIP TO lll) H
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I | I
HO. | QUESTIONS AMD FILTERS | CODIMG CATEGORIES | TO
] | |
I | — 1
413 | How many times did you breastfoed last| UUMBER OF TIMES..] | | |
| night, between gundown ond gunrisef | CHILD SLEEPS AT |
| | DREAST. . .vveevsecanes 96 |
I | —
414 | How many times did you breastfoed | DUMBER OF TIMES..} | | |
| yesterday during the doylight Liours? | AS OFTEN AS |
1 | CHILD WANTED......... 96 |
| | |
415 | At any time yesterday or last night, | |
| was (NAME OF LAST CHILD) given ony | |
| of the following: | |
| | YES WO |
| Plain water? | PLAIN WATER....... 1 2 |
| Juice? | JUICE......cvnuns 1 2 |
| Powdered milk? | POWDERED MILK..... 1 2 |
| Cow's or goat's milk? | COW'S/GOAT'S HILX.1 2 |
| Any other liquid? | AMY OTHER LIQUID |
| Any s0lid or mushy food? | R | 2 |
i | (SPECIFY) |
| | ANY SOLID OR MUSHY |
] ]  FOOD......ovn.n.. 1 2 |
| |
A16 | CHECK 415: |
| |
| WAS GIVEN FOODS__ N0 FOODS OR o |
| OR LIQUIDS i LIQUIDS GIVEN | | |
| | (SKIP T0 418) |
[ W ]
l Y [ [
417 | Were any of these given in a bottle | YES...eevvvvrrencncans S B
| with a nipple? 1 ) [ TS Ceeeeaaen 2 =
| |
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410 ENTER NANE AMD SURYIVAL STATUS OF EACH BIRTH SINCE JAN.1982
IN THE TABLE SHOULD BE EXACTLY THE SAME AS PREVIOUS TABLE.

BELOW BEGIN WITH THE LAST BIATH,

THE HEADINS

ASK QUESTIONS OWLY FOR LIVING CHILBREN,

oRpEt H 7 1 |an} 1 m } (a8 i
| LaST d1RTH ! HEXT-TO-LAST BIRTH { SECOND-FRON-LAST BIRTH 1 TRIRD-FROM-LAST BIRIN !
i | ! | '
1 RAXE ! 1 NARE R 3 !
{ | | | !
H AIvE () veadf )t MIVE() b {])—>! ALlVE[J DA { ) —> ! MIVE[] peab{)—!
} L 1...580.70.433)

449 Do you bave a health { £S5, SCEM L ! YES, SEEN. + i OVES, SCER R
card for (NAME)Y IF 1 YES, WOT SEEW ! ! YES, WOT SEEN.. .2 | YES, WOT SEEN.... :
YES: may Dsew it, | (stir 10 421) | | {st1p 10 421} ‘% | {st1r 10 ¢21) !
plrase? 1 OMOCARD...iueeeieeieane 1M CMDceienneiereeinans [ 7T oo | MO CASD..ceeiriinrannenes 34

420 RECORD DAIES OF ! W oMW [ I TR N T I I TR T T [ T T
IWMI2ATIONS Faow | BCe o [0 17 1J ! se o 7 [ 01 o [J O [IJts o [ O [
HEALTH CARD, 1 o (O[O IJ:!en s [J O Ot o O O COtw o g [d¢

vl o (77 O COiettd o L O COOouny o I OO COgveae o £ 0 0O
o2 o [TJ O o ¢ [ [ £ o 17 O J:imwm o [J O O
1 roLioz o%gjm:mm 0[O O COgieaee o [ L0 COteoaee o [J OO L0
Lo 0 1 OO ois v 0] O 1O o 17 O [Tt oeis ¢ [ O 0
teLles o 77 [0 7 ieoles o 17 [IJ CIJiedes o 7 [0J CIJteetes o 77 [J 0T
VMASES 0 [T [J CoJitwasues o ] 1) O iwastes o [ [ CIJvweasies o 7 [T 70
H (SKIP 10 422} ! (s11P 10 422) : (StIP 10 422) ! (se1e 10 422) !

421 Has (WAE) ever had | ' H H H
& vaccination to pre- | H H H H
veat hin/her fros H H H H H
getting diseases? H | H H H

422 Has (WAXE) had H | ! H H
diarrhen in the Jast ¢ | | | (stIe To 44) <———’ !
24 bours? H H | HL R %

H i H I | PPN [

423 Has (RUXE) bad
dinrrhaa in the two
last weeks?

{60 10 KEXT €OL 08 €0 10 ml

W, ?
(50 10 MEXT COL 0R €O TO 427)4]
)

424 0id you take (WAME) | DOCTOR (HEALTH CENTER)....... I | DOCIOR (HEALTH CeNTED)....... 1 1 DOCTOR (HEALTH CENTER)....... 1 | DOCTOR (HEALTH CENTER)....... 13
to a private doclor or | H ! | l
to a hospital or clinic! HOSPIFAL/CLINIC.....vovuunens 2 ] ROSPITAL/CLINIE.............. 2 | HOSMITAL/CLINIC,......... vens? 1O HOSPITAL/CLINIC. covveninnnn 21
to treat the diarchea | | | } H
(the last Lime)? IF 1 M.oeoeeiiiiiiiinininininnens I M % I B FOUUPRROORTORPOOPRTRTITS B B RO O 3
YES: Where did you take! H | i '
Ninjher? ! H | ! H

425 vas (WAME) given an | YES......coieiiiiiiiiniieinens [ S [ 3 [P | S (1 PP LI {3 T [
oral rehydratica packet] i | | :
to treat the diarrbes | B0..ooveviiiiiiiiiiniiennins 21 K. creaeavneeieeaes P O T N 20 Mo, PP [
(the last tise)? \ ! | H |

N SO TP Rt I 1 8 POt I B | SN PP OPOPPRU I R | PPN PR

426 Was there anything | HOMC SOLUTION OF SUCAM, } HOME SOLUTION OF SucaR, | HOME SOLUTION OF SUGAR, | HOKE SOLUTION OF SUGH. H
(else) you or sosebody | SALT AMD VATER T OSALT AMD WAIER,............. § 1 SALT AMD BAIER.............. 14 SALT AMD WATER.............. 10
did to treat the ¢ TABLETS, TRJECTIONS, I TABLETS, IMJECTIONS. | TABLETS, IMJECTIONS, + TABLETS, IRJECTIONS, i
diarrhea? IF YES: OSTIUPS. e OSIRUPS . I POSTRUPS....ooviviiiiniinness Vol
hat vas doan? | INCREASE FLUTDS, | INCREASE FLUIDS.. L1 1 IRCREASE FLVIBS.. + INCREASE FLUIDS H
CIRCLE CODE | FOR ALL | DECREASE FLUIDS. } DECREASE FLUIDS.. .11 DECREASE FLUISS.. 1 DECREASE FLUIDS H
KENTIONED. { INCREASE FoODS.. 1 IRCREASE FOODS. .. W11 INCREASE FOODS... | INCREASE FOODS. H

{ DECREASE FOODS.. 1 DECREASE FO0DS .1 | DECREASE FOODS. 1 DECREASE FOODS. H
| OIHER...... reerereerraesienes VOOTHEL e [ | OTHER...ovviiiiiiiiiiiinnns H
| (SPECIFY) 1 (SPicIFy) H ' (SPECIFY) :
LI 1111, TP 10 M. ...l H TONOTHING....ovviiianiininanns [
H (M.l 60 TO KEXT COL) ! {ALL 60 TO KEXT COL) ! {ALL €0 TO NEXT COL) | {4LL 60 10 427) !
W, | QUESTIONS AND FILTERS H COOING CATEGORIES PSP o}
427 ] CHECE 425: ! ! }
§ ORAL REHYBRATION: ' | |
t MENTIONED FOR H H H
! ANY BIRIH WI KENTTORED | 1 |
| a0 h [ !
{ o (stIp 10 502} 1 H {

]

Have yoe ever heard of a special |
product called (LOCAL WARE) you can |
oot for the treatsent of diarrhea? !
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SECTION 5. MARRIAGE
SKIP
NO. QUESTIONS AND FILTERS CODING CATEGORIES TO
502 |Are you now married, or living with MARRIED AND HUSBAND
8 man, or are you widowed, divorced PRESENT - 1
or not now living together? MARRIED, HUSBAND (WORKING
ELSEWHERE 1 OR MORE
MONTHS )-- === e = e e — 2
WIDOWED -- 3
DIVORCED 4
SEPARATED ~==-mmmmmm e 5
*502A| Did you officially register your YES 1
marriage? NO 2
*502B|Did you have any ccremony? YES -- 1
NO -- -2
503 |[Have you been married or lived with ONCE ---- 1
a man only once, or more than once? MORE THAN ONCE ——-eceeee 2
504 |In what month and year did you sturc MONTH —cmme e
living with your (first) husband or DK MONTH —~-meewmm e 98
partner? YEAR = L7177
DK YEAR =m-—emmmrmmcmee 33
505 {How old were you when you started AGE - 17 V[T
living with him?
506 |Are your father and motner still YES NO DK
alive? WOMAN'S MOTHER —- 1 2 8
WOMAN'S FATHER --- 1 2 8
507 |Are your (first) husband's/partner's YES NO DK
father and mother still alive? FIRST HUSBAND'S
MOTHER --=—m-- 1 2 8
FIRST HUSBAND'S
FATHER -===wue 1 2 8
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Q
NO QUESTICNS AND FILTERS CODING CATEGORLES e
508 |CHECK 526 AND 507:
ALL ALIVE [7 OTHER
(SKIP TO 511)
v
509 |wWas (MENTION PARENTS NOT ALIVE NOW) ES NG DK
alive at the time you began living WOMAN'S MOTHER --- 1 2 8
together with your (first) husband WOMAN'S FATHER ~-- 1 2 8
or partner? FIRST HUSBAND'S 1 2 8
MOTHER —--iemmmmeee
FIRST HUSBAND'S
FATHER ~~ = 1 28
510 |CHECK 509:
SOME PARENT ALIVE NO PARENT ALIVE
AT MARRIAGE [ ] AT MARRIAGE [/
(SKIP TO 514)
v
511 |At the time you began living YES == e 1
together, did you and your (first) NO —=—eu- ~— 2 513
husband (or partner) live with any
of these parents
*511A{Did you live with your own parents OWN PARENTS —-~—mmmmermmm 1
or with your husband's parents HUSBAND'S PARENTS —————- 2
*511B{Did you live with them for at least YES =—=w—w- -— 1
six months NO -~ ~= 2 1+#513
MARRIED LT 6 MONTHS STILL
LIVE WITH PARENTS -—-—==—- 3~
512 |Fcr about how many years did you YEARS ~~—mmmmmmeeeee LT
live together with a parent at that ‘UP TO THE PRESENT --—-—~- 96
4 time?
513 JAve you now living either with your LIVE WITH OWN PARENT(S)- 1
parents or your husband's parents? LIVE WITH HUSBAND'S
(Probe who depends on whom PARENT (S§) —----rm=semme 2
financially) OWN PARENT(S) LIVE WITH
THEM —=-—emm e 3
HUSBAND'S PARENT (S)
LIVE WITH THEM ~—-—weew 4
(¢ J S —— 5
LIVE WITH CURRENT HUSBAND'S
PARENT ——————mmcmmmmmeme 6
CURRENT HUSBAND'S PARENT
LIVE WITH ————mem—eeee— 7
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NO. QUESTIONS AND FILTERS CODING CATEGORIES S'er([)P
514 |In how many localities have you lived | NUMBER OF
for six months or more since you were | LOCALITIES ~—e—wmw—- 17
first married (started living
together) including this place?
516 |How we need some details about your
sexual activity in order to get a
better understanding of contraception
and fertility, AGE =~ e (177
AT MARRIAGE ———ccmemm- 95
How old were you when you first
had sexual intercourse?
*516A| CHECK 502
Currently married [F] Other [ J-—»go to 524
v
517 Have you had sexual intercourse YES 1
in the last four weeks? NO ~~—vem 2 519
VT —— 17
518 |How many times? CAN NOT REMEMBER ———- 94
REFUSED ==m———m—mmmmmr 95
519 |When was the last time you had sexual | DAYS AGO —wwmmmme 1 é%%%;
intercourse? WEEKS AGO ~=——--- 2
MONTHS AGO ~—~-~=- 3 [T
CAN NOT REMEMBER ~--- 994
REFUSED 995
BEFORE LAST BIRTH ~-- 996 —& 524
520 |CHECK 221:
NOT PREGNANT
PREGNANT OR NOT SURE
7 /
(SKIP TO 524)
!
521 |CHECK 313: v
USING NOT_USING
L7
(SKIP TO 524)
v
522 |If you became pregnant in the next HAPPY ~wo e 1 19524
few weeks, would you feel happy, UNHAPPY - 2
unhappy. or would it not matter WOULD NOT MATTER ~—-—w — 3
very much?
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES TO
523 | What is the main reason that you LACK OF KNOWLEDGE OR
are not using a method to avoid LACK OF SOURCE —=m=w—w 01
pregnancy? OPPOSED TO FAMILY
PLANNING —--~mmmemmee 02
PARTNER DISAPPROVES --~ 03
OTHER PEOPLE
DISAPPROVE —~eeemmmmeen 04
INFREQUENT SEX ~=-mw==== 05
POSTPARTUM/ BREAST -
FEEDING ---—--memmme e 06
MENOPAUSAL/ SUBFECUND -- 07
HEALTH CONCERNS —~=w——wa 08
ACCESS/AVAILABILITY —~- 09
COSTS TOO MUCH —-—=——mew 10
FATALISTIC =—=—w-rmnivremmmn 11
RELIGION ~—wmeremiimeee 12
INCONVENIENT TO USE ~-- 13
OTHER 14
(SPECIFY)
DK --- - 98
524 | PRESENCE OF OTHERS AT THIS POINT: YES NO
CHILDREN UNDER 10 ~ 1 2
HUSBAND ~==—mmmemee e 1 2
OTHER MALES —=——ee- 1 2
OTHER FAMALES ---=- 1 2
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SECTION 6. FERTILITY PREFERENCES

NoO. QUESTIONS AND FILTERS CODING CATEGORIES Sgé?
601 CHECK 314
HUSBAND OR WOMAN
STERILIZED OTHER
& T
(SKIP TO 609)
602 | CHECK 502: CURRENTLY
MARRIED OR
LIVING TOGETHER OTHER
[’_7 L7
(SKIP TO 611)
\J
603 | I now have some questions about
the future, CHECK 221,
NOT PREGNANT [/
OR NOT SURE
Would you like to have a (another)
child or would you prefer not to HAVE ANOTHER ——-m——wmmmm 1 606
have any (any more) children? NO MORE ~=—-immmmmme e 2
SAYS SHE CAN'T GET
PREGNANT: [ /: PREGNANT ~weocmmcm e 6 1611
After the child youv are expecting, UNDECIDED OR DK ~emevew- 8{’605
would you like to have another
child or would you prefer not to
have any more children?

604 | Would you say that you definitely DEFINITELY NO MORE -.=——- 1611
do not want to have (more) children, NOT SURE - - 2 w611
or are you not sure?

605 | Are you more inclined toward having HAVE ANOTHER —————w~m—mm 1 1607
a (another) child or toward not NOT HAVE ANOTHER —=w—ree 2 611
having a (another) child? UNDECIDED ==——mcemmaeae 3 Jes11

606 | Would you say that you definitely DEFINITELY MORF ——w—eeee 1
want a (another) child, or are you NOT SURE ~-——meemmmcmea 2
not sure?
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NO. QUESTIONS AND FILTERS CODING CATEGORIES S,II%P
607 |How long would you like to wait from TIME TO WAIT:
now before the birth of a (another) MONTHS ~—=e e 1 [T7 46084
'child? YEARS —wmoee e 2 [T7]-»608A
DK -- 998
608 |CHECK 215: AGE OF YOUNGEST:
YEAR ~—omme oo [T
How old would your youngest child be? | NO LIVING CHILDREN ---- 96
IF N0 LIVING CHILDREN, CIRCLE '96' DK —w=== 98
*608A( How many additional children do you NUMBER —=m=e-=meeeee [T] »611
want to have? DON'T KNOW —=~o e 98 »611
609 Do you regret that you (your husband) | YES ~w-memecommcmomcmee 1
had the operation not to have any NO --- 24611
more children?
610 |Would you like to have another HAVE ANOTHER —-—-eeee—- 1
child or would you prefer not to NO MORE - 2
have any more children? UNDECIDED OR DK =—~e—wm- 8
.1 | CHECK 202 AND 204:
NO LIVING CHILDREN /[ /:
If you could choose exactly the
number of children to have in your
whole life, how many would that be? NUMBER ===memme e [ 77
HAS LIVING CHILDREN [ 7:
If you could go back to the time you RANGE: RLTwirs AND
did not have any children and could
choose exactly the number of children | OTHER ANSWER
to have in your whole 1life, how (SPECIFY)
many would that be?
RECORD SINGLE NUMBER, RANGE, OR
OTHER ANSWER.
%612 Do you think that for a person LOWER SECONDARY
nowaday completing lower secondary SUFFICIENT ——~ - mrmemme 1
school is sufficient or should they BEYOND ~-rommm—mmoemm e 2
$0 beyond? DEPENDS 3
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SECTION 7. HUSBAND'S BACKGRCUND AND WOMAN'’S WORK
SKIP
NO. QUESTIONS AND FILTERS CODING CATEGORIES TO
702 {Now I have some questions about your
(most recent) husband/partner. Did YES 1
your husband/partner ever attend NO ~—m—em 212706
school?
703 |What is the highest grade he completed?|PRIMARY ----- 12364567
SECONDARY
OLD SYSTEM —==-- 12 3 4 5
NEW SYSTEM ~- 1 2 3456
TEACHING COLLEGE
(SPECIFY) —=—~=w 12345+
VOCATIONAL
(SPECIFY) —~-—-- 1234 5+
UNIVERSITY —-—=-—- 12345+
OTHER (SPECIFY) ___________
L1
704 {Check 703)
What was the highest level of school PRIMARY ~~mmirmmmem e e 1
he attended: primary, secondary, or SECONDARY —w-——mmmeeee—— 2
higher? HIGHER 3
DON'T KNOW =-mmme—————- 8 ™06
705 |CHECK 703:
SECONDARY
PRIMARY [/ OR HIGHER [/
(SKIP TO 707)
706 |Can (could) he read a letter or EASTLY - - 1
newspaper easily, with difficulty WITH DIFFICULTY ——w=w—- z
or not at all? NOT AT ALL —~eo-mememe— 3
707 |What kind of work does (did) your (SPECIFY IN DETAIL)
husband/partner mainly do? = | =eeeemeeeeeeeeeee 17 [T
*707A|Does (Did) he have any other job YES (SPECIFY) ==w—eommmm 1 LT7
besides the one you mentioned (in 707) {NO ~-—---cmmoemmmcmmaa— 2
708 |CHECK 707:
DOES (DID) NOT WORKS 7 DK+++9
WORK IN (WORKED) IN
AGRICULTURE AGRICULTURE
(SKIP TO 710)
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NO. QUESTICNS AND FILTERS CODING CATEGORIES S$£P

709 |Does (did) he earn a regular wage or YES -1
salary? NO - —— 2712

DK - — 8

710 |Does (did) your husband/partner work OWN LAND —--—mcmm e 1712
mainly on his or family land, or FAMILY TAND —~reecamme—— 2 10712
on someone else's land? SOMEONE ELSE'S LAND ~——- 3

711 |Does (did) he work mainly for money MONEY 1
or does (did) he work for & share A SHARE OF THE CROPS —~~- 2
of the crops?

712 }Before you married your (first) YES -~ - V V7 17
husband, did you yourself ever work (SPECIFY)
regularly to earn money, other than NO --~ -~ 2 o714
on a farm or in a business run by
your family?

713 |When you were earning money then, FAMILY —-— 1
did you turn most of it over to SELF 2
your family or did you keep most HALF —— 3
of 1t yourself?

714 |[Since you were first married, have YES - — 1 | L7 [T
you ever worked regularly to earn (SPECIFY)
money, other than on a farm or in NO wmmmom e 2
a business run by your family?

717 {Are you uuw working including work YES -- VLT 77
on a farm or in a business run by NO - 21 718
your family?

*717A|CHECK 717
Work in Agriculture Not in Agriculture [/ DK ++*9

(Go to 717C)

*717B|Do you work mainly in your own land, OWN LAND —-— e 1

Family land, or someone else's land? FAMILY LAND mememmemeeems 2 H*717D
SOMEONE ELSES LAND -~~w-- 3

198



NO. QUESTIONS AND FILTERS CODING CATEGORIES STK(I)P
*717C{ Do you work for your own family, FOR FAMILY ~—-meeerimme — 1
for others or are you self employed FOR OTHER 2
SELF EMPLOYED --=————ww- 3
*717D| Are you paid in cash, in kind, or IN CASH 1
not paid at all? IN KIND - 2
NOT PAXD 3
718 |RECORD THE TIME HOUR - L7
MINUTES ==w~emcemm——— r7
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SECTION 8. REIGHTS AMD WZIGHTS

801

*802

FOR EACH LIVIN CHILD FROM 3 TO 36
MONTHS OLD, RECORD HEIGHT AND

WEIGHT.

ORDER NUMBER

A A

11 1 waxe

RECORD UAMES STARTING
WITH THE YOUNGEST.

UNABLE TO RECORD

ORDER_MUMBER
N
11

| *"ME

UNABLE TO RECORD

Record height and weight of the mother: "

Line number

UNABLE TO RECORD

TICNTH OF BIRTH
YEAR OF BIRTH
WEIGHT

IN KILOGRAMS
HEIGHT I CHS

191 {1 1

[

REASON

HONTH OF BIRTH

WEIGHT
IN KILOGRAMS
HELIGHT I CMS

—_—
9] 1 1

FE

REASON

HONTH OF DBIRTH
YEAR OF BIRTH
HEIGHT

I KILOGRAMS 1
HEIGHT IN CMS l I L 1:

e

| 1:
—
19 | 1

EE

|

|

|

|

|

|

|

|

|

!

|

|

|

I

[

| YEAR OF BIRTH
|

|

|

I

[

|

|

!

|

|

[

|

|

| REASON
f
I

| WEIGHT (IN KILOGRAM) [ 7 7:

I HEIGHT (IN CMS)

! FOM MEASUREMENT
| FROM SELFREPORTING

[T17:

jroar-owe. A G G L. S . . N S T —— — — — — T S—— ————— — — — — —— S — —— E— — G— ——— T, S—— — T —
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(To be filled in after completing interview.)

Person interviewed:

INTERVIEWER'S OBSERVATIONS

Specific questions:

Other aspects:

Name of interviewer:

Date:

SUPERVISOR'S OBSERVATIONS

Supervisor: Date:
EDITOR'S OBSERVATIONS
Bditor: Date:
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D.2 The Community Questionnaire

Thailand Demographic and Health Survey
Institute of Population Studies, Chulalongkorn University

March - June, 1987

Instructions: This questionnaire is to be conducted by the supervisor
using group interview approach. There should be at
least 3 respondents. The qualified respondents are the village
leaders such as the village head, his assistant, village

health volunteer, leader of the housewife group.

'Village' is defined by village number or the administrative

boundary. A village may have one or more village name.

Time interview started ............ hour .....v..... minute
Name of the village ................ Village number ..... Regiom.,.....
Amphoe .....viv0evvneee Provinee coeeeeeeneseese

Date of interview: Day ..... Month ..........000.. YEar .....

Name of respondents| Position (inAﬁzars) ?:r:§i°31§§agzs%322::)
1
2
3
4
5

Interviewer's NaMe ...veeeesceococeecss
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No. Questions Coding catepgories Skip to
1 Identification = = = | tiiiiiiieiiiieceteeeraenas
(Name of locality)
Cluster Number +rcev«-- ZCZZZ:7
Same village ,......... s [ 7
2 Type of settlement Clustered ..... .cvcvvvnnrse 1
Seattered ...c.ciirnvennnnan 2
Some clustered some
scattered .....cccivennnn 3
2a |Is this village in the YOS weessrarsseearnassananons 1
sanitary area? NO toveneeerocnennnennnnnns 2
3 Total number of population {250 ittt |
of this village 250 = {500 ..uiiiienniannn 2
500 = {1,000 siuvuvnrnnnnse 3
1,000 - {2,000 ......c00nn. 4
2,000 - <5,000 ....cv0.nn. . 5
5,000 - {10,000 ........... 6
10,000 + . covneenvnnnnnss oo 7
4 Type of main access road Paved asphalt or cement ... 1
Paved: laterite (good) .... 2
Laterite (bad) ...vcvvuuene 3
Unpaved, clayed ........... 4
Noroad ........00000ts ieee 5
5 Diatance in Km's to nearest [ {10 ....cvvivenennnnnanns N |
provincial town ......000.. 10 =20 veviivrennnnnn. ces 2
SPECIEY 20 - €30 iiiiiiiieenns 3
30 = {50 teiiiiiiiinennnn . 4
50 = €100 ciiiirrnnnnnnnnnn 5
100 + ..oivvnenns cesrenn ees 6
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No. Questions Coding categories Skip to
6 Type of transport commonly Minibus ....vihevienennenes 1
used to the nearest T |
provincial town (circle all [ Taxl .v.veveveecenonrennses 1
applicable) Boat sveevveenrnenenncnness 1
) Train ..cvveneeennnnnnennss 1
MOtOnyCle tve s s aserr ey 1
None ...viviiiinienennnss P |
7 Does the village have a Yes (year started) ........ 1
community based contraceptivel NO ...vveiiereveceesnnnnees 2ad—m§
distribution program?
7A |What are the methods Me thod Cost
provided? and how much does cesecessereet teasecanns ZCZ:7
each method cost? s etseensssrseresesnance []Cj
8 Is there a village Yes in village (year 0
health volunteer (VEV) in started) ....iiiiiiiienns l————*-Bb
the village? No,but was visited ........
2]
If no; Was the village o — 9
visited by a VHV in the last
year?
8a |How often (times per month?) | Times/month ....ceeecven. Z:]
8b [Does this VHV resupply pill |[Yes c.eiveverveneeconnnnnnes 1
or provide any contraceptive [NO cviveerreenereneseenense 24—9
method?
8c |What methods are provided Method Cost

and how much does each

method cost?
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No. Questions Coding categories Skip to
9 During the past year was the [Yes .uvevevnncecncenencanas 1
village or the village nearby|No .....cccevtivernrececnnss 2-—>10
visited by a mobile medical |Visited village nearby .... 3
(or family planning) clinic?
9a | How many times (last year)? No. of times eeveeeeennes [:7
9b |What method were provided and Method Cost
how much did each method ctevsssantsensasenasanas Z:Z:7
cost? ctecettsssassnsassanses [:Z:]
If only advice or suggestion
was given, code 97 by cost.
10 Is there a traditional YeS vieevsnenssonenasacsses 1
midwife in the village? NC ceveesereescnnennssionee 24—mll
10a |Is this midwife trained in YeS civerecnnresnnnncananes 1
modern techniques? No coiveininnnnnnnosnensens 2
11 Is this village visited by a [YeS tvvevereeennncensennnes 1
trained midwife? HO cinrvirennennennnnnnes ves 2
lla | How or where do most Has a draipage pipe «..vvo. 1
villagers get rid of the On the ground ...o0v0veeees 2
waste water (clothes Under the floor ........... 3
washing dislwashing)? OtheY teeveereeeconsnecnees 4
11b |How or where do most Bury in a hole ..ocvvvvunas 1
villagers dispose the Burn .. .iiieiveieinineaneas 2
garbage? In the river or cannel .... 3
Sanitary or M.A. garbage
collector .v.iveeeveveees, 4
Other (specify) ......¢.... 5
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12, AVAILABILITY OF PUBLIC SERVICES NEAREST TO THE CLUSTER.
(1) (2) (3) (4) (5)
| )
IN | DISTANCE MOST TRAVEL COST OF
LOCALITY 1N RM'S COMMON TIME (one TRANSPORT
[a] TRANSPORT | way plus [a]
[b] walting time)
GET THERE
(MINUTES)
YES NO
A. EDUCATION
1 Primary school 1 2 [17 LT [IT7 [17
2 Secondary School 1 2 m m m m
3 Higher/Technical 1 2 L7 [T7 [T [[7
B. GENERAL SERVICES
1 Post Office 1 2 CU m m m
2 Weekly Market 1 2 L'E m CZI7 m
3 Cinema 1 2 [Ij [D [ﬂj m
CODE: [a] 97 = 97 + [b] Bus/Minibus +....... . vesenes 01
00 = lLess than 1 Boat evseinencnen .o eens oo 02
VALKINE vvveennrnnnns Ceeereeees 03
Cycling/Tricycle .............. 04
Motorcycle,Tuktuk «.vesseeseess 05
5 o 06
Bus/Minibus & Boat ....... . 12
Bus/Minibus & Motorcycle ...... 18
Bus/Minibus & Train ...veeve. .. 16
Boat & Walking ....... v eee 23
Boat & Motorcycle .i.iveeveevans 25
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13. DETAILS ABOUT EACH OF THE HEALTH SERVICES OF DIFFERENT TYPE CLOSEST
TO THE CLUSTER. (COLS 3 TO 10 ONLY FOR THOSE SERVICES WITHIN 30 KM'S
OF THE CLUSTER.
(1) (2) (3) 4)
IN DISTANCE TYDE, OF TIME TO
LOCALITY? FROM MOST COMMON | GET THERE
CLUSTER TRANSPORT [b]
IN KM'S [a]
A. HOSPITAL YES ......1 [ 17 MoTORIZED .1 | [ [/ 1/
NO ) BOAT ,..... 2 | (MINUTES)
|
! IF WALKING ...3
(NAME) WHERE? 3(|)+ CYCLING ... 4
| MOTORCYCLE. 5
|
| OTHER ..... 6
v
(LOCALITY)
B. HEALTH CENTRE YES vv.v..l [ 17 MoTor1zED -1 | [/ 1/
NO vvunen .2 BOAT ..... 2 | (MINUTES)
|
) IF WALKING ... 3
(NAME) WHERE? 30+ CYCLING -..4
| MOTORCYCLE . 5
NONE ..... 3 { OTHER .....6
Y
(LOCALITY)
CODES: [a] 97 = 97+ [b] 997 = 997+
98 = DK 998 = DK
00 = Less than 1 000 = Less thanl
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) (6) 7) (8) (9 (10)
NUMBER OF |NUMBER OF | DAYS OPEN | HOURS OPEN | SERVICES | YEAR IN
DOCTORS [a] | NURSES [a] (NUMBER) | AVAILABLE WEICH
SERVICE
STARTED
[T7 [T7 MONDAY ....1 [/ ] MCH «vvve.. 1 [
TUESDAY ...1 [ /7] EMERGENCY 1| [ [/
WEDNESDAY .1 [ /] GENERAL ...1| [/ 7/
THURSDAY ..1 [ /] FAM. PLAN..1| [[7]
FRIDAY -..-1 [ /1] ORAL REHY-
SATURDAY -1 [T DRATION .1| [ [/
SUNDAY -.+-1 [ /1]
OTHER .....1 [ [7]
[T [ 17 MoNDAY ...1 [ ][] MCH +evveo- 1| [ 17
TUESDAY ---1 [ [ ] EMERGENCY -1| [ /7
WEDNESDAY -1 [ [/ GENERAL ---1| [ /]
THURSDAY -1 [ /] FAM. PiaN..1| [ [/
FRIDAY ...-1 [ /7] ORAL REHY-
SATURDAY -1 [T DRATION -1 | [ [/
SUNDAY -..-1 [ []
OTHER .1 [ ]
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No. Questions Coding categories Skip to
13c |Does this village have a Yes (sp~cify number) ...... 1-4+—>»*13c.1
private clinic? NO evoviiveeneenncsonasennaae 0
13c.1|Where is the nearest private |Location .e.eeecessoconcess
clinic? Probe: How many? Number ......ovveveencens [T
*]13c.1|When was this clinic first Year svevececsncsonnssans LT
operated? Number of .......years ago/ 77
13c.2|Distance to the clinic. In village .coovveeerevnaes 004—>13c.9
Distance veeveeee.. (km.) [ 717
13c.3|Most common transport to the |Bus/minibus ......oveeeeees 1
clinic. Boat viieviiiinnn.. 2
Walkdng ,...vivivvennennees. 3
Cycling ovvivvevnireneneanes &
Motorcycle ...vvivvievensnss 5
Other (specify) .........., 6
13c.4|Time travel (one way plus ceenen ceveessss hour(s)
waiting time) to the clinic Ceesracansans minute(s)[:z:z:7
13c.9|Is oral rehydration salt Yes coieiiiininncacnesenans 1
available at the clinic? NO tevinenenenecnnnannseens 29 13D
1) 8-]
13¢.10|Do you know when ORS was Year started ...cceevene [:Z:7
first available at the Number of ..... years ago/ [ /
clinie? DK (Year started)......... 33
DK (Number of years ago)... 98
13D Does this village have a Yes (specify number) ...... 14—>%*13D.1
modern pharmacy? NO veveeennreennneenneanass O
13D.1 |Location of the nearest Location svieineenernnnnnes

modern Pharmacy?

Probe: How many

17

Number .evveeenecennns
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No. Questions Coding categories Skip to
*13D.1|When was the first modern Year .veveecesconcseasons m
pharmacy started? Number of ..... years. ago m
13D.2 |Distance to the modern In village ceeveveoeesanans 00 +—»13D.9
pharmacy. Distance .vecevenvenane km./ /]
13D.3 {Most common transport to the |Motorized .....coecvevenenas 1
pharmacy. BOAEL  sssecessevrsnenonanss 2
Walking .cevevesncecovennnes 3
Cycling covveevennene . . 4
Motorcycle ,..vivuveivnnn, . 5
Other (specify) cieesie, B
13D.4 {Time travel (one way plus | .ieivvesocesees hour (s)
waiting time) to the = | .. iicieennnns minute(s) / 7/ [/
pharmacy.
13D.9 |Is ORS available at the YeS5 tieirsessssneannnssnnson 1
pharmacy? NO tiviiinirentnnsnesscansa 2 '] 14
) T e
13D.10{Do you know when ORS was Year started cescecese m
first available at the Number of «soe. years ago [ /]
pharmacy? DY (year started)«esieseses 33
DK (Number of years ago) 98
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14.

DETAILS ABOUT EACH OF THE FAMILY PLANNING SERVICES OF DIFFERENT TYPE CLOSEST TO THE

CLUSTER. (COLS 3 TO 10 ONLY FOR THOSE SERVICES WITHIN 30 KM'S OF CLUSTER).
(1) (2) (3 (4) (5)
IN DISTANCE TYPE OF TIME TO METHODS
LOCALITY? FROM MOST COMMON | GET THERE | AVAILABLE
CLUSTER TRANSPORT [b]
IN KM'S [a]
A. HOSPITAL YES ...... 1 []7 |wrorzs .1| [777 |emw .......
NO % BOAT ......2 | (MINUTES) {IUD ..... eoal
} IF: WALKING ...3 INJECTIONS, .1
(NAME) v 30+ CYCLING ...4 CONDOM ,....1
WHERE? } MOTORCYCLE . 5 FEM. STER...l
: OTHER .....6 MALE STER...l
Y OTHER ......l
(LOCALITY)
B. HEALTH CENTRE YES «.....1 [T7 MOTORIZED .1 { [/ /] |PILL .......1
NO ......2 BOAT ......2 | (MINUTES) | IUD ...... ol
; IF: WALKING ...3 INJECTIONS. .1
(NAME) \J 3?+ CYCLING ...4 CONDOM ..... 1
WHERE? | MOTORCYCLE. 5 FEM.STER....]
NONE +++ . 3 : OTHER ..... 6 MALE STER...l
Y OTHER ......1
(LOCALITY)
CODE: [a] 97 = 97+ [b] 997 = 99T+
98 = DK 998 = DK
00 = Less than 1l 000 = Less than 1
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(6) @) (8) (9 (10) (11)
COST OF | YFAR METHOD | NUMBER OF | NUMBER OF | DAYS OPEN | HOURS OPEN
METHODS FIRST DOCTORS FOR | NURSES FOR | FOR FAM. FOR FAM.

AVAITABLE | FAM. PLAN. | FAM. PLAN. PLAN. PLANNING

[a] [a] (NUMBER)
[T7 [T7 MONDAY ....1 [/ /
[T7 [T7 [T /77 |tuesoay ...1. [77
[ 17 [17 WEDNESDAY .1 [/ /7
[T [ L7 THURSDAY ..1 [ 7/
[T 77 FRIDAY ....1 [ /7]
[T7 [T7 SATURDAY -1 [ /1]
[T [T SUNDAY ....1 [ 77
OTHER ..... 1 [T
[ 17 [T7 MONDAY ---.1 [/ //
[T7 [17 [T7 [ 17 TUESDAY ---1 [ /]
[T7 []7 WEDNESDAY -1 [ /]
[T 77 THURSDAY --1 [ /7]
[T [T FRIDAY -...1 [ 7]
[T7 [T saTuroAY -1 [/
[T [T7 suwpAY ...l [ [
OTHER ++«+ - 1 [
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No. Questions Coding categories Skip to
l4c Does this village have a Yes cevenenancns creeacsssas 1—F»*l4e.1
clinic that also provides ) (specify number)
family planning methods? NO ¢ocvennnn cesrrsenssrens . 0
l4c.1 |Location of the nearest Location «.evvevsennns cese
clinic that provides family |Number .......cceo00000se )
plamning services.
Probe: How many
*14c,1|When was the clinic for Year .vvveenn eeccesnens Z:Z:7
family planning services Number of ...... years ago Z:Z:7
first started?
14c.2 |Distance to the clinic. In village .ovecrvecneeeess 00 14— 14c.5
Distance .eveveenne k. ﬂj
l4c.3 |Most common transport to the | Motorized .........c0veesne 1
clinic. Boat ..iiiiiiiiiienianes . 2
Walking sveeeveecencccnsane 3
Cycling coveeerenvennnonas . 4
Motorcycle J.ivievinnn. . 5
Other (specify) ..v.e.... 6
l4c.4 |Time travel (one way plus tesceanenes hour (s)
waiting time) to the clinfc. |.......cccennn minute (s) Z:Z:Z:]
l4c.5 |What methods are provided at es No DK
the clinic? Pill ...vvens A | 2 8
(Read out each method) IUD vevnrvnenns .. 1 2 8
Injection «..uuuns 1 2 8
Condom ....... R | 2 8
Sterilization .... 1 2 8
Vasectomy ........ 1 2 8
Other sievveeesens 1 2 8
(specify)
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No. Questions Coding categories Skip to
14% Is there any pharmacy that YO8 cirevencsincerasesnnnns i—> *1l4g.1
sells contraceptive methods (specify mumber)
in the village? No cevvnnennnnn cessearsssae 0
14E.1 |Location of the nearest Location ..evevveneecnnens .
pharmacy that sells contra- {Number ...... Cessronnns . [:Z:7
ceptive methods?
Probe: How many
*14E, 1|When was the first pharmacy |Year ....cicvuven reaesen [:Z:7
?
opened? Number of ...... Years ago Z:Z:?
14E,.2 |Distance to the pharmacy. In village .veevenrneenenns 00T 14E.5
Distance ..cevevnenn lan. [:2:7
14E 3 [Most common transport to the |Motorized ........ceeven... 1
pharmacy. Boat ...iiiiiecricnnnniaas 2
Walking ...vevveennns ceense 3
Cycling voeverinecesncannes 4
Motorcycle .evvvinvinnnnees 3B
Ocher (specify) ......c.... 6
14E.4 [Travel time (one way plus  |....vee... . . hour (s)
waiting time) to the pharmacy|........e.... minute(s) Z:Z:Z:7
14E.5 |What family planning methods es No DK
are sold at the pharmacy? Pill ........ R | 2 8
(Read each method) Injection ..... . 1 2 8
Condom +veereennns 1 2 8
Other .....ecvenen 1 2 8
(specify)
15 Is there a housewife group B = - . 1
in the village? NO titveerinsnncencnanenns 2—4—>»17
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No. Questions Coding cagegories Skip to
16 Does the housewife group YeS coveieeeersssoniannonens 1
regularly prepare nutritious [No ..ivvvereriecanneesnnees 24—>17
dishes?
16a | How often? Number ......... per year [1 7
17 Is there a weighing program JYes .e.eeeeeeeevecsoseaeees 1
for children under age 5 NO vievnveeessosseanssnsnsse 2+—>»19
years old by the VHS in the
village?
17a | How of ten? Number ........ per year [T7
18 Do the mothers usually keep [Yes ..c.vvve.n. seeesivans S |
the growth chart? No ...... A
19 Does this village have a D (= . |
drug fund? NO tevenvnnnennnnassennnnss 2
20 Does this village have a YeS teeeevenrennrsncsenrans 1

sanitary fund?

Time finished

HOUT(S) vevvnnennccennns 177
Minute(sS) veeevvevennens. £717
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