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FOREWORD
 

Contraceptive prevalence surveys are important tools for monitoring and evaluating population 
programs. They provide rapid feedback to policy makers and program managers on the status of 
implementation of the programs. Thus, the 1991 CPS information can be used to formulate corrective 
measures on current program issues and help devplop its future policies and plans. 

The 1.991 Contraceptive PrevaenceSurvey is the sixth CPS conducted in Bangladesh. Previous 
surveys were carried out in 1979, 1981, 1983, 1985/86, and 1989. We thus have data for eleven years to 
observe demographic and programmatic patterns and trends. 

These data show a steady decline in fertility and infant mortality and steady increase in 
In addition, itshows that a substantial number of Bangladeshi womencontraceptive knowledge and use. 


are either current,/ spacing and limiting their births or desire to do so. A small family norm thus appears
 
to have taken root in Bangladesn. Policy makers, program managers, and family planning personnel at
 

the grassroots !evel can take great pride in this achievement.
 

Mitra and Associates, a private Bangladeshi research firm was given the responsibility for 

conducting the 1991 Contraceptive PrevalenceSurvey. I am happy to note that Mitra and Associates have 
completed the task with professional excellence. 

A Technical Review Committee was constituted by the Government of Bangladesh through the 
National Institute of Population Research and Training (NIPORT). The Technical Review Committee was 
composed of representatives from the Government, USAID, Mitra and Associates, and prominent 
Bangladeshi researchers. The contribution of this committee is an example of the close cooperation 
between the Government, donor, and research communities in the family planning sector. 

I thank all parties for this excellent report, the findings of which are useful to us in setting the 
directions and priorities of the future program. 

amim Aa~ 
Secreta 
Ministry o ealth & Family Welfare 
Government of Bangladesh 
July 1993 



PREFACE
 

As the Chairperson of the Technical Review Committee (TRC) for the 1991 Contraceptive 
Prevalence Survey, I am pleased to introduce this final report. 

The 1991 Contraceptive Prevalence Survey is the sixth survey of its k:nd being conducted in 
Bangladesh since 1979 for the purpose of providing rapid feedback of key demographic and programmatic 
indicators to monitor the strengths and weaknasses of the national family planning program. The wealth 
of information collected through 1991 CPS will be of immense value to policy-makers and program 
managers for strengthening of program policies and strategies infuture. 

Th TRC is composed of members with professional expertise in the field of population/family 
planning research and its membership was drawn from government, non-government, donor agencies and 
individual researchers. The professional contribution of the TRC members, inmaior phases of the study, 
helped ensure collection of information needed for providing the present status and also the future program 
directions. 

The Key Findings of the study were released inJuly 1992 and were distributed both nationally and 
locally down to the thana level. They were published in both English and Bangla. The TRC also plans to 
host aworkshop to discuss the findings and their implications for future program policy. 

On behalf of the 1991 CPS Technical Review Committee, I express my heartfelt thanks to all officers 
of Mitra and Associates for their hard work in completing this study on time and with professional 
excellence. 

B.R. Chaudhury 
Director General, NIPORT 
and Chairperson of TRC for 
the 1991 CPS 
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EXECUTIVE SUMMARY
 

The 1991 Contraceptive Prevalence Surveywas a nationally-representative sample survey 
of ever-married women under age 50 that was conducted between June 7 and October 15 1991. 
The survey was designed to collect data on the patterns and trends of marriage, fertility, 
contraceptive awareness and use, source of contraceptive supply and fieldworker visitation, 
fertility preferences, and child health and child survival. In all, 12,050 ever-married women were 
interviewed--8,973 in rural areas and 3,077 in urban areas. The 1991 Contraceptive Prevalence 
Survey was a follow-on to similar surveys conducted in 1979, 1981, 1983, 1985/86 and 1989. 

The survey documents that social and economic development among women remains low 
in Bangladesh. Sixty one percent of ever-married women of reproductive age have never 
attended school and eighty-four percent are either not employed or have unpaid jobs. In addition, 
the mean age of marriage for women is only 17.7 years. 

Findings from the 1991 Contraceptive Prevalence Survey point to a rapid decline in fertility 
in Bangladesh that coincided with the introduction of the field-based National Family Planning 
Program. At current levels, Bangladeshi women will have an average of 4.2 children during their 
reproductive years. This represents a considerable decline from the levels of closer to five 
children per woman that were reported in surveys conducted in 1989. Fertility rates are 
considerably higher among women in Chittagong Division than among women in the other three 
divisions. Adolescent childbearing also remains extremely high in Bangladesh, with sixty percent 
of 19-year old women either already mothers or pregnant with their first child. Survey findings 
imply that expansion of employment opportunities and especiallyeducational opportunities among 
women would help to spur further fertility reduction. 

Forty percent of all currently married women in Bangladesh are using contraception, thirty­
one percent modern methods and nine percent traditional methods. The pill (fourteen percent), 
tubectomy (nine percent) and the safe period (five percent) are the most commonly used 
methods. 

The level of contraceptive use has accelerated in recent years. In 1989, only thirty-one 
percent of married women were using a contraceptive method, compared to forty percent in 1991. 
Most of the rise in contraceptive use has been fueled by increasing use of the pill. Injectable use 
also enjoyed a solid increase between 1989 and 1991. However, use of tubectomy, which only 
a few years ago was the most commonly used method, remained constant between 1989 and 
1991. 

Contraceptive use is highest among women in Rajshahi and Khulna Divisions and lowest 
among women in Chittagong Division. There are strong differentials in contraceptive use by 
educational attainment of women, ranging from thirty-seven percent of women with no education 
to fifty-two percent of those with secondary education. 
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Survey data show that awareness of at least one contraceptive method is universal among 
Bangladeshi women. All but a tiny fraction of ever-married women have heard of the pill,
tubectomy and injectables. Favorable attitudes towards family planning are also widespread. A 
solid majority of Bangladeshi women said that they approve of early adoption of family planning
by married couples. Furthermore, three-quarters of marred Bangladeshi women believe that their 
husbarnds approve of family planning. 

The rnos, important sources of family planning are clinics and hospitals (forty-three percent
of contraceptive users), fieldworkers (thirty-eight percent), and pharmacies and shops (thirteen 
percent). Just over one-third of currently married women said they had been visited by a family 
planning fieldworker in the six months before they were interviewed. 

Forty percent of married Bangladeshi women say that they do not want any more children. 
An additional twenty percent are either sterilized, infecund or menopausal. Of those who want 
to have another child, two-thirds want to wait two years or more before the next birtih. In all, 
twenty-eight percent of married women are considered to have an unmet need for family 
planning, that is, they say they either want no more children or they want to wait two or more 
years before having their next child and yet they are not using any contraceptive method. 

Infant mortality rates appear to be declining rapidly in Bangladesh, although the exact level 
and magnitude of the decline are not known due to fluctuations in the data within and between 
surveys. With regard to indicators of child health, the survey shows that the duration of 
breastfeeding is long and does not appear to be declining overtime. The prevalence of diarrhea 
is still high in Bangladesh; just over one-third of children under the age of five had diarrhea during
the two weeks before the survey. Use of oral rehydration therapy remains low, with only twenty­
two percent of children who had diarrhea beign given either a solution made from a packet or a 
homemade sugar, salt and water solution. On the positive side, survey dota show that eighty­
three percent of children age 12-23 months have received at least one immunization and forty-four 
percent of children under age five received a Vitamin A capsule within the six nio;-ths prior to the 
survey.
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CHAPTER 1 

INTRODUCTION 

The 1991 Contraceptive Prevalence Survey is the sixth survey of its kind in Bangladesh. These 
surveys were begun in 1979 and continued in 1981, 1983,1985/86, and 1989. They are designed to give 
a reading on the patterns and trends of marriage, fertility, contraceptive awareness and use, source of 
contraceptive supply and fieldworker visitation, fertility preferences, and child health and child survival. Not 
only is this information valuable for its own sake, but it a!so gives policy makers and program managers 
information needed to gauge the current status of their programs and to chart new directions for them. 

This report gives the complete findings of the 1991 Contraceptive Prevalence Survey, and it will 
primarily be used by the Government of Bangladesh, non-governmental organizations and related agencies, 
the donor community, and technical experts. An earlier, more abbreviated report, the Key Findings of the 
1991 Contraceptive Prevalence Survey, was published in July 1992 for a general audience. It was 
published in both English and Bangla. Over two-thousand Bangla copies were distributed to program 
managers and field staff in Bangladesh's sixty-four districts and 489 thana (subdistricts). 

Contraceptive prevalence surveys from 1983 to 1991 were conducted by Mitra and Associates 
through a contract by the Government of Bangladesh and the United States Agency for International 
Development. The next major nationally-representative study of this kind will be part of the worldwide 
Demographic and Health Surveys. Data collection for the 1993/94 BDHS will begin in November 1993. 

1.1 Profile of Bangladesh 

Bangladesh is a small country, its land area of 57,295 square miles or 148,393 square kilometers 
approximately the size of the State of Wisconsin1. It is bounded by India on the north, west, and northeast, 
oy Myanmar on the southeast, and by the Bay of Bengal on the south. Bangladesh is essentially a flat 
alluvial plain crisscrossed by seven principal rivers and over two-hundred minor rivers, tributaries, and 
rivulets. Its rich soil, profuse rainfall, and humid climate provide a favorable environment for its abundant 
agricultural yields. Its geographical location between the Himalayas and the Bay of Bengal, however, 
expose it to frequent flooding and cyclones. 

Bangladesh isalso a relatively new country, having gained its independence from Pakistan in 1971 
after a protracted military struggle. It is a sovereign republic with a democratically elected government. 
Compared to other countries in the region, it is ethnically and linguisticaly homogenous. Eighty-seven 
percent of the population isMuslim, with the remaining percent mainly Hindu. 

Bangladesh's current administrative structure was established in 1983-84. At the time the 1991 
Contraceptive Prevalence Survey was conducted, there were four divisions --Dhaka, Chittagong, Rajshahi, 
and Khulna --but in 1992, a fifth division, Barisal, was added. These divisions are further subdivided into 
sixty-four districts, 489 thana or subdistricts, and 4,451 unions or clusters of villages. There are also four 
City Corporations (Dhaka, Chittagong, Rajshahi, and Khulna) and 106 municipalities. 

Preliminary results from the 1991 Population Census show a population size uf 109.9 million as of 
March 1991, but the population size should be inthe vicinity of 111.5 to 112 million after the final Census 

'Unless otheiwise stated, the figures cited in this chapter come from the Statistical Pocketbook of 

Bangladesh 92. 



results are released in August 1993. Bangladesh is the ninth most populated country in the world after 
China, India, the United States, indonesia, Brazil, Russia, Japan, and Pakistan. As of 1991, its population
density was around 750 people per square kilometer, making it the most densely populated country in the 
world, excluding some city-states. Based on an estimated 1991 population of 111.7 million, the 1981-91 
intercensal per annum growth rate would be 2.17 percent. This growth rate implies a population doubling
time of thirty-two years. The preliminary results of the 1991 Population Census showed a sex ratio of 106 
males for every 100 females, reflecting relatively high mortality among females. In 1991, the expectation
of life at birth was in the mid-fifties, with the male expectation of life slightly higher than the female 
expectation of life. The crude birth rate is in the low to mid-thirties per thousand population, and the crude 
death rate isin 'he low to mid-teens per thousand population. 

Most of Bangladesh's people still live inrural areas. Based on preliminary returns from the 1991 
Population Census, only e!even percent of the people lived in ninety4ive of the country's municipal areas. 
Other estimates have put the urban population at between fifteen and twenty percent of the total population.
Despite these relatively low proportions, given Bangladesh's large population size, substantial numbers of 
people live in urban areas. For example, Dlhaka, the capital city, has 6.5 million people and is considered 
one ol the fastest growing metropolises in the world. This 6.5 million figure is almost certainly too low 
because of the relative!y large underenumeration of sILIm populations. 

According to the 1989 Labor F'orce Survey, sixty-seven percent of the total population ten yearsand above was employed. Of those employed, sixty-six percent worked in agriculture and related 
activities, fourteen percent in production ind transport, nine percent in sales, and less than five percent in 
professional, managerial, or clerical activities. Eighty-one percent of males and sixty-two percent of females 
ten years and above participated in the labor force3. Almost ninety percent of emoloyed females worked 
in the agricultura! sector, with less than five percent in either services or productioi;'transportation. Unlike 
most other countries, only minuscule numbers of women worked in the sales sector. Adolescent 
employment was also high in Bangladesh, with forty percent of males and thirty-one percent of females 10­
14 years old participating in the labor force in 1989. Predictably, agriculture was the predominant source 
of employmert in rural areas, but it was also the second greatest source of employment in urban areas. 
Because of changes in employment definitions between various labor force surveys, it is difficult to chart 
trends in the proportion of workers employed in agriculture over time. 

Most farm-owning Bangladeshis only owned small plots. According to the 1983-84 Bangladesh
Census of Agriculture and Livestock (Rural), seventy percent of all farms were less than 2.5 acres arid 
twenty-four percent were less than 0.50 acres. Less than five percent of farms were 7.5 acres or larger. 

In 1989/90, the contribution of the industrial sector to the Gross Domestic Product was only 8.8 
percent, down from 9.3 percent in 1985/86. Between 1988/89 and 1990/91, employment in major industries 
remained static except for a moderate decline in the number of jute workers and a sharp increase in the 
number of ready-made garment workers. Between 1985/86 and 1989/90, the value of production rose in 
all the principal industries, but the productivity of workers remained unchanged except for a fall n the 
productivity of jute industry workers. 

2An employed person was defined as one who was ten years and above who (a) worked one or more 
hours for pay or profit or worked fifteen hours or more without pay in a family farm or enterprise during the 
reference week or (b) did not work but who had a job or business for which he or she was temporarily 
absent. 

'The 1989 Labor Force Survey used a broad defi, ition of labor force activity compared to earlier labor 
force surveys. The 1985/86 LFS, for example, found that only nine percent of females ten years and above 
participated in the labor force. 

2 



Bangladesh remains a poor country. The per capita Gross National Product in 199)0/91 was 

approximately $US1 90. Nevertheless, the percapitaGross Domestic Product in constant 1984-85taka rose 
six percent between 1987/88 and 1990/91. Income inequality, however, also grew in Bangladesh over time. 

In 1983/84, the poorest twenty percent of the population possessed 7.2 percent of the household income 
and the wealthiest twenty percent 43.4 percent. The corresponding numbers were 6.6 percent for the 
poorest twenty percent and 46.2 percent for the wealthiest twenty percent in 1988/89, The Gini ratio rose 
from 0.36 to 0.38 between 1983/84 and 1988/89. 

Another way to measure poverty is to observe caloric intake. In 1983/84, sixty-six percent of the 
urban population and fifty-seven percent of the rural population had below recommended daily caloric 
intake (2122 k.cals/day/person). By 1988/89, forty-four percent of the urban population and forty eight 
percent of the rural population had below minimum caloric intake. Corresponding figures for "hard core' 
poverty (1805 k.cals/day/person) were thirty-five percent of the urban population and thirty-eight percent 
of the rural population in 1983/84 and twenty-one percent of the urban population and thirty percent of the 
rural population in 1988/89. A lower proportion of children 6-71 months were moderately malnourished and 
a higher proportion were mildly malnourished in 1989/90 than in 1985/86. However, the proportion of 
children who were normally nourished -- 5.5 percent in 1985/86 and 6.1 percent in 1989/90 --was virtually 
unchanged over time. 

Bangladesh is a country heavily dependent on foreign aid. Foreign assistance was responsible 
for forty-foi r percent of total receipts in 1990/91, down from fifty percent in 1987/88. 

According to unadjusted preliminary 1991 Census results, only twenty-five percent of Bangladeshis 
of all ages were literate. Literacy varied by region and sex. Twenty-eight percent of Dhaka Division 
residents were literate compared to twenty-six percent of Chittagong Division residents and twenty percent 
of Rajshahi Division and Khulna Division residents. According to the 1981 Population Census, thirty-one 
percent of males over age five were literate versus sixteen percent of females (Mitra, et a. 1990). In 1991, 
ninety-five percent of children 5-9 years old attended primary school, twenty-eight percer of children 10-14 
years old attended secondary school, and four percent of adolescents 15-24 years old attended higher 
secondary school. Approximately ten percent more children 5-9 years old attended primary school in 1991 
than in 1989. However, pupil-teacher ratios were high, with on average sixty-four primary school students 
per teacher in 1991. Per capita public expenditure on education in 1cru1 was only $US3.60. 

1.2 Summary and Conclusions 

Bangladesh remains a desperately poor country, despite some signs of improving conditions. 
Certainly a doubling time of around thirty years for such a large population living in such a small land area 

should be cause for concern. There are several ways the couritry could cope with such an increase. First, 
people could move to cities and be absorbed into labor-ntensive industries. Preliminary Census figures 
do not suggest rapid urbanization, however, and only the garments industry has absorbed large numbers 
of laborers over the decade. The garments industry mainly employs female workers, but whether this 
industry alone can counterac( the deleterious effects of population growth is as yet unclear. As of 1991, 
most of the labor force was still rural and agricultural, and the pace of change toward urban residence and 
industrialization appears dull. Notably, the contribution of the industrial sector to the GDP did not grow over 
the latter half of tie 1980s decade. 

Second, people can alter their fertility behavior by having fewer babies. The evidence in this 

monograph suggests that precisely such fertility-reducing behavior has occurred quickly. Given 
Bangladesh's pronatalist traditions, one compelling determinant of this reduction could be the country's lack 
of socioeconomic development and the negative consequences thereof on both the current quality of life 
and the prospects and hopes for a better future. The third response to rapid population growth in a small 
land area could be increased mortality, but the available evidence indicates the opposite -- declining 
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mortality rates, especially among y-. ..ng children, a probable result of high immunization coverage over 
recent years. And finally, there could be substantial emigration. To date, there has been no good national­
level data on the flow of migrants ab'oad, but an analysis of the 1991 Population Census will make such 
a study possible. 

Even though improvements have been made over the past decade, most Bangladeshis remain 
uneducated and many are malnourished. Most agricultural holdings are small and are probably becoming
smaller, and income inequality is growing and may continue to grow. Reductions in mortality, although
worthwhile in their own right, will increase the population growth rate. The clear trend is toward rising
employment in labor-intensive industries, but whether these industries can prosper in an environment of 
low education and high malnutrition is an open question. With the worsening international climate toward 
immigration, movement out of the country could become a politically risky means of population control. 
It is therefore imperative that the country confinue to place significant resources on fertility control. 
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CHAPTER 2 

METHODOLOGY 

The 1991 Contraceptive Prevalence Survey used a nationally representative sample of ever-married 
women under age fifty. A total of 12,050 ever-married women were interviewed -- 8,973 in rural areas and 
3,077 in urban areas. The sample was designed to be comparable to previous contraceptive prevalence 
surveys in order to identify and evaluate program performance trends. 

2.1 Selection of Sampile Areas 

The sampling employed a two-stage design. The first stage involved the selection of sampling 
areas and the second stage the selection of households. In the first stage, Bangladesh wr,s divided into 
rural and urban strata. All the locations enumerated as urban in the 1986 Economic Census were defined 
as urban and the remaining locations were defined as rural. Sample areas were independently selected 
using a separate sampling frame for each rural or urban stratum. 

During the first sampling stage, the country was divided into sample areas or Primary Sampling 
Units (PSUs) using rural village/urban mahalla (block) lists of households produced by the 1986Economic 
Census. Each PSU contained between 150 and 500 households. In most cases, the boundaries of a rural 
PSU overlapped with the boundaries of a village, and the boundaries of an urban PSU overlapped with the 
boundaries of a mahalla. However, rural villages were split into two PSUs if they contained more than 500 
households or merged into one PSU if they contained less than 150 households. The same procedure was 
applied to the urban PSUs. 

The first stage sampling frames were composed of all the rural and urban PSUs listed in their 
respective strata. Two-hundred PSUs were then randomly drawn from these frames -. 120 PSUs from the 
rural frame and 80 PSUs from thr urban frame. 

The distribution of selected sample areas or PSUs by division, region1 , and urban-rural stratum 
is presented in Table 2.1. The map of Bangladesh on page 7 shows the geographical location of these 
PSUs. Since PSUs were selected according to probability proportional to size, the number of PSUs in a 
region, division, or stratum depended on the population size of the relevant areas. However, each of 
Bangladesh's four divisions -- Dhaka, Chittagong, Rajshahi, and Khulna -- had an adequate number of 
PSUs in each rural/urban stratum to ensure reliable divisional estimates of key variables. A total of 63 PSUs 
were selected from Dhaka Division, 51 from Chittagong Division, 48 from Rajshahi Division, and 38 from 
Khulna Division. 

2.2 Selection oi Households 

Households were listed by enumerators within each PSU and then assigned equal probability of 
selection in order to ensure self-weighting of the sample. Thus, in each stratum, the probability of selecting 
households from a PSU was inversely propurtional to the number of households in the PSU. The number 
of households selected averaged 76 per PSU in the rural stratum and 38 per PSU in the urban stratum. 

'Regions refer to old districts which existed before the introduction of the new administrative system 
in early 1986. 
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Table 2.1 D:3tributlon of sample areas by region and stratum according to dMsion, 1991 Bangladesh Contraceptive Prevalence Survey 

Straturi 
DMlon Region 

Rural Urban 

Rajshahi 8 3
 
Rangpur 10 5
 

RAJSHAHI Dinajp Jr 5 
 2
 
Bogra 5 2
 
Pabna 5 3
 

...........................................................
.............................................................................
... ..... ...... ..............
 
Subtotal 33 15
 

....................................................................................................................
......................
............. .........................................................................
 
Khulna 6 6
 
Barlsal 7 4
 

KHULNA Kushlia 2 1
 
Jessore 6 3
 
Patuakhall 2 1
 

..................................................................................................................................................................................
 

Subtotal 23 	 15
 .........................................................................................................................................................................................
I................................................
 
Dhaka 10 19
 
Mymensingh 10 5
 

DHAKA 	 Jamalpur 4 1
 
Tangail 3 1
 
Faridpu, 7 3
 
I................................................................................................................................
 

Subtotal 34 
 29
 .....................................................................................................................
....................................................................................................................
 
Chittagong 4 11
 
Comilla 10 3
 

CHITAGONG Noakhali 6 
 2
 
Sylhet 8 3
 
Chittagong Hill Tracts 2 	 2
 

...................................................................................................................................
 
Subtotal .............. ..............................	 30 21
,°........... 4 ........................................................... 
...............................................................................................
I......... . .. . . .
 

TOTAL 	 120 
 80 


A total of 12,122 households wnre selected in the sample, 9,104 fron the rural stratum and 3,018 
from the urban stratum (Table 22). Of these, 11,401 households were successfully contacted for 
interviews -- 8,594 in the rural stratum and 2,807 in the rural stratum. The non-response rate for 
households war 5.6 percent in the rural stratum and 7.0 percent in the urban stratum (Table 2.3). The most 
common reaso; t for household non-response was a vacant dwelling unit (Table 2.4). 

2.3 Eligible Respondents 

Ever-married womei under fifty years of age who had slept in the sample households the night 
preceding the interview date were defined as eligible respondents. A total of 12,347 eligible respondents 
were identified among the successfully contacted households -- 9,167 in the rural stratum and 3,180 in the 
urban stratum (Table .'.2). -- 8,873 in the rural stratum andOf these, 12,050 were successfully interviewed 
3,077 in the urban stratum. The non-response rate was 2.1 percent in the rural stratum and 3.2 percent 
in the urban stratum (Table 2.5). The most common reason for respondent non-response was non­
availability (Table 2.6). The interviewer made four visits to a household before classifying the respondent 
as not available for interview. 
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Table 2.2 Number of households and number of eligible respondents selected and interviewed according to stratum, 1991 Bangladesh
Contraceptive Prevalence Survey 

Number of households Number of eligible respondents 

Selected Interviewed Selected Interviewed 

Rural 
Urban 

9104 
3018 

8594 
2807 

9167 
3180 

8973 
3077 

Total 11122 11401 12347 12050 

2.4 Weighting 

The urban stratum was oversampled in order to obtain reliable estimates of the urban population.Because of the disproportionate sampling between rural and urban strata, appropriate weights were
calculated to compute national estimates. 

Weights calculated for the household and respondent samples according to stratum are presentedin Table 2.7. The design weight 2 was .50636 for households in the urban stratum and unity for householdsin the rural stratum. The corresponding urban stratum weight for respondents was 48389. (See Table2.2.) After adjustment for the non-response rate (See Table 2.2.), the urban stratum weight for householdschanged to .51392 for households and .51988 for respondents (Table 2.7). Thus, the weighted nationalhousehold sample size was estimated to be 10,037 households, and the weig.hted national respondent
sample size was estimated to be 10,573 respondents. 

2.5 Interviewing Schedules 

Both a household schedule and a respondent schedule were used in the survey. The householdschedule listed all members of a sample household who slept 0i the household the night preceding theinterview date by age, sex, and marital status and identified all eligible respondents -- ever-married womenunder age fifty. The respondent schedule was used to interview these eligible individuals. The scheduleswere designed using the 1989 Contraceptive Prevalence Survey questionnaire and the Demographic andHealth Survey model questionnaires as prototypes. Drafts of the schedules were reviewed by USAID/Dhaka 

'The number of households in the sampling frame was 2,164,194for the urban stratum and 12,893,015for the rural stratum. The sample included 3,018 housE-holds selected from the urban stratum and 9,104households from the rural stratum. The weight for the urban stratum was calculated according to the 
following formula: 

(Pu/P') * S 
Su 

where Pu is the number of urban households in the sampling frame, P,is the number of rural householdsin the sampling frame, S, is the number of rural households in the sample, and S. is the number of urbanhouseholds in the sample. Using the appropriate numbers, the urban weight was calculated as follows: 

(2,164,194/12,893,015) 9,104 
3,018 

or .50636. 
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and the Government of Bangladesh's Technical Review Committee. The schedules were then modified, 
translated into Bangla, pretested, and finalized. The final draft was also submitted for review, following 
which they were printed. The English version of the questionnaire is presented in Appendix A. 

Table 2.3 Non-response rate tor household interviews by stratum according to division, 1991 Bangladesh Contraceptive Prevalence 

Survey 

Rural stratum Urban stratum 

DMsion Number of households Non-response Number of households Non-response 
rate rate 

Selected Interviewed (percentage) Selected Interviewed (percentage) 

Rajshahi 2515 2393 4.9 565 535 5.3
 

Khulna 1629 1549 4.9 r66 524 7.4
 

Dhaka 2600 2452 57 1092 1008 
 7.7 

Chittagong 2360 2200 6.8 795 740 6.9 

Total 9104 8594 56 3018 2807 7.0 

Table 24 Reasons or household non.respon, e by stratum. 1991 Contraceptive Prevalence Survey 

Rural stratum Urban stratum 
Reason
 

Number Percent Number Percent 

No competent respondent found 8 1.6 7 3.3 

Refused interview 3 0.6 2 1.0 

Vacant dwelling 308 60.3 112 53.0 

Address not found 13 2.6 24 11.4 

Address does not exist 81 15.9 19 9.0 

Oth-r 97 19.0 47 22.3 

Total 510 10OG 211 100.0 

2.6 Household Listing 

Twelve teams, with two members in each team, were deployed over a period of two months to map 
and list the households in each PSU. Maps were sketched of the PSUs and households listed within them. 

2.7 Interviewing 

Nine teams interviewed respondents between June 7 and October 15, 1991. Each interview team 
had one male supervisor, one female supervisor, four female interviewers, and one field assistant. The 
female supervisor was responsible for the quality of the interviewing by both advising atid checking up on 
the interviewers. The male supervisor was responsible for distributing tasks among the interviewers, 
arranging accommodations for the team, and providing for other logistics. Both the male and female team 
supervisors were responsible for editing the questionnaires. Respondents whose questionnaires contained 
inconsistent answers were reinterviewed. 
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2.8 Quality Control 

Four quality control teams handled the quality control of the interviewing. Each quality control 
team had one male quality control officer and one female quality control officer. Quality control checks were performed in randomly chosen PSUs. In these areas, the quality control officers reinterviewed
randomly selected respondents by administering two or more sections of the questionnaire. Later, theycross-checked their sedtions with those completed by the regular interviewer. In addition, four field officers 
were deployed to oversee the work of all field personnel, including the quality control officers. Senior
professional staff of Mitra & Associates supervised the interviewing teams in the field. Representatives of
USAID/Dhaka also visited the field to monitor the data collection operations. 

Table 2.5 Non-response rate for respondents by stratum ac,.ording to division, 1991 Bangladesh Contraceptive Prevalence Survey 

Rural stratum Urban stratum 

Dision Number of households Non-response Number of households Non-response 
rate 
 rate
Selected Interviewed (percentage) Selected Interviewed (percentage) 

Rajshahi 2500 2446 2.2 622 607 2.4Khulna 1784 1740 25 589 570 3.2Dhaka 2569 2517 2.0 1123 1081 3.7
 
Chittagong 2314 
 2270 1.9 846 819 3.2 

Total 9167 
 8973 2 1 
 3180 3077 3.2
 

Table 2.6 Reasons for respondent -:,n.response by stratum, 1991 Bangladesh Contraceptive Prevalence Survey 

Rural stratumReason Urban stratum 

Number Percent Number Percent 
Incomplete 5 2.6 1 1.0Respondent not available 130 67.0 80 77.6Deferred 1 0.5 1 1.0Refused 5 2.6 2 1.9Other 53 27.3 19 18.5 

Total 194 100.0 103 100.0 

2.9 Monitoring 

In addition to the quality control checks, a data monitor cell was established to review the 
responses in the completed schedules. This review was conducted as follows: 

* Interviewing was carried out in five phases, each between three and four weeks long. As soon as
questionnaires completed in a phase were received at the office, responses to selected questions 
were tabulated according to the PSUs covered by an interviewing team. 

* The tabulated data of all the interviewing teams were compared. If the comparison showed a
deviation in the responses of a particular interviewing team to the normal patern of responses, the 
responses for that team were further tabulated by individual interviewers in order to ascertain if the
deviations were real or an art .ct o the interviewer not conducting the interviews properly. 

Such monitoring helped to ensure that interviewers collected high quality data. 
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2.10 Data Management 

Data management activities included registration of the questionnaires, data processing, and 
computer processing. As soon as the questionnaires were received from the field, the household 
schedules were recorded in a registration book which noted identification numbers, household interviewing 
status, the number of eligible respondents in the household, the number of eligible respondents actually 
interviewed, and the individual respondent's interviewing status. The registration of questionnaires facilitated 
their storing and handling during the data-processing stage. A research assistant was assigned to register, 
store, and maintain the questionnaires. 

Table 2.7 Unweighted and weighted number of households and eligible respondunts and sample weights according to stratum. 19"1 

Bangladesh Contraceptive Prevalence Survey 

Number of households Number of respondents 
Stratum 

Unweighted Weights Weighted Unweighted Weights Weighted 

Rural 8594 1.00000 8594 8973 1.00000 8973 

Urban 2807 0.51392 1443 3077 0.51988 1600 

Total 11401 10037 12050 
10573 

Information from the questionnaires was edited before it was coded for entry into the computer. 
Editing was undertaken in order to verify that schedules had been correctly and completely filled out by 
the interviewers and that there was consistency between the responses. A team of editors and editing 
verifiers performed these tasks. The Deputy Project Director checked ten percent of the edited and verified 
questionnaires. Coding of the information was initially done by coders and then verified by coding verifiers. 
The Deputy Project Director verified ten percent of the coding work. 

The SOSDATA double entry program was used to enter data into the comouter. Data were keyed 
into the computer twice. The program automatically stopped during the second entry if a discrepancy was 
encountered with the first entry. After completing the second entry, the data were checked for range and 
consistency errors, again using SOSDATA programs. In addition, specific FORTRAN and SPSS programs 
were used to detect accurate input data. After the data entry operations were completed, SPSS system 
files were constructed to analyze the data. 

2.11 Training 

Survey personnel were trained in five stages. Listers were trained for one week in the first stage 
and interviewers for three weeks in the second stage. Training was organized for supervisors and quality 
control officers in the third stage, for editors in the fourth stage, and for coders in the fifth stage. Training 
methods included classroom lectures, demonstration interviews, role playing, field practice, and problem 
review sessions. 

2.12 Executive Agency 

Mitra & Associates was the executive agency of the survey, and its Executive Director was 
responsible for the implementation of the survey. The Senior Deputy Director of Mitra & Associates was 
responsible for day-to-day survey activities. 
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3.1 

CHAPTER 3 

SOCIOECONOMIC CHARACTERISTICS AND MARRIAGE PATTERNS 

As described in Chapter 1, Bangladesh is a country which is characterized by a host of problems: 
poverty, low female education and non-agricultural employment, and population pressure on resources. 
The 1991 Population Census, whose results will be released shortly, will document demographic and 
socioeconomic trends in the country during the 1981-91 decade. Periodic contraceptive prcv;Ience and 
fertility surveys using samples of women have described these trends over two to three year intervals over 
the same time. The findings from the various Contraceptive Prevalence Surveys have shown gradual 
increases in the education, employment, and average age of marriage for women. This chapter will 
investigate the same patterns in order to identify any acceleration in these trends. 

Interviewers asked respondents about two important personal socioeconomic characteristics: 
education and employment. Respondents were asked about their school attendance, their level of 
education, and their highest class passed. In addition, they were asked about regular work for which they 
were paid in cash or kind and the type of work performed. Interviewers also asked respondents 
household level questions about landownership, housing material, source of water and type of sanitary 
facility, and commodity ownership. In the following chapters, education, employment, landownership, and 
household wealth are used to examine differentials in fertility, contraceptive use and supply source, fertility 
intentions, and child health and child survival. Household wealth was measured by creating a scale using 
household characteristics and commodity ,ownership. Its construction is described in Appendix B. 

Women's young age of marriage has historically been an important determinant of high fertility in 
Bangladesh. Even though contraception is extraordinarily important for reducing fertility rates, its effect is 
diluted if women marry young and hence are exposed to the risk of pregnancy throughout most of their 
fertile years. Interviewers asked respondents about their age of first marriage and their current marital 
status. In addition, information about the marital status of all household women was gleaned from the 
household questionnaire. 

Household Composition 

Table 3.1 presents the de facto household population by age and sex for both rural and urban 
areas. As described in Chapter 2, interviewers questioned all ever-married women less than fifty years of 
age who were identified as having slept in the household during the previous night. 

Forty-three percent of the household population was composed of children under the age of 15. 
The proportion of the young population to the total population was similar in rural and urban areas -- forty.. 
three percent ;n rural areas versus forty-one percent in urban areas. 

Table 3.1 shows a national sex ratio of the 0-4 year old household population of 1.04 (104 males 
for every 100 females). The rural sex ratio was 1.05 and the urban sex ratio was 1.01. The female 
household population, however, significantly outnumbered the male household population in the 15-29 year 
old age groups. This pattern reversed itself in the 30-49 year old population. Both rural and urban sex 
ratios followed this pattern, with the exception of the 10-14 year old urban population where females 
significantly outnumbered males. Forty-six percent of the women were in the reproductive age range -­
forty-six percent of the rural women and forty-nine percent of the urban women. 
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Table 3.1 Percent distribution of the de facto household population by five-year age group according to rural-urban residence and sex, 
Bangladesh, 1991 

Residence
 
National
 

Age group 
 Rural Urban 

Male Female Sex ratio Male Female Sex ratio Male Female Sex ratio 

0-4 15.0 14.5 1.04 15.3 14.8 1.05 13.3 13.2 1.01
5-9 14.8 14.7 1.00 14.9 15.1 1.00 13.6 13.5 1.01
10-14 13.1 13.4 0.99 13.1 13.2 1.00 13.1 14.4 0.90 
15-19 8.7 11.0 0.79 8.5 10.9 0.79 9.6 11.8 0.81
20-24 8.5 10.4 0.83 8.4 10.1 0.83 9.5 11.8 0.80
25-29 7.4 8.1 0.92 7.3 8.0 0.92 8.0 8.6 0.93
30-34 6.6 6.1 1.09 6.5 6.2 1.07 7.3 5.9 1.23
35-39 5.9 4.8 1.26 5.9 4.7 1.27 6.3 5.2 1.20 
40.44 4.5 34 1.31 4.4 3.4 1.30 5.0 3.6 1.37

45-49 39 2.6 1.51 
 39 2.6 1.51 3.8 2.4 1.54
50-54 2.6 3.2 0.82 2.7 0.803.3 2.5 2.7 0.94
55-59 2.1 2.7 0.79 2.1 2.7 0.76 2.4 2.2 1.06
60+ 6.9 5.0 1.39 7.0 5.0 1.43 5.6 4.7 
 1 18 

Total 100.0 100.0 NA 100.0 100.0 100.0NA 100.0 NA
Number [ 29566 29364 1.01 25132 24902 1.01 8627 8682 0.99 

NA = Not applicable
 
Note: Weighted number of the household population at the national level and unweighted numbers at rural and urban levels.
 

Tabl,e 3.2 Percent distribution of the de facto household population by five-year age group according to rural-urban reside-ice and sex. 
Bangladesh. 1989 

Residence 
National 

Age group Rural Urban 

Male Female Sex ratio Male Female Sex ratio Male Female Sex raiio 

0-4 15.4 15.6 1.02 15.6 15.8 1.02 13.1 13.1 1.035-9 14.8 15.1 1.02 15.0 15.2 1.02 13.6 13.9 1.01
 
10-14 12.9 
 12.7 1.05 12.9 12.5 1.07 12.5 14.8 0.87

15-19 10.5 11.6 0.94 10.4 
 11.4 0.95 11.4 13.6 0.86
20-24 7.7 9.5 0.83 7.6 9.4 0.83 9.1 10.9 0.86 
25-29 7.2 7.2 1.05 7.1 7.1 1.(,4 8.3 7.4 1.15
30-34 5.0 6.5 0.94 58 1.946.4 6.9 7.6 0.93
35-39 5.6 4.7 1.24 54 4.7 1.21 7.0 4.6 1.57
40-44 4.4 3.9 1.17 4.4 4.0 1.14 5.0 3.4 1.54
45-49 3.6 3.2 1.16 3.6 3.2 1.14 3.7 2.7 1.41 
50-54 2.7 2.0 1.42 2.7 2.0 1.42 2.6 1.8 1.44
55-59 2.4 3.2 0.79 2.4 3.2 0.78 2.2 2.5 0.90
60+ 6.9 4.9 1.46 7.1 5.1 1.47 4.7 3.5 1.37 

Total 1000 100.0 NA 100.0 100.0 NA 100.0 100.0 NA
Number 29745 28703 1 04 27317 26348 24281.04 2355 1.03 

NA = Not applicable 
Note: Unwelghted number of the household population at the national level rr.d unweighted numbers at rural and urban levels, 
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Table 3.2 shows the de facto household population from the 1989 Bangladesh Fertility Survey1 . 

Because the BFS only published unweighted age-sex distributions, comparisons are limited to rural or 

urban residence. The proportion of the household population under the age of 15 was almost the same 

in the BFS as in the CPS - forty-four percent in the rural areas and forty-one percent in the urban areas. 

The rural sex ratio was 1.02 and the urban sex ratio was 1.03 for children age 0-4. Despite some 

fluctuations in the numbers by individual age groups, the 1989 BFS and the 1991 CPS show basically 

similar patterns of age-specific sex ratios -- a preponderance of rural females in the 15-24 age group and 

urban females in the 10-24 age group and a preponderance of both rural and urban males in older age 

groups. Forty-six percent of rural females and fifty percent of urban females were in the reproductive age 
range. 

Percent distribution and number of ever-married women by residential and demographic characteristics, Bangladesh. 1991Table 3.3 

Number of ever.married women 

Residcntial and demographic 
characteristics Weighted percent
 

Weighted number Unweighted number
 

Residence 

8973 8973Rural 84.9 
Urban 15.1 1600 3077 

Division 

3598Dhaka 29.1 3079 

Chlttagong 25.5 2696 3089 

Raishahi 26.1 2762 3053 

Khulna 19.3 2036 2310 

Age 

<15 1.6 165 180
 

15-19 13.9 
 1475 1649 
2340 2669 

2358 
20-24 22.1 

25-29 19.4 2054 
1658 188930.34 15.7 
1281 147835-39 12.1 

8.6 909 104540-44 
45-49 6.5 692 782 

Marital Status 

9745 11097Currently married 92.2 

Widowed 4.3 
 458 532 

Divorced/Separated 3.5 370 421 

3.2 Residential and Demographic Characteristics 

Table 3.3 presents the residential and demographic characteristics of ever-married women. The 

rural/urban percentages reflect the division of locations in the 1986 Economic Census -- eight-five percent 

of the population living in rural areas and the remaining fifteen percent in urban areas. The distribution of 

the population by division reflects the population proportional to size of the divisions. (See Chapter 2.) The 

'Data taken from Table 2 of the 1989 BangladeshFertilitySurvey Analytical Tables (Huq, Cleland et al., 

1990: A4). 
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proportion of ever-married women in the <15-49 age range peaked in the 20-24 age group, reflecting the 
young age of marriage in Bangladesh. Of the ever-married women in the sample, ninety-two percent were 
currently married, four percent widowed, and four percent divorced or separated. 

3.3 Social and Economic Characteristics 

Table 3.4 shows the social and economic characteristics of ever-married women. Eighty-eight
percent of the ever-married respondents were Muslim and the remainder Hindu. Sixty-one percent had 
never attended school, eighteen percent had less than a primary level education, nine percent a complete
primary level, and twelve percent a secondary level education or higher. Sixteen percent of the ever­
married women had paid employment and eighty-four percent unpaid or no employment. Fifty-eight
percent of the women were from households which owned land and the remaining forty-two percent from 
households which did not own land. Over one-quarter each of the respondent's husbands were 
landowners or skilled and service workers, one-fifth laborers, and one-tenth each agricultural workers or 
professional workers. 

Table 3.4 also considers the geographic mobility and group membership of ever-married women.
Since marriage, forty-five percent had gone to another part of their village, town or city alone, twenty
percent to a health center or hospital alone, and only nine percent shopping or marketing alone. Less than 
three percent of ever-married women belonged to the Grameen Bank, the Bangladesh Rural Advancement 
Committee (BRAC), the Bangladesh Rural Deve!opment Program (BRDP), or a Mother's Club. 

3.4 Trends in Education 

Education increased among ever-married women over time (Table 3.5). The proportion of women
who had never attended school progressively decreased from sixty-nine percent in 1986 to sixty-one 
percent in 1991. The proportion with either partial or complete primary level education climbed from twenty­
three percent in 1986 to twenty-seven percent in 1991, and the proportion with secondary level education 
and above rose from eight percent in 1986 to twelve percent in 1991. This trend toward higher education 
among women was apparent in both rural and urban areas. rhe proportions of ever-married women with 
partial or complete primary level education were similar in rural and urban areas. However, the proportion
of ever-married urban women who had never attended school was around twenty percentage points lower 
than the proportion of corresponding rural women, and likewise, the proportion of ever-married urban 
women who had secondary level education and above was around twenty percentage points higher than 
the proportion of corresponding rural women. 

3.5 Differentials in Education 

The national mean years of education was low among ever-married women of reproductive age ­
- 1.9 years (Table 3.6). Urban women had 3.4 mean years of education versus 1.7 means years for rural 
women. Rajshahi women had lower mean education than women from the other three divisions. Younger 
women and women with a small family size had higher mean education than older women and women with 
a large family size. Currently married women had higher mean education than widowed or 
divorced/deserted women. Non-Muslim women had higher mean education than Muslim women, women 
with unpaid or no employment higher mean education than women with paid employment, and women 
whose households owned land higher mean educrtion than women whose households did not own land. 
Finally, women from wealthier households had higher mean education than women from poorer 
households. 
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Table 3.4 Percent distribution and number of ever-married women by social and economic characteristics, B'xngladesh, 1991 

Social and economic characteristics 

Religion 

Muslim 
Hindu 


Christian 

Buddhist 


Educational level 

Not attended 

< Primary 

Primary 

Secondary + 

Employment status 

Employed 

Unpaid or no employment 


Landownership status 

Owns land 

Does not own land 


Husband's Occupation 

Landowner 

Agricultural worker 

Laborer 

Skilled and service worker 

Professional worker 

Other 


Mobility 

Nt:mber of ever-married women 

Weighted percent Weighted number Unweighted number 

87.9 ',290 10575 
1436
11.8 1249 


0.3 31 34 

4 5 

60.6 6407 7081 

183 1939 2193 
10929.0 948 
1683
12.1 1278 


15.5 1636 1857 

84.5 R936 10192 

58.3 6163 6749 

41.7 4408 5298 

27.2 2872 2980 

11.7 1234 1295 

20.6 2178 2485 

26.9 2847 3437 
11.4 1209 1580 

2732.2 232 

Goes to another part ot village/town/city alone 45.4 IU573 12050 

Goes shopping/marketing alone 

Goes to health center/hospital alone 

Membership In groups 

Grameen Bank 
BRAC 


BROP 
Mother's Club 
Other group 


Not a member of any group 

.. Less than 05 percent 

9.2 10573 12050 

20.4 10573 12050 

2.5 10573 12050 

1.3 10573 12050
 

0.3 10573 12050 

0.8 10573 12050 

5.8 10573 12050 

89.3 10573 1205C 

3.6 Trends in Employment and Landownership Status 

Table 3.7 shows trends in female employment status and landownership status. Paid employment 

among ever-married women 15-49 years old steadily rose from nine percent in 1983 to six'een percent in 

1991. This growth was essentially the same in both rural and urban areas. Nationally, the proportion of 
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these women's households owning land declined from sixty-six percent in 1983 to fifty-eight percent in 
1991. This decline was evident in both urban and rural areas. 

Tab. 3.5 Percent distribution of ever.married women by educational level according to rural-urban residence, Bangladesh, 1983-1991 

Residence 
National 

Educational level Rural Urban 

1983 1986 1991 1986
1989 1983 1989 1931 1983 1989
1986 1991
 

Not attended 68,8 69.3 63.6 60.6 70.8 71.7 66.7 63.3 51.5 48.5 45.5 45.6 

< Pimary 17.6 14.7 17.7 18.3 17.8 14.7 17.9 18.5 15.1 14.5 16.2 17.2 

Primary 6.6 7.9 8.7 9.0 6.3 7.8 8.4 8.8 9.1 8.8 10.5 9.7 

Secondary + 7.0 8.1 10.0 12.1 5.1 5.8 7.0 9.4 24.3 28.2 27.8 27.5 

Total 100.0 100.0 100.0100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

N 8514 8539 10293 10572 7669 7680 
 8761 8973 2438 2623 2846 3077
 

Note: Weighted number of ever-married women at the national level and unweighled numbers at the rural and urban levels. 

3.7 Differentials In Employment and Landownership Status 

Regional differentials of employment status indicate that rural women from Rajshahi Division and
urban women from Khulna or Dhaka Divisions were more likely to have paid employment than their
residential counterparts (TabI/ 3.5). The difference in paid employment between rural Rajshani Division 
women and rural women from the other three divisions was particularly striking. Women 30-39 years old 
were most likely to have paid employment, followed by women 20-29 and 40-49 years old, in both rural and
urban areas. Likewise, women with three or four children were more likely to have paid employment than 
women with only one or two cnhildren or women with five or more children, in both residential areas.
Substantially higher proportions of ever-married women who were divorced, deserted, or widowed than 
women who were currently married had paid employment. Widowed women in urban areas were more 
likely to have paid employment than widowed women in rural areas. 

Employment status varied little by religious affiliation. Generally, higher proportions of less
educated than more educated women had paid employment, although women with secondary level
education and above were more likely to have paid employment than women who had only completed
primary level education. Finally, women from poor households were substantially more likely to have paid
employment than women from households of higher wealth -- a finding pertaining to both rural and urban 
areas. 

Landownership was highest among ever-married women from Khulna Division and lowest among
ever-married women from Chittagong Division (Table 3.7). Low landownership was particularly evident 
among rural Chittagong Division women. There were few differences in landownership status among ever­
married women by either age or fan-iily size. Nationally, currently married women were more likely to be
from landowning households than either widowea or divorced/deserted women. In rural areas, widowed 
women were almost as likely as currently married to live in landowning households. In urban areas,
however, they were far less likely than currently married women or divorced/deserted women to live in 
landowning households. 
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1991 
Table 3.6 Mean years of education of ever-married women by selected characteristics according to rural-urban residence, Bangladesh, 

Residence 

Selected characteristlcs National 

Division 

Dhaka 
Chittagong 
Rajshahl 
Khulna 

Age
 

<15-19 
20-29 
30-39 
40-49 

Number o1 living children 

None 
1-2 
3-4 


5+ 

Marital status 

Currently married 
Widowed 

Divorced/Deserted 


Religion 

Muslim 
Non-Muslim 

Employment status 

Paid employment 

Unpaid or no employment 


Landownershlp status 

Owns land 

Does not own land 


Household wealth scale 

Low 

Medium 

High 

Total 
N 

Note: Weighted number of ever-married women 

Rural Urban 

2.0 1.6 3.7 
2.2 2 0 3.3 
1.4 1.2 3.0 
2.1 1.9 3.6 

2.4 2.2 3.2 
2.1 1.8 3.8 
1.8 1.5 3.4 
1.2 0.9 2.5 

2.6 2.4 3.8 
2.3 1.9 4.3 
1.7 1.5 3.1 

1.3 1.1 2.0 

2.0 1.7 3.6 
1.1 0.9 1.8 
0.9 0.8 1.2 

1.8 1.6 3.3 
2.6 2.3 4.0 

1.5 1.3 3.1 
2.0 1.7 3.5 

2.4 2.1 4.8 
1.2 0.9 2.5 

0.4 0.4 0.6 
1.0 0.8 1.8 
3.4 3.0 5.6 

1.9 1.7 3.4 
10572 8973 3076
 

at the national level and unweighted oumbers at rural and urban levels. 
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Tablo 3.7 Percent distribution ol over-marriod women by employmont status and andownership status according to rural-urban rosidonco, Bangladesh 
1903-1991 

, 

Rosidonce 
National 

Rural Urban 
Status 

1983 1986 1989 1991 1983 1906 1909 1991 1983 1986 1919 1991 

Employmnt status 

Paid employment 0.7 5.0 13.4 15.5 0.5 5.6 13.1 15.6 9.9 7.9 14.9 14.9 
Unpaid or no omployment 91.3 94.2 86.6 84.5 91.5 94.4 86.9 84.4 90.1 92.1 85.1 85.1 

Total 
N 

100.0 
8523 

100.0 
8541 

100.0 
1029, 

100.0 
10573 

100.0 
7677 

100.0 
7682 

100.0 
8761 

100,0 
8973 

100.0 
2440 

100.0 
2623 

100.0 
2623 

100.0 
3077 

Landownorshlp status 

Owns land 66.1 63.0 56.0 58.3 68.2 66.0 60.6 61.6 46.4 44.5 35.3 39.7 
Does not own land 33.9 36.2 43.2 41.7 31.0 34.0 39.4 38.4 53,6 55.5 64.7 60.3 

Total 
N 

100.0 
8510 

100.0 
8541 

100.0 
10291 

100.0 
10571 

100.0 
7637 

100.0 
7682 

100.0 
0759 

100.0 
8973 

100.0 
2436 

100.0 
2622 

100.0 
2046 

100.0 
3077 

Note: Weihtlod numbor of ovor-married women at tho national I,vol and unwoightod numbers at rural and urban vls.A 

Muslim and non-Muslim ever-married women were equally likely to be from landowning households 
in rural areas. However, higher proportions of Muslim than non-Muslim households in urban areas owned 
land. Landownership was associated with education, with women with at least a complete primary level 
education most likely to come from landowning households, followed by women with only a partial primary
level education. Household wealth was strongly correlated with landownership status. Nationally, seventy­
nine percent of high wealth households owned land compared to sixty-five percent of medium wealth 
households and only twenty percent of low-wealth households. These differentials were wider in rural than 
urban areas. 

3.8 Housing Characteristics 

The housing characteristics of ever-married women of reproductive age are presented in Table 3.9. 
Nationally, fifty-two percent of all houses had roofs made from tin and an additional forty-one percent had 
roofs made from katcha (mud or woven bamboo). The vast majority of houses had walls and floors made 
from katcha. A substantially higher proportion of urban than rural houses had roofs, walls, and floors made 
from concrete. 

Tubewells predominated as the source of drinking water for both rural and urban households. 
Nationally, only two percent of households received drinking water from an inside pipe, although eleven 
percent of urban households received their water this way. Most rural households used either 'other 
latrines" (mainly hanging over water) or the outdoors as their principal sanitary facilities. By contrast, most 
urban households used pukka (concrete) latrines or 'other latrines." 

3.9 Commodity and Homestead Ownership 

Thble 3.10 shows ownership of consumer goods and homesteads. Nationally, seventy-three
percent of households owned a cot; forty-nine percent a table, chair, or bench; thirty-nine percent a watch 
or clock; twenty-eight percent a radio; and around twenty-two percent each an almirah (wardrobe) or a 
cycle or boat. Eighty-six percent of households owned their own homestead. Ownership of these items 
was higher in urban than rural areas, except for cycles/boat and homesteads. 
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Table 3.8 Percentage of ever-married women having paid employment and owning land by selected characteristics according to rural­

urban residence. Bangladesh, 1991 

Selected characteristics 

Division 

Dhaka 
Chittagong 
Rajshahi 
Khulna 

Age
 

<15-19 
20-29 
30-39 
40-49 

Numbier of living children 

None 
1-2 
3.4 
5+ 

Marital status 

Currently married 
Widowed 
Divorced/Deserted 

Religion 

Muslim 
Non-Muslim 

Educational level 

Not attended 


< Primary 
Primary 
Secondary + 

Household wealth scale 

Low 
Medium 
High 

Total 
N 


Note: Weighted number of ever-married 

Percent having paid employment: Percent owning land: 

ResidenceResidence 
National National 

Rural Urban Rural Urban 

14.1 13.5 16.6 58.8 64.3 34.3 

11.0 11.8 52.0 54.4 38.711.1 
21.6 22.5 14.5 59.2 61.6 40.9 

15.0 14.7 16.8 64.6 67.1 50.0 

7.3 6.3 61 0 63.7 41.57.1 
15.9 13.6 55.9 58.9 39.815.5 

20.2 199 21.9 58.6 62.5 37.8 

152 156 127 61.5 65.1 41.4 

7.8 7.1 11.9 61.9 64.7 44.4 

16.6 15.9 55.5 58.7 39.2 
181 18.3 17.1 57.2 60.5 37.6 

151 15.6 12.4 61.9 65.5 40.5 

16.5 

14.1 12.9 59.0 62.2 40.913.9 
31.5 30.5 36.1 52.8 58.9 24.9 

36.5 40.0 39.3 45.1 48.1 29.0 

15.6 157 15.2 58.6 61.7 40.9 

14.6 14.8 13.5 56.3 61.2 31.3 

17.6 17.5 18.2 50.5 53.6 26.3 

14.0 14.0 13.8 65.0 69.1 40.0 

8.6 8.5 9.3 74.2 79.4 48.0 

12.4 12.4 12.3 75.4 84.0 58.8 

24.1 24.5 22.0 20 1 19.7 22.3 

15.0 15.1 14 4 60.8 65.1 34.0 

10.7 10.5 12.1 78.9 84.8 50.5 

155 156 14.9 58.3 61.6 39.7 

10573 8973 3077 10573 8973 3077 

women at the national level and unweighted numbers at rural and urban levels. 
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Table 3.9 Percent distribution of households with ever-married women having selected characteraltca according to rural-urban residence, 
Bangladesh, 1991 

Residence 
Houaing characteristics National 

Rural Urban 

Material of roof 

Concrete 5.5 3.0 19.4 
Tin 51.5 50.4 54.9 
Katcha 40.9 44.1 22.9 
Other 2.5 2.5 2.8 

Material of wall 

Concrete 8.9 4.8 32.0 
Tin 9.2 9.4 8.5 
Katcha 81.1 85.0 58.4 
Other 0.8 0.8 1.0 

Material of floor 

Concrete 7.6 3.3 31.3 
Katcha 92.2 96.5 68.4 
Other 0.2 0.2 0.3 

Source of drinking water 

Piped inside dwelling 2.0 0.4 11.0 
Piped outside dwelling 2.0 0.9 8.0 
Tubewell 84.5 85.7 78.6 
Pond/Tank/River/Canal 4.6 5.3 0.9 
Other 6.7 7.5 1.5 

Type of sanltatlon faclilly 

Flush toilet 1.2 0.4 5.8 
Slab latrine 5.4 4.5 10.5 
Pukka latrine 13.0 8.9 35.9 
Other latrine 45.9 47.6 35.9 
Outdoors 34.5 38.5 11.9 

N 10573 8973 3077 

Note: Weighted number of households at the national level and unweighled numbers at rural and urban levels 
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Percent of households with ever.married women having certain household consumer durables and homestead ownership
 

according to rural-urban rnjidence, Bangladesh. 1991
 
Table 3.10 

Residence 

National 
Rural 

Consumer durables and 
Urban 

homestead ownership 

Consumer durables 

48.318,422.9Almirah 65.546.249.1Table/Chair/Bench 58.935.138.7Watch/Clock 84.370.672.7Cot 40.325.427.7Radio 19.322.622.1Cycles/Boat 

66.489.586.0Homestead ownership 

3077897110573N 

Note: Weighted number of ever-married women at the national level and unweighted numbers at rural and urban levels. 

3.10 Proportions of the Never Married and Ever Married of the Household Population 

It underscores
The marital status of the household population by sex is presented in Table 3.11. 

the near universality of marriage in Bangladesh. Approximately ninety percent of males 30-34 years old 

Women married at younger ages than men.
and females 20-24 years old had been married at least once. 

!n the 15-19 age range, fifty percent of women had been married compared to less than three percent of 

men. Indeed, only one-quarter of men in the 20-24 age range had ever been married. 

Table 3.11 Percent distribution of the de facto household population by five-year age group according to sex and marital status,
 

Bangladesh, 1991
 

FemaleMale 

Age group Never married Ever married Total Number Never married Ever married Total Number 

100.0 12550 
< 15 99.8 0.2 100.0 12671 98.5 1.5 

53.3 100.0 3233 
97.3 2.7 100.0 2564 46.7

15-19 100.0 305512.3 87.7
75.2 24.8 100.0 252320.24 

2.8 97.2 100.0 2374
100.0 219525-29 31.9 68.1 

99.5 100.0 1794 
8.4 91.6 100.0 1958 0.5

30-34 
0.1 99.9 100.0 1398 

2.9 97.1 100.0 175735-39 99.7 100.0 1007 
0.3 99.7 100.0 1322 0.3

40-44 
*. 100.0 100.0 958 

0.1 99.9 100.0 114645-49 100.0 100.0 952 
. 100.0 100.0 779 ..

50-54 782100.0 100.0100.0 100.0 62055-59 100.0 100.0 1460
100.0 100.0 203060+ 

51.2 100.0 29364 
60.7 39.3 100.0 29566 48.8

Total 

Less than .05 percent 
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3.11 Trends In the Never Married Female Household Population and the Singulate Mean Age of 
Marriage 

Table 3.12 considers trends in marriage patterns and the singulate mean age of marriage from 1983to 1991. Nationally, the proportion of women 15-19 years old who were never married rose by thirteenpercentage points between 1983 and 1986, but it levelled off since that time. The proportion of never­married women 20-24 years old rose steadily from four percent in 1983 to twelve percent in 1991. 

Table 3.12 Percentage of n)evermarried ferale household mumbers by five-year age groups and me singulate mean age at marriage according to
tural-urbani residence, [langladrsh. 19113-1991 

I Rlesidence 

Nalhonal 
flural Urban 

CUrrent age 
19113 19116 19119 199 1 19813 19186 1989 191131991 1996 1989 1991 

< 15 980 98 7 96 4 tt! 5 311.0 9116. 96 t 911I3 9116 99.0 99.0 99.115- 9 342 475 4513 46 ? 32.2 4610 432 44 1 49,5 59.151.5 60.120-24 40 7 1 93 1 3 3.0 G5 711 99 117 122 17.6 23.425-29 0.7 1l) 2116 05 OIl 09 1 72.5 1.9 5.2 4.830.34 04 0 1 ( 5 05 03 0 1 14 0.5 0.6 0.4 0.4 1.035-39 05 0 1 -. 04 0, -- - 1.2 0.440-44 0.1 02 03 O.1 * 0.1 0.4 - 0.5 0.,I 0.345-49 01 - .1 ­ 02 .. .... 0.5 

Singulate mean 167 1/7 177 17?" 1691 176 174 174 1111 186 18.6 19.1 
age at marriage 

--Less than .05 percent

Note: Weighted riurrler of niever. married 
 househld merrher. at the national level and ui-Aulghlted numbers at rura1 and Urban levels. 

Both rural and urban areas were characterized by basically the same marriage trends. In both areas, the proportion of never-married 15-19 year old women increased between 1983 and 1986, but thenlevelled off between 1986 and 1989, and in both areas the proportion of never-married 20-24 year old women grew between 1983 and 1991. However, the absolute proportion of never-married women wassubstantially higher among urban than among rural women -- sixty percent of urban 15-19 year old women versus forty-four percent of corresponding rural women and twenty-three percent of urban 20-24 year old women versus ten percent of corresponding rural women. Additionally, per annum growth in the proportion
of never-married 20-24 year old women was 1.5 percentage points for urban women compared to only 0.9 
percentage points for rural women. 

The singulate mean age of marriage is a summary measure which shows the mean age of marriage 
of women marrying before age fifty and is calculated from the proportion of women who are single insuccessive age groups (Shryock and Siegel, 1976: 167). The singulate mean age of marriage increased
from 16.7 in 1983 to 17.7 in 1986 and remained constant since that time. 

3.12 Marital Status 

Table 3.13 considers the distribution of ever-married women by marital status and age. The highestproportion of currently married women was in the 20-24 age group, followed by the 25-29 age group, The
likelihood of widowhood increased with age and was particularly noticeable as women moved from the 40­44 to the 45-49 age groups. Divorce and separation, by cor,;;ast, were concentrated among youngerwomen, with almost one-third of all divorced and separated women in the 20-24 age range. These patterns 
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varied little by residential area except that divorce and separation were more concentrated among younger 
rural women than urban ones. 

Table 3.13 Percent distribution of ovor-married women by five-year ago group according to marital status and rural-urban residence, Bangladesh, 

1991
 

Currently married Widowed Divorcod/Dosorted Total 

Ago 
group Residence FResidenco flesidenco Rosidonco 

National National National National 

Rural Urban Rural Urban Rural Urban flural Urban 

<15 1.6 1.7 1.1 1.9 1.6 1.9 1.6 1.6 1.0 
13.9 14.3 11.015-19 14.5 14.9 12.3 1.2 1.1 1.9 13.9 14.0 13.1 

31.7 32.5 20.1 22.2 22.1 22.320-24 22.6 22.6 23.1 3.4 3.2 4.5 
6.0 7.7 22.9 19.4 20.625-29 20.0 19.7 21.5 5.6 21.7 15.9 19.2 

11.6 15.730-34 15.9 15.9 15.7 12.8 13.0 14.2 13.4 19.6 15.7 15.7 
22.6 12.1 11.9 13.3 

40-44 8.0 7.9 8.4 24.7 24.4 25.8 5.4 5.1 6.5 8.6 8.5 9.2 

45-49 5.5 5.6 5.2 31,5 32.8 25.9 2.4 2.5 0.9 6.5 6.G 6.1 

35-39 11.9 11.7 12.6 20.4 19.9 8.8 0.0 14.0 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

N 9745 0282 2815 458 377 115 370 314 107 10573 8973 3077 

Los. than .05 percent
 
Note: Weighted number of over-married women at the national level and unweightod numbers at rural and urban levels.
 

3.13 Age at First Marriage and Mean Age of Marriage 

Age at first marriage and the mean age of marriage among ever-married women are shown in 
Table 3.14. The majority of women in all age groups married below the age of 15. The proportion of 
women above age 19 who married below the age 15 progressively increased with their age. For example, 
eighty-one percent of women 45 -49 years of age married below age 15 compared to only fifty-eight percent 
of women age 20-24. The mean of age of marriage shown in the last column of Table 3.8 also reveals an 
increasing age of first marriage. Whereas the mean age of marriage was only 12.7 for women 45-49 years 
old, itwas 14.6 for women 20-24 years old. 

Table 3.14 Percent distribution of ever-married wormen by live year age group according to age at first marriage and mean age at first
 

marriage. Bangladesh, 1991
 

Percent Ever-married by Age 
Total Number of MeanPercent never 

Curre . age married < 15 15.19 20-24 25-29 30.34 35-39 percent women age 

<15 98.5 100.0 NA NA NA NA NA 100.0 164 12.7 

15-19 46.7 61.9 38.1 NA NA NA NA 100.0 1474 14.2 

20-24 12.3 57.9 36.9 5.1 NA NA NA 100.0 2337 14.6 
NA NA 100.0 2054 14.4 

30-34 0.5 69.2 26.9 3.0 0.8 0.1 NA 100.0 1658 13.9 

35-39 0.1 72.1 24.5 2.8 

25-29 2.8 61.3 336 4.7 0.4 

0.4 0.1 0.1 100.0 1282 13.5 
0.2 -- 0.1 100.0 909 13.240-44 0.3 77.9 19.7 2.1 

1.4 0.1 0.1 100.0 692 12.745-49 -- 80.9 17.5 

3.1 0.3 .... 100.0 10669 14.0Total 48.8 66.5 30.1 

NA = Not applicable
 
--Leso than .05 percent
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3.14 Differentials in Mean Age at First Marriage 

Table 3.15 shows the mean age of first marriage by subgroup of the ever-married female 
population. Urban women had a higher mean age of first marriage than rural women. Chittagong Division 
women had the highest mean age of first marriage, followed by Dhaka Division women. Non-Muslim 
women had a higher mean age of marriage than Muslim women. Education was closely associated with 
marital age, with women with a secondary school education and above having the highest mean age of 
first marriage and women who never attended school the lowest. Women's employment or landownership 
status had no effect on their mean age of first marriage. Women from comparatively wealthy households 
had a higher mean age of first marriage than women from comparatively poorer households. 

Table 3.15 Mean age of first marriage among ever.married woman 25.49 years of age by selected characleristics according to rural-urban 
residence, Bangladesh, 1991 

Residence 
Selected characteristics National 

Rural Urban 

Division 

Dhaka 13.8 13.5 14.9 
Chittagong 14.6 14.4 15.2 
Rajshahl 13.0 12.9 13.8 
Khulna 13.5 13.4 14.2 

Religion 

Muslim 13.5 13.4 14.5 
Non-Muslim 15.0 14.9 15.7 

Educational level 

Never attended 13.2 13.2 13.6 
< Primary 13.8 13.7 14.0 
Primary 14.5 14.4 14.9 
Secondary + 16.4 16.0 16.8 

Employment status 

Paid employment 13.6 13.4 14.7 
Unpaid or no employment 13.8 13.6 14.6 

Landownership status 

Owns land 13.7 13.6 14.9 
Does not own land 13.7 13.5 14.4 

Household wealth scale 

Low 13.1 13.1 13.6 
Medium 13.5 13.5 13.8 
High 14.2 13.9 15.5 

Total 13.7 13.7 14.6 
N 6594 5556 1996 

Note: Weighted number of ever-married women 25-49 years of age at the national level and unweighted numbers at rural and urban levels. 
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3.15 Summary and Conclusions 

This chapter has documented that soc qi and economic development among women remains low 

in Bangladesh. In 1991, sixty-one percent of ever-married women of reproductive age had never attended 
or had unpaid jobs. In addition, theschool and eighty-four percent currently either had no employment 

mean age of marriage for all women was only 17.7 years. Because of purdahregulations, female mobility 

was restricted. Few Bangladeshi women belonged to non-household groups, thus precluding them from 

forming corporate identities or personal networks important for acquiring independent decision-making. 

Not only was the level of social and economic development low but social and economic trends 

over time were not uniformly positive. Landownership, for example, was associated with comparatively high 

education and wealth, but the proportion of ever-married women of reproductive age who lived in 

landowning households declined over time. 

Female employment, often viewed as an important determinant of fertiity decline, was not 

associated with either high education or wealth. On the contrary, employed women were disproportionately 

clustered in the poorest households, and relatively high proportions of widowed, divorced, or deserted 

women, as well as older women and women with large families, were employed. Most female employment 

therefore did not appear to be directed toward developing a long-term, productive career but rather toward 

augmenting meager household incomes. Given the continuing importance of household seclusion in 

Bangladeshi society, female employment outside the home may also be associated with a decline in social 

prestige. Significantly, tI ,proportion of women having paid employment rose over time in both urban and 

rural areas. -

By 1991, only a minority of ever-married women of reproductive age had attended school and the 

proportion of woman who h-id received partial or complete primary level school only increased minimally 

over time. O,1 a more positive note, however, the proportion of women who received secondary level 

education rnd above grew between 1983 and 1991, particularly in urban areas. Younger women and 

women wit i a small family size had higher mean years of education than older women and women with 

a large fan- ily size, indicating that younger cohorts of women may have obtained more schooling than older 

cohorts of women. 

Ever-married urban women of reproductive age were on average better educated than 
A far higher proportion of urban than ruralcorresponding rural women, but the differences were modest. 

women received secondary education and above, probably reflecting opportunities in the professional and 
areas. Proportions ofbureaucratic labor market and the higher prestige of education for girls in urban 

women receiving primary level education suitable for trade and simple clerical positions were basically the 

same in rural and urban areas and remained largely static over time. 

Housing accommodations and amenities and commodity ownership remain low in Bangladesh. 

Most houses were at least partially constructed from flimsy materials such as mud or woven bamboo, and 
or floors. Most "sanitationeven in urban areas, only a minority of houses had durable concrete walls 

ponds, and around half of all suchfacilities' in rural areas were either outdoors or hanging latrines over 

facilities in urban areas were this kind. One positive development was the high proportion of drinking water 

supplied from tubewells, generally considered a safe source of water. 

A substantial proportion of Bangladeshi households did not possess such basic consumer items 

as simple furniture, wardrobes, watches, or radios. A key feature of modern life, for example, is the ability 

to order life according to measured time. This feature appears to be lacking among considerable numbers 
Althoughof Bangladeshis. A largc, proportion of Bangladeshi households also did not possess a radio. 

some women may have access to the wider world through community -owned radios, the custom of purdah 

would restrict many of them from having easy and regular access to mass communication. 
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The age of marriage did not increase significantly in Bangladesh, even though some evidence 
suggests that younger cohorts of women, particularly those in urban areas, marry at older ages than older
cohorts of women. The mean age of marriage for all ever-married women of reproductive age, 14.0 years,
was extraordinarily low, although the difference between this mean which is based on reported age of
marriage and the singulate mean age of marriage which is based only on age-specific proportions single
suggests underreporting of the age of marriage by women. (See Huq and Cleland, 1990: 46). The
differentials suggest that women's age of marriage should rise as more women move to urban areas and 
as they become more educated. Chittagong Division women, conservative on many measures, actually
had a marginally higher mean age of marniage than women from the other three divisions. 

In brief, these socioeconomic and marriage patterns and trends suggest that women have not
made rapid social and economic progress in Bangladesh during the 1980s decade, despite someimprovements in the education arid age of marriage of younger cohorts. A significant share of female 
employment appears to be a response to poverty, although its long-range effects in the form of greater
mobility and independent income generation may lead to greater female empowerment. 

The distribution of households by age and sex indicates that there is a deficit of males in the youngadult age groups and generally an excess of males in the older adult age groups. The high sex ratios in 
the older age groups may reflect the effects of high fema!q mortality in these ages, in particular maternal
mortality among women in the older reproductive age groups. It may also reflect differential age
misreporting between males and females. Apart from differentia: age-misreporting, the low sex ratios 
among young adult populations may indicate more international emigration by males than females. It may
also indicate the males were more likely than females to live in institutional settings -- settings which by
design were excluded in the survey household listings. Finally, it may indicate that male-dominant sample 
areas did not appear in the sampling frame produced from the 1986Economnic Census, probably because
these areas were composed of in-migrants and were established after 1986. Given the way the sample
was drawn, however, this exclusion of sample areas would have affected urban mahalla,not rural villages. 
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4.1 

CHAPTER 4 

FERTILITY 

One of the major objectives of the Bangladesh National Family Planning Program is to reduce the 
country's fertility. On the hasis of preliminary findings from the 1991 Population Census, the 1981-91 per 
annum population growth late was estimated to be 2.17 percent. If this rate is maintained, Bangladesh's 
population will double in thirty-two years to roughly 224 million people. Over the long term, international 
out-migration should face severe constraints. Mortality reduction will actually spur population growth. 
Lowering fertility is therefore the only sustainable way to limit population size. 

The questionnaire was designed to measure cumulative fertility End past and current fertility rates. 
Cumulative fertility refers to the total number of children ever born to ever-married women 15 to 49 years 
of age. Respondents were asked about the total number of sons and daughters currently residing at 
home, the number not residing at home, and the number born alive who late[ died. 

Current fertility and past fertility rates are calculated by the number of births to women of specific 
ages during a given period divided by all women of those ages during that period. Using a birth history 
format, interviewers asked ever-married women 15-49 years old the names of all their children bun over 
an eight-year period (May 1983 to the interview date), their sex, their year of birth in either English and 
Bengali years1 , their month of birth, their survival status, and if dead, their age at death in months. This 
kind of iruncated birth history enables a collection of data about both the number and the timing of rsocent 
births. 

Age Misreporting and Underreporting of Deaths 

Inaccurate estimation of fertility trends may stem from age displacement of births. For example, 
mothers may backdate recent births, an error which results in an underestimation of recent childbearing 
and an overestimation of past childbearing. This bias could lead to unwarranted optimistic conclusions 
about recent fertility decline. Displacement of births has also been ascribed to interviewer failure to 
enumerate valid birth dates in a birto history (Arnold and Sultan, 1991). Table 4.1, however, shows that 
age misreporting should not seriously affect fertility estimates generated from the 1991 Contraceptive 
Prevalence Survey. Under normal conditions, wer2 births reported accurately, births in year x should 
roughly equal the average of births in year > -1 and year x+1. As shown by the calendar year birth ratios 
in the last column of Table 4.1, the reported distribution of births generally follows the predicted pattern. 
The only exception is a ten percent deficit of births in 1989 compared to 1988 and 1990. In order to reduce 
the effects of any bias associated with misreported birth dates, some fertility rates given in this chapter are 
averaged over multiple year periods. 

Another potential source of error is underreporting of infant deaths by mothers. In order to 
minimize this underreporting, interviewers reiterated their questions to mothers about the total number of 
children ever born and probed about possible infant deaths shortly after birth. Because there is no reason 
to believe that underreporting of infant deaths was greater in the 1991 Contraceptive Prevalence Survey 
than in past surveys, it is unlikely th at ai interpretation of rapid fertility decline would be seriously affected 

I A usable date of birth was found for all births reported in the eight-year birth history. Interviewers 
asked women to report all births frorm May 1983 to the interview date starting with the most i --ent birth, 
If a woman could not recall an exact date of birth, the interviewer estimated a date after probin.g with an 
events calendar. 
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by it. Indeed, as data collection experience has matured in Bangladesh, there is probably better reportinn 
of infant deaths now than in past years -- a situation which would result in lower fertility declines than would 
have been the case had reportirg not improved. 

Table 4.1 Distribution ofbirths by living, dead, and all children and ratios ofbirths by calendar year, Bangladesh, 1991 

Number ofbirths (weighted) Calendar year ratio'
 
Calendar year
 

Living Dead Total Living Dead Total
 

19912 926 67 993 NA NA NA 
1990 1663 164 1827 NA NA NA 
1989 1477 159 1637 89.7 88.1 89.6 
1988 1631 197 1828 105.2 106.2 105.2
 
1987 1625 212 1837 100.3 102.9 100.6
 
1986 1610 215 1824 101.7 96.2 100.9
 
1985 1541 235 1776 96.3 111.6 98.1 
1984 1591 206 1797 NA NA NA
 
19831 1147 163 1311 NA NA NA 

NA = Not Applicable 
1 [2B./B., + B,,]xl00 where B, is the number of births in calendar year x. 
2 Incomplete year 

In conclusion, age displacement does not appear to be a serious problem in the 1991 
Contraceptive Prevalence Survey. The shortage of births in 1989 may be explained by some frontdating 
of 1989 births to 1990 and some backdating of 1989 births to 1988 or by a real dearth of births possibly 
caused by the 1988 flood. These effects are reduced by averaging single-year fertility rates over multiple 
years. Omission of births may downward bias fertility estimates to an unknown degree, but there is no 
reason to believe that this bias is greater now than in past years. Therefore, even though estimated fertility 
levels , ay De too 1,.-, evidence of a downward fertility trend should be reliable. 

4.2 Children Ever Born 

Table 4.2 shows the number of children ever born (CEB) for all women and for currently married 
women. CEB is a measure of the cumulative fertility of women up to the time of the interview. The percent 
distribution of the number of children ever born for all women was calculated by assuming that all births 
occurred among ever-married women. As expected, mothers' age was positively related to their number 
of births, with on average a one child addition for each succeeding five-year age cohort. 

In 1991, currently married women 45-49 years of age averaged 7.7 children but only 5.8 children 
were still alive toward the end of their mothers' childbearing years. Mortality therefore lowered family size 
among the oldest women of childbearing age by two children, a reduction of twenty -five percent. However, 
only eleven percent of the children ever born to women 20-24 years old had died by the time of the survey. 
Because infant mortality is disproportionately responsible for all deaths among children ever born, the lower 
proportion of CEB deaths to younger women may reflect improved child survival conditions over recent 
years. (See Chapter 9.) 

Table 4.2 also shows continuing large family size aiong women currently nearing the end of their 
reproductive careers. Sixty-eight percent of all w,,,r]r 40-44 years old and 76 percent of all women 45-49 
years old had borne at least six children. These women were well into their prime childbearing years more 
than fifteen years ago at a time before the family planning program had become fully institutionalized in 
Bangladesh. However, young childbearing is still common in Bangladesh, with thirty percent of all women 
15-19 years old Dearing at least one child. 
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Table 4.2 Percent distribution of all wom.n and currently married women by five-year age groups according to number of children ever 
born, mean number of children ever born, and mezn number of iMng children, Banglad,!sh, 1991 

Number of children ever born 

I. 	 Number of Mean no. 

6 7 8+ women Meao no. of living0 1 2 3 4 
Age 	 Total (weighted) of CEB children 

All women 

15-19 70.1 22.4 6.4 0.9 0.2 0.1 .. .. .. 100.0 1473 0.4 0.3
 
20-24 24.1 23.2 27.7 16.2 6.5 1.8 0.4 0.1 -- 100.0 2340 1.7 1.4
 
25.29 6.3 8.2 18.9 25,0 21.3 12.6 5.5 1.7 0.6 100.0 2054 3.2 2.7
 
30-34 3.4 3.8 10.0 15.3 17.8 19.5 13.5 9.1 7.6 100.0 1658 4.5 3.6
 
35-39 1.5 2.0 5.3 9.2 14,1 16.8 14.5 14.6 22.1 100.0 1281 5.7 4.5
 

40-44 1.2 1.1 3.6 5.6 t3.3 12.4 15.9 14.4 37.7 100.0 909 6.7 5.2
 
45-49 0.8 1.5 2.5 3.8 7.0 8.5 11.5 14,2 50.2 100.0 692 7.4 5.5
 

Total 17.5 11.0 13.6 13.0 11.4 9.7 7.3 5.8 10.7 100.0 10407 3.5 2.8 

Currently married women 

15-19 42.7 42.7 12.4 1.7 0.3 0.1 .. .. .. 100.0 1416 0.6 0.6
 
20-24 12.6 25.3 32.4 19.3 7.8 2.1 0.4 U.i - 100.0 2206 1.9 1.7
 
25-29 2.9 7.1 19,2 26.1 22.8 13.6 5.9 1.8 0.6 100.0 1946 3.4 2.8
 
30-34 2.1 3.1 9.7 15.3 18.1 20.0 14.5 9.3 7.9 100.0 1546 4.6 3.7
 
35-39 1.0 1.3 4.4 8.6 14.0 17.1 15.4 15.4 22.8 100.0 1155 5.8 4.7
 
40-44 0.6 0.7 2.5 4.8 7.2 12.5 15.8 15.5 40.4 100.0 776 6.9 5.4
 
45-49 0.7 0.9 2.1 3.2 6.0 7.4 9.9 15.0 54.8 100.0 539 7.7 5.8
 

Total 10.4 14.3 15.7 14.0 12.0 	 10.0 7.3 5.8 10.5 100.0 9585 3.7 3.0 

Less than .05 percent 

Table 4.3 considers temporal declines in cumulative fertility. After adjusting for differences in age 
distributions over time, the mean number of CEB to ever-married women fell from 4.2 in 1983 to 3.7 in 1991, 
a decline of twelve percent over eight years. Women 15-29 years old experienced small reductions in 
cumulative fertility between 1983 and 1986, but these reductions vanished between 1989 and 1991. The 
pace of childbearing among younger women thus remained stable over the recent past. Most fertility 
reduction between 1986 and 1991 occurred among women between the ages of 30 and 44. 

Table 4.3 Mean number or children ever born to ever-married women by five-year age groups. Bangladesh, 1983-1991 

Year
 
Age
 

1983 1986 1989 1991
 

15-19 	 0.8 0.7 0.7 0.7 
20-24 	 2.3 2.1 1.9 1.9 
25-29 	 3.8 3.6 3.3 3.3 
30-34 	 5.5 5.1 4.7 4.5 
35-39 	 6.5 6.5 5.9 5.7 

40-44 	 7.3 7.4 7.0 6.7 
45-49 	 7.5 7.2 7.5 7.4 

Standardized mean 	 4.2 4.0 3.8 3.7 

KI.e: The mean Is standardized by the 1991 age distribution of ever-married women. 
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Age of first marriage was positively associated with cumulative fertility (Table 4.4). This pattern is 
typical given that the number of children ever born is usually related to years spent in marriage, especially 
in a country such as Bangladesh where the vast majority of women do not engage in premarital sexual 
intercourse. For example, the cumulative fertility of women 40-49 years of age who married between the 
ages of 18 and 20 was twenty -eight p.ercent lower than the cumulative fertility of the same cohort of women 
who married below the age of 15. Even though many of the women who married below age 15 were 
probably subfecund, their cumulative fertility was still higher than women who married between the ages 
of 15 and 17. 

Table 4.4 Mean number of children ever born to ever-married women by age at first marriage according to ten-year age groups,
 
Bangladesh. 1991
 

Current age
 
Age at first riarriage
 

20-29 30-39 40-49
 

<15 3.0 
 5.3 7.2 
15 2.5 4.9 6.9 
16 2.3 4.5 6.7 
17 1.9 4.3 6.1 
18-20 1.2 J.7 5.2
 
21-- 0.9 
 2.7 4.0 

4.3 Parity Progression Ratios 

2Table 4.5 shows parity progression ratios for currently married women in five-year age groups 
between the ages of 30 and 49 from 1986 to 1991. A parity progression ratio is the proportion of women 
at parity x who continue to the next higher parity x+1. Reproductive time spent after the field-based 
National Family Planning Program started in the mid-1970s seems to be a strong defininq factor for 
advancing to higher parities. The last column of the table indicates that women at the end of their 
childbearing years had essentially the same probability of having additional children in 1991 as they had 
in 1986. These women would have b'en in their peak childbearing ages either before or at the start of the 
National Family Planning Program's field-based system. The first evidence of the effect of this Program was 
among those 40-44 years old at parity four. These women would have been in their mid-twenties to mid­
thirties at the beginning of the field-based Program. Likewise, there were signs of fertility reduction among 
women 35-39 years old at parity three and women 30-34 years old at parity two. Women in these age 
groups would have spent a substantial portion of their reproductive careers after the field-based Program 
had been initiated. 

Chanrling fertility patterns can also be seen by comparing the proportion of women 30-34 years 
old and 35-39 years old at given parities between 1986 and 1991. There were lower proportions of women 
at all parities, except parity one, in 1991 than in 1986. The differences were particularly striking at parity 
eight for 30-34 years olds. Fifty-five percent of them went on to have nine or more children in 1986 
compared to only thirty-four percent in 1991. This decline may indicate that dramatic reductions of very 
high parity births may be taking place in Bangladesh. 

2 Currently married rather than ever-married women at given parities are used as the denominator in 
order to eliminate effects of divorce and widowhood on the progression to higher parities. 
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Table 4.5 confirms that virtually all Bangladeshi women have at least two children. For example, 

regardless of the CPS survey year, ninety-seven percent of currently married Bangladeshi women 30-34 

years old who had given birth to one child went on to have a second child. 

age groups, Bangladesh, 1986-1991Table 4.5 Parity progression ral s among currently married women by parity according to five-year 

Age
 

40-44 	 4G-49Parity 30-34 	 35-39 

1986 1089 1991 1986 1989 1991 1986 1989 1991
1986 1989 1991 


1 .97 97 97 .99 .99 .99 1.00 .99 .99 .98 .99 .99
 

92 97 	 .99 .97 .97 .98 .98
2 	 .95 90 .96 95 .99 


93 91 96 .96 .95 .96 .96 .973 	 .89 86 .82 96 


.80 77 74 .89 87 83 .95 .95 92 .95 .97 .94
 

.89 .88 .85 .93 .91 .92
 
4 


5 	 .70 65 61 84 80 76 


.59 56 54 76 .71 71 .86 .84 .78 .83 .87 .88
6 

.78 .72 .82 .77 .79
7 	 .50 46 46 69 62 .60 .77 


58 .62 54 .74 .67 .68 .74 .76 .71
8 	 .55 41 34 


4.4 Age-Specific Fertility Rates and Total Fertility Rates 

Age-specific fertility rates and total fertility rates are presented in Table 4.6. An age-specific fertility 

rate (ASFR) is the ratio of births to all women of a specific age at a given time divided by all women who 

were that age at that time3 . A total fertility rate is a summary measure that can be interpreted as the 

number of children a woman would bear during her childbearing years if her fertility behavior conformed 

to prevailing age-specific fertility rates. It is calculated by multiplying each age-specific rate by five, the 

number of years in each five-year age group, and then summing them. 

during the period 6 years before theTable 4.6 Age-specific fertility rates by five-year age groups and total fertility rates among all women 

survey, Bangladesh, 1991 

Months before the survey 

Age at mid­
interval 1.12 1324 25-36 37-48 4960 61-72 1.36 1-60 1-72 

15-19 0 178 0 169 0190 0 192 0.205 0.210 0179 0.187 0.191 

2024 0234 0227 0229 0254 0,248 0.218 0.230 0.239 0.235 

25.29 0 180 0 187 0 196 0207 0217 0,228 0.188 0.198 0.203 

30.34 0 123 0 123 0143 0 165 0.159 0.186 0.129 0.142 0.150 

35-39 0072 0070 0092 00087 0 100 0.116 0.078 0.084 0.089 

40.44 0032 0 036 0039 0 C67 0043 0.082 0036 0.044 0,050 

45-49 0.014 0021 0.003 [0 0181 NI NI 0.013 0.011 0.010 

4.95 	 4.86 5.20 4.26 4.52 4.63TFR 15-49 4 16 4 16 4 46 

NI = No Information 
Note ASFR in brackets is partially truncated 

3Because childbearing rarely occurs outside marriage in Bangladesh, interviewers only asked the birth 

hist(,y to ever-married women, not to all women. In order to calculate the age-specific fertility rates of all 

women, the rate for ever-married women was first computed. This rate was then inflated by the reciprocal 
r~f the ratio of ever-married women to all women, as reported in the household listing. 
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ASFRs and TFRs are presented over twelve month intervals up to seventy-two months before the 
suryey date. The total fertility rate declined twenty percent over time, from 5.20 during the sixth year before 
the survey date to 4.16 during the first year before the survey date. Identical TFRs during the first and 
second ,ears do not suggest any backdating of recent births. The right-hand panel of Table 4.6 smooths 
out erratic annual fluctuations of births by showing an average six-year TFR of 4.63, an average five-year
TFR of 4.52, and an average three-year TFR of 4.26. If Bangladeshi women follow the fertility behavior 
reflected in the three -yearTFR estimate, they would bear nearly 3.0 children by their thirtieth birthdays and 
nearly 4.3 children by the end of their reproductive careers. 

4.5 Trends in Age-Specific Fertility Rates and Total Fertility Rates 

Recent trends in age-specific fertility rates indicate that fertility fell most rapidly among older women 
(Table 4.7). Using three-year total fertility rates, ASFRs are thirty-two percent lower among 40-44 year olds 
in 1991 than in 1989. Likewise, they are twenty-eight percent lower among 35-39 year olds and nineteen 
percent lower among 30-34 year olds in 1991 than in 1989. This trend suggests increased contraceptive 
use among older women in Bangladesh. On the other hand, fertility actually rose by five percent among
15-19 year olds, reflecting a low use of contraception and a lack of increase inthe average age of marriage 
among these women over recent years. 

4.7 Age.specdfic fertility rates by five-year age groups and total fertility rates among all women, Bangladesh, 1989 and 1991. 

3-year rates 5-year rates
 
Age at mid-Interval
 

1989 1991 1989 1991
 

15-19 0.171 0.179 0.176 0,191
 
20-24 0.241 0.230 
 0.252 0.235
 
25-29 0.217 0.188 
 0.225 0.203
 
30-34 0.160 0.129 0.167 0.150
 
35-39 0.109 0.078 0,114 0.089
 
40-44 0.053 0.036 0.060 0.050
 
45.49 0,014 0.013 0.016 0.010 

TFR 15-49 4.82 4.26 5.05 4.63 

Table 4.8 compares total fertility rates over recent years from several data sources in order to 
identify both historical trends and the degree of consistency between the data sources. The two 
Contraceptive Prevalence Surveys and the Bangladesh Fertility Survey (BFS) are cross-sectional, nationally
representative surveys. The Sample Vital Registration System (VRS) collects vital events data on an 
ongoing basis from 210 primary sampling units in both rural and urban areas nationwide. All sources show 
that fertility generally moved in a downward direction throughout the 1980s. The gap between the VRS 
data and CPS/BFS survey data also narrowed considerably over time. The 1989 BFS and the 1991 CPS 
TFRs are remarkably consistent between 1986 and 1988, both surveys showing that the TFR fell from 
around 5 children to 4.6 during these years. The direct estimate of TFR for calendar year 1990 derived 
from the 1991 Contraceptive Prevalence Survey is4.24. 

4.6 Differentials in Total Marital Fertility Rates 

Table 4.9 shows differentials in total marital fertility rates (TMFR) among population subgroups, A 
TMFR is similar to a TFR but it applies to ever-married women rather than to all women. The national TMFR 
was 5.54 during 1985-1987 and 5.05 during 1988-1990for a nine percent decline over these years. Even 
though the urban TMFR was lower than the rural TMFR, the rate of decline was similar in the two areas. 
Married Chittagong Division women could expect to have almost one child more than married women from 
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the other divisions. However, the rate of marital fertility decline for Chittagong Division women between 
19 5-87 and 1988-90 was roughly equivalent to the rate of decline for women from the other divisions. 

Table 4.8 Total fertility rates by selected surveys according to calendar years, Bangladesh. 1983-1990 

Calendar years 
Selected 
surveys 1983 1984 1985 1986 1987 1988 1989 1990 

1991 CPS 5.19 4.96 5.08 4.94 4.68 4.12 4.24 

1991 VRS 5.07 4.83 4.71 4.70 4.42 4.39 4.35 4.33 

1989 CPS 5.59 5.14 4.72 5.04 

1989 BFS 6.08 5.93 5.55 5.00 4.86 4.64 

Note: CPS = Contraceptive Prevalence Survey; VRS = Vital Registration System; and BFS = Bangladesh Fertility Survey. 

The 1988-90TMFR among non-Muslim women was 4.51 compared to 5.14 among Muslim women. 
Urban-non-Muslim could e. 'ect to have almost one child less than urban Muslim women in 1991, and this 
difference by religious affiliation grew substantially over time. 

Education was negatively related to marital fertility in 1988-1990, with those having more education 
having lower fertility than those having less education. Differences in marital fertility by education, however, 
widened between 1985-87 and 138-90. Whereas TMFRs were roughly similar for the lowest three 
educational groups in 1985-1987,there were pronounced differences between them by 1988-1990,with the 
marital fertility of women with full primary level education in particular starting to converge with the marital 
fertility of women with secondary level education and above. This trend was especially apparent among 
urban women with full primary level education. 

Women with paid employment had lower marital fertility and a higher rate of marital fertility decline 
than women with Llpaid or no employment. The rate of fertility decline was especially high among 
employed women living in urban areas. TMFR differences between women whose households owned land 
and whose households did not own land were modest. The TMFR of women from wealthy households was 
almost one child lower than the TMFR of wornen from poor households in 1998-90. The rate of marital 
fertility decline among women from wealthier households was also higher than the rate for women from 
poorer households. These fertility differentials by wealth were particularly striking among urban women. 

4.7 Differentials In Median Birth Intervals 

The median interval since the previous birth during the eight years preceding the survey (May 1983 
to the survey date) was thirty months, the same in both rural and urban areas (Table 4.10). Median 
intervals did not vary between the four divisions, except for slight differences between urban areas. The 
length of the birth intervalincreased with the mother's age. The birth interval of women <15-19 years of 
age was only twenty-six months compared to thirty months for women 20-39 years of age and thirty -two 
months for women 40-49 years old. The median birth interval varied little by the sex of the previous birth 
(the sex of the first birth in the closed birth interval), although the slightly longer interval where the previous 
birth was a male child may suggest some sex preference. The survival status of the prior birth, however, 
strongly affected the median birth interval. If the previous child died, the median interval to the next child 
was twenty-five months, compared to thirty-one months if the previous child survived. 
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Table 4.9 Total marital fertility rates among ever-married women by selected characteristics according to rural-urban residence, 
Bangladesh, 1991 

Residence 
National 

Selected 
Rural Urban 

characteristics 1988-1990 !,;85-1987 1988-1990 1985-1987 1988-1990 1985-1987 

Division 

Dhaka 
Chitlagong 
Rajshahi 
Khulna 

4.93 
5.63 
4.86 
4.64 

5.53 
6.25 
5.33 
4.99 

5.22 
5.69 
4.88 
4.75 

5.65 
6.33 
5.37 
5.13 

4.11 
5.16 
4.50 
3.86 

4.87 
5.76 
4.93 
4.27 

Religion 

Muslim 
Non-Muslim 

5.14 
4.51 

5.61 
5.20 

5.24 
4.64 

5.70 
5.21 

4.53 
3.81 

5.05 
4.96 

Educational level 

Not attended 
< Primary 
Primary 
Secondary + 

5.33 
5.01 
4.60 
3.93 

5.67 
5.67 
5.48 
4.30 

5.50 
5.10 
4.70 
4.04 

5.71 
5.74 
5.50 
4.52 

5.01 
4.44 
3.74 
3.62 

5.40 
5.16 
5.06 
4.01 

Employment status 

Paid employment 
Unpaid or no employment 

4.67 
5.15 

5.29 
5.61 

4.78 
5.25 

5.39 
5.69 

3.76 
4.53 

4.60 
5.15 

Landownership status 

Owns land 
Does not own land 

5.02 
5.11 

5.55 
5.53 

5.10 
5.27 

5,62 
5.65 

4.33 
4.51 

4.85 
5.11 

Household wealth scale 

Low 
Medium 
High 

5.50 
5.29 
AC 

5.85 
5.78 
5.21 

5.47 
5.35 
4.84 

5.86 
5.79 
5.39 

5.54 
4.87 
3.71 

5.80 
5.67 
4.37 

Total 
N 

5.05 
94-:0 

5.54 
8247 

5.16 
8008 

5.72 
7000 

4.43 
2765 

5.02 
2399 

Note: Weighted number of ever-married women at the national level and unweighted numbers at rural and urban levels. 
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Table 4.10 Median months since previous birth in the eight years preceding the survey by selected characteristics according to rural. 

urban residence, Bangladesh, 1991 

Selected characteristics National 
Rural 

Residence 

Urban 
Total number ot births 
(weighted) 

Division 

Dhaka 30.0 30.0 29.0 2079 
Chittagong 30.0 30.0 30.0 2051 
Rajshahl 30.0 30.0 31.0 1757 
Khulna 30.0 30.0 32.0 1218 

Ag­

<15.19 26.0 26.0 25.5 235 

20-29 30.0 30.0 30.0 4233 
30-39 30.0 30.0 30.0 2243 
40-49 32.0 32.0 31.0 394 

Sex of prior birth 

Male 30.0 30.0 31.0 3488 
Female 290 29.0 29.0 3616 

Survival of prior birth 

Living 31.0 31.0 31.0 6207 
Dead 25.0 250 24.0 898 

Religion 

Muslim 30.0 30.0 30.0 6387 
Non-Muslim 31.0 31 0 31.0 715 

Educational level 

Not attended 30,0 300 290 4692 
< Primary 30.0 29.0 31.0 1336 
Primary 290 29.0 30.0 549 
Secondary + 32.0 32.0 32.5 527 

Employment status 

Paid employment 30.0 30.0 29.0 1085 
Unpaid or no employment 30.0 30.0 30.0 6018 

Landownership status 

Owns land 300 30.0 31.0 4014 
Does not own land 300 300 29.0 3091 

Household wealth scale 

Low 300 290 300 2179 
Medium 30 0 300 290 2234
 
High 300 300 31.0 2691
 

Total 300 300 30.0 7105
 

Note: Calculation from weighted number ot births at the national level and unwelghtp.d numbers of births at rural and urban levels. 

Differences in the median length of the birth interval were not significant by religious affiliation, 
employment status, landownership status, or household wealth. However, the level of education had some 
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impact on the length of the previous birth interval, with this interval being somewhat longer for women with 

secondary level education and above than for women with lower education attainment. 

4.8 Differentials in Adolescent Childbearing 

Thirty-six percent of all Bangladeshi women 15-19 had begun childbearing -- twenty-nine percent
who were already mothers and seven percent who were pregnant with their first child (Table 4.11).
Adolescent childbearing was higher among rural women than urban women. Adolescent childbearing was
highest among Rajshahi Division women, followed by Dhaka Division women and Khulna Division women.
Chittagong Division women were least likely to have experienced adolescent childbearing. At age 19, sixty
percent of Bangladeshi women were either mothers or were pregnant with their first child. 

Table 4.11 Percentage of all women 15.19 years of age who are mothers or who are currently pregnant with their first child by selected 
characteristics, Bangladesh, 1991 

Percent who are Percent who have Number of all women 15.19 years of
Selected characteristics begun childbearing age (weighted) 

Mothers Pregnant with first chil 

Residence' 

Rural 31 3 70 383 1285
Urban 22 7 5 3 28.0 363 

Division 

Dhaka 29.7 8.9 38.6 409
Chittagong 24.4 5 1 29.5 415

Rajshahi 39.2 6.5 
 45.7 341
Khulna 27.6 6.2 33.8 309 

Age 

15 82 6.8 150 209

16 190 
 83 273 279

17 31 5 
 77 392 283

18 
 448 6.4 51 2 370
 
19 
 562 40 602 333 

Total 294 66 360 1474 

Note:
 
1 Unweighted number of all women 15.19 years of age is used to 
 calculate the residential differentials, 

4.9 Women Currently Pregnant 

Eloven percent of all currently married women were pregnant in Bangladesh in 1991 (Table 4. 12).
Almost twenty percent of women 15-19 years old were pregnant, followed by sixteen percent of women 20­
24 years old, fourteen percent of wornen less than 15 years old, eleven percent of women 25-29 years old,
and less than ten percent of women 30 years old or older. There was no residential variation in the total 
percentage of currently married women who were pregnant, although disaggregated by age, higher
proportions of rural than urban women above 24 years old were pregnant whereas higher proportions of 
urban than rural women 15-24 years old were pregnant, 
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are pregnant by 5-year age groups according to rural-urban residence.
Table 4.12 Percent c.stribution of currently married women who 

Bangladesh, 1991 

Residence 

National Number of pregnant 

Age Rural Urban women (weighted) 

<15 
15-19 
20-24 
25-29 
30-34 
35-39 
40-44 
4549 

13.6 
19.6 
16.2 
11.2 
7.1 
4.2 
1.5 
0.2 

13.7 
19.2 
15.9 
11.5 
7.2 
4.5 
1.7 

10.3 
22.5 
16.1 
9.8 
6.6 
2.9 
C d 
1 4 

21 
274 
352 
216 
109 
48 
12 
1 

Total 10.7 10.7 10.7 1033 

- Less than .05 percent 
at the national level and unweighled numbers atrural and urbanwomenNote: Calculation from weighted number of currently married 

levels. 

4.10 Summary and Conclusions 

Findings from the 1991 Contraceptive Prevalence Survey point to a rapid decline in fertility in 
in theirBangladesh, and the evidence from the patterns of cumulative fertility of age cohorts of women 

reproductive years indicate that the decline coincided with the introduction of the field-based National 

Family Planning Program. Indeed, this association between rapid fertility reduction and the mass 

distribution of contraceptives is typical for much of the developing world. 

These findings about fertility reduction probably reflect a real phenomenon rather than an artifactual 

Birth distribution patterns by calenoar year do not indicate a gross misreporting of birth dates in 

Indeed, backdating of recent births which can lead to erroneous conclusions about rapid 
one. 
Banriladesh. 

Even though there may have been underreporting of infantfertility reduction is not apparent in the data. 
no reason to believedeaths, given the consistency of the fertility data with those in past surveys there is 

that the problem was greater in 1991 than in previous years. Therefore even though the 4,2 TFR directly 

estimated from the birth histories may be low because of birth omissions, the trend showing rapid fertility 

decline from past survey years is probably valid. 

In order to reduce the effects of time reference errors, it is useful to compare the average total 

fertility rates over three years (or the fertility 1 36 months before the survey date) as shown by the 1989 and 

1991 CPSs. The three-yearTFR from the 1989 CPS corresponding to mid-year 1986 to mid-year 1988 was 

4.82. The Bangladesh Fertility Survey also showed a calendar year 1986-1988 three-year TFR4 of 4.82. 

The three-year TFR from the 1991 CPS corresponding to mid-year 1988 to mid-year 1990 was 4.26, twelve 

percent lower than the earlier figure. 

Applying the rate of fertility decline over the mid-1 980s to the end of the decade can also be useful. 

The 1989 Bangladesh Fertility Survey showed that total fertility rates fell from 5.00 in 1986 to 4.64 in 1988. 

Extrapolating that same rate of decline linearly gives a 1990 TFR of 4.29, close to the 4,24 obtained directly 

from the 1991 CPS. A linear extrapolation may overstate the fertility rate because contraceptive use rose 

However, the direct fertility estimate is undoubtedly too low because ofsignificantly during recent years. 

birth omissions. Given these considerations, our best 1990 1FR estimate is 4.3.
 

4 See Huq and Cleland, 1990: Table 9.8. 
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Marriage has an important effect on cumulative fertility, with women marrying at younger ageshaving significantly higher numbers of children ever born than women marrying at later ages. Women who 
marry below age fifteen have higher cumulative fertility than women who marry at older ages. Although the
data bear more investigation, it is possible that women who marry below age fifteen not only have morechildren b,. _at.ie they spend more years exposed to the risk of pregnancy but also because they are less
likely to use cnntrFccption at given parities. This selectivity would become more apparent as contraception
became widespread in a society. The effect of subfecundity on women who marry below age fifteen on
cumulative fertility may thus be more than offset by the lower likelihood to use contraception. 

The timing of fertility decline shown by the parity progression ratios supports the argument that theintroduction of the field-based contraceptive distribution system was the key factor influencing fertilitydecline in Bangladesh. The decline is precipitous at higher parities among younger cohorts of women,
indicating that a family size of more than eight children may rapidly become a thing of the past in 
Bangladesh. 

Differentials in marital fertility indicate that although Chittagong women still have the highest fertility,their rate of decline is similar to that of women from the other three rivisions. Chittagong women therefore 
are not impervious to changes in their fertility behavior, although their total demand for contraception may
be generally lower than that of women from other regions. (See Chapter 8.) 

The marital fertility of Muslins still exceeds the fertility of non-Muslims, and the rate of declineamong urban non-Muslims is particularly striking. A critical factor in this decline is the relatively greater
propensity of non-Musiims to use sterilization. (See Chapter 6.) 

Education at medium levels in Bangladesh has started to have a strong impact on marital fertilitypatterns, as the marital fertility of women with complete primary level education has oegun to converge with
that of women with secondary level education and above. Marital fertility amonqg women with incomplete
primary level education also started to drop faster than that of women with no education. This finding isimportant because it suggests that expanding educational opportunities among women should have a
profound impact on fertility decline. Fertility decline is also more apparent among women with paidemployment than unpaid or no employment, indicating that expanding employment opportunities should
also help spur fertility reduction. Higher household wealth is also associated with marital fertility decline,
and urban women from medium-wealth households are reducing their fertility at the same rate as women
from comparatively wealthy households. Indeed, socioeconomic influences on marital fertility decline are more pronounced in urban areas than inrural areas, which suggests interactive effc.,ts between urban living
and socioeconomic opportunities on fertility decline. 

Adolescent childbearing remains extremely high in Bangladesh, with sixty percent of 19-year oldwomen either already mothers or pregnant with their first child. Surprisingly, Chittagong Division women 
were least likely of all women to hav:i experienced adolescent childbearing, perhaps because of their older 
average age of marriage. (See Chapter 4.) Chittagong's case is unusual in that lower fertility during the 
adolescent years appears to translate into higher overall fertility. 
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CHAPTER 5
 

CONTRACEPTIVE AWARENESS AND ATTITUDES TOWARD FAMILY PLANNING 

Contraceptive awareness logically precedes contraceptive use, and it is therefore important to know 

if women are aware of contraception and aware of specific contraceptive methods. Both the 1989 

Contraceptive Prevalence Survey and the 1989 Bangladesh Fertility Survey found that the vast majority of 
Since that time, however,Bangladeshi women had heard of at least one modern family planning method. 

a growing pool of young married couples became eligible to use contraception, thus making it important 

to see whether past high levels of awareness were maintainecd or even increased from 1989 to 1991. 

Standard techniques were uized to ascertain contraceptive method awareness in the 1991 

Contraceptive Prevalence Survey. Interviewers asked ever-marr led women to name contraceptive methods. 

If respondents did not mention a method spontaneously, the interviewers prompted them by giving them 

the name of the method and then asking them ifthey had ever heard of it. Since spontaneous awareness 

would tend to underestimate awareness and prompted awareness overestimate it, together they give the 

lower and upper bounds of overall awareness of a contraceptive method. 

The attitudes that Bangladeshis have toward family planning, the malleability of these attitudes, and 
debate. Some scholars have argued thattheir effect on contraceptive use have been matters of some 

resistance to family planning should run high because social, religious, and cultural practices are conducive 
or orthodox as have beenfor high fertility. Others have argued that these attitudes are not as rigid 

presumed, and that the introduction of extensive family planning provision would lead to quick and tolerant 

acceptance of their use. 

The 1991 CPS asked women two attitudinal questions about family planning: (1) if they believed 

that recently married young couples should adopt family planning, and (2) if they believed that their 

husbands approved of family planning methods to avoid pregnancy. After modern contraceptive methods 

enter a country, use is typically highest where demand is greatest -- among older and higher parity women 
women adopt family planningwho desire to end their childbearing. Later, younger and lower parity 

Bangladesh may still be in the first stage of contraceptive acceptance,primarily to space their births. 
because older women are more likely than younger women to use contraception. A substantial number 

agreeing with the idea that young married couples should use contraception could thus presage a possible 

shift to the second stage of contraceptive use. 

Given the state of gender relations in Bangladesh, women often believe that their husband's 
approval is a prerequisite for their own use of contraception. According to the 1989 Contraceptive 
Prevalence Survey, husbands were as familiar with and sympathetic to family planning as their wives (Mitra, 

et al., 1990). It is important to see, however, if women perceive the existence of this support. 

5.1 Levels and Trends of Contraceptive Awareness 

By 1991, ninety-eight percont of ever-married Bangladeshi women were spontaneously aware of 

modern methods (Table 5.1). Nearly all Bangladleshi women were spontaneously aware of pills, four-fifths 

tubectomy, nearly three-fifths imijectahles and IUDs, one-half condoms, and one-third vasectomy. Many of 

those not spontaneously aware of specific modern methods said they had heard of these methods after 
Of all the modern methods, women were least aware of condoms and vasectomy.probing by interviewers. 
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Only twenty-three percent of women were spontaneously aware of at least one traditional method,but sixty percent were aware after probing by interviewers. Sixty-eight percent were aware of the safe
period compared to less than fifty percent for all other traditional methods. 

Table 5.1 Percent distribut0on of ever-married women who are aware of specific contraceptive methods by type of method according to rral-utban residence, 
Bangladesh, 1991 

Residence 
National 

Rural Urban 
Cor'taceptive
m'jthod Awareness No Awareness No Awareness No 

Aware- Total Aware. Total Aware- TotalSponta- Prompt- ness Sponta- Prompt- ness Sponta- Prompt- hess neous ed neous ed neous ed 

Any modern 97.8 20 1000 2302 976 0.1 1000 990 10 IO0 
method 

Pill 96.1 3.6 03 100.0 95.7 3.9 0.4 100,0 97.8 2.1 0.1 100.0Condrorr 49.3 14.436.3 100.0 46.9 37.7 1000

Injectable 56.8 384 48 


154 63.0 284 8.6 100.0
1000 56.5 5.0 58638.5 100.0 379 3.5 1000IUD 594 29.5 It 1 1000 584 29.9 11,7 100.0 64.7 27.1 82 100.0Tubectomy 81.1 06183 1000 80.4 19.0 0.6 100.0 849 14.7 0.4 1000Vasectomy 31 0 12,656.4 1000 29.4 579 127 100.0 399 47.9 122 100.0 

Any traditional 23.0 60.3 16.7 1000 22.9 600 17r 1000 235 14262 J 1000 
method 

Safe period 11 5 565 320 1000 11 0 562 328 1000 14 1 581 278 1000Withdrawal 3 1 455 51 4 1000 29 445 526 1000 45 507 448 1000Abstinence 08 583408 1000 08 40.4 588 1000 I 1 436 553 1000Other 128 205 667 1000 134 204 662 1000 99 205 696 100.0 

Any method 97.9 2 0 01 1000 97.7 2.2 0.1 1000 999 01 100.0 

-. Less than .05 percent

Note: Calculation from weighted number of ever-married women at the national level and unweighted numbers at rural and urban levels.
 

A higher proportion of urban than rural women were spontaneously aware of all contraceptive
methods except other traditional methods such as herbs and massage. In particular, urban women were 
more spontaneously aware of the two modern male contraceptive methods -- condoms and vasectomy -­
than rural women. 

Spontaneous contraceptive awareness of at least one modern method remained high inBangladesh from 1986 to 1991 (Table 52). However, awareness of many specific modern methodsincreased over recent years. Proportions spontaneously aware of condoms, injectables, and IUDs
increased between 1989 and 1991, and there was no decline inthe already high proportions spontaneously
aware of pills and tubectomy during the same period. Spontaneous awareness of vasectomy, however,
remained relatively low and flat between 1989 and 1991. 

Spontaneous knowledge of at least one traditional method doubled between 1986 and 1989 anddoubled yet again between 1989 and 1991. Awareness about menstrual regulation grew slightly over the 
same period. 

Spontaneous awareness of at least one modern method grew rapidly among rural women between
1983 and 1986 and since then has remained high. Awareness of at least one modern method stayed highamong urban women between 1983 and 1991. 'Thispattern appears mainly driven by pill awareness whichincreased dramatically among rural women between 1983 and 1986. Condom and vasectomy awarenessalso grew rapidly among both rural and urban women between 1983 and 1986. Injectable, IUD, and
tubectomy awareness climbed steadily among these women between 1983 and 1991. 
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Spontaneous awareness of at least one traditional mettlod grew steadily among both (ural and 

urban women between 1983 and 1991. It specifically grew for the safe period, withdrawal, and other 

traditional methods and also for menstrual regulation among both rural and urban women over time. 

Table 5.2 Percentage of ever-married women spontaneously aware about specific contraceptive methods and menstrual regulation by
 

type of method and according to rural-urban residere. Bangladesh. 1983-1991
 

Residence 

National
 
Contraceptive 
 Rural Urban 

method 
1983 1986 1989 1991 1983 1986 1989 1991 1983 1986 1989 1991 

Any modern 81 9 96.0 95.6 97.8 80.6 95.8 95.3 97.6 £3 0 97.6 97,6 99.0 

method 

Pill 74.5 92.1 91.5 96.1 729 91.7 90.9 95.7 88.4 95.9 95.0 97.8 
36.5 63.2 58.7 63.0Condom 23.0 39.1 41.9 49.3 20.4 39.0 46.7 47.1 

Injectable 15.4 20.8 39.0 46.8 14.5 19.6 38,5 56.5 24.0 31.1 41.8 58.6 

IUD 15.4 26.1 48.9 59.4 13.6 24.1 47.3 58.4 31.4 44.1 58.4 64.7 

Tubectomy 50.5 68.6 76.9 81.1 49.4 68.2 76.6 80.4 60.5 72.0 78.4 84.9 

11.5 28.8 31.0 31.0 10.7 28.1 30.1 29.4 19.1 35.1 36.0 39.9Vasectomy 

Any ti"dltlonal 3.0 5.1 12.3 23.0 2.9 4.9 12.0 22.9 46 6.8 14.0 23.5 

method 

Safe period 0.7 1.9 4.6 11.5 0,6 1.8 4.2 11.0 2.0 3.5 7.1 14.1 

Withdrawal 0.4 0.7 1.4 3.1 0.3 0.6 1.1 2.9 1.0 2.2 2.8 4.5 

02 0.4 06 0.8 02 0.3 0.6 0.8 0.2 1,2 0.5 1.1Abstinence 
Other 2.1 3.1 7.5 12.8 2.1 3.1 7.6 13.4 2.3 3.1 6.9 9.9 

Any contracepilve 82.0 96.0 95.8 97.9 80.8 95.8 95.4 97.7 93.1 97.6 97.7 99.0 

method 

4.5 3.5 6.6 6.9 8.5Menstrual 1.0 2.5 3.8 .1 08 2.1 3.3 

regulation 

N 8523 8541 10293 10573 7677 7682 8761 8973 2440 2623 2846 3077 

Note: Weighted number of ever-married women at the national Icv,, and unweighted numbers at rural and urban levels. 

5.2 Differentials in Awareness 

High proportions of women from all four divisions were spontaneously aware of pills (Table 5.3). 
Comparatively high proportions of women from Khulna Division were av':, e of condoms, injectables, IUDs, 

and vasectomies, and comparatively low proportions of women from Chittagong Division were aware of 
condoms, IUDs, and vasectomies. Compared to women from the otner three divisions, women from 

Rajshahi had low awareness of injectables, and compared to women from Dhaka and Khulna Divisions, they 
also had low awareness of tubectomies. 

Higher proportions of women 20-29 and 30-39 years of age were aware of modern methods than 
either younger or older women. There was higI, awareness about pills across all the age groups. Similarly, 
higher proportions of women with 1-2 children or 3-4 children were aware of modern contraceptives than 
women with either no children or with five or more children. Compared to women with no children, women 
with five or more children were more aware of tubectomies, IUDs, and injectables. 
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Table 5.3 Percentage of ever-married women spontaneously aware of contraceptive methods by selectc.l characteristics and 
according to specific contraceptive method, Bangladesh, 1991 

Percent having spontaneous awareness of:
 
Selected characteristics 
 Number of 

Pill Condom Injectable IUD Tubectomy Vasectomy women 

Division 

Dhaka 97.6 53.8 58.9 62.4 87.7 29.8 3079
 
Chittagong 93.9 54.0
35.2 46.0 76.8 22.8 2696
 
Rajshahl 94.9 50.3 49.2 
 61.0 74.6 32.2 2762
 
Khulna 98.1 59.8 
 67.5 70.3 856 41.9 2036 

Age
 

< 15-19 95.2 52.8
43.0 48.3 73.4 27.4 1639
 
20-29 97.5 56.6 60.1 
 64.5 82.5 33.1 4394
 
30-39 96.1 49.9 
 58.1 62.5 84.7 32.1 2939 
40.49 92.8 34.7 49.4 50,9 78.5 27.0 1601 

Number of living children
 

None 93.8 42.9 49.1 42.5 26.3
70.6 1434
 
1-2 96.7 54.1 58.4 62.8 81.2 33.7 3716
 
3.4 96.8 53.5 59.3 64.0 84.7 32.3 3073
 
5,- 95.5 40.1 55.7 58.2 82.5 27.9 2350
 

Religion
 

Muslim 96.0 49.2 57.3 
 598 80.9 30.7 9290
 
Non-Muslim 96.6 50.0 53.2 
 56.1 82.6 33,2 1282 

Educational level
 

Not attended 94.6 54.5
38.6 53.7 79.0 257 6407
 
< Primary 97.8 56.6 59.3 
 64.0 82.9 34.0 1939
 
Primary 98.3 62.0 
 62.1 67.1 84.0 358 948
 
Secondary + 98.8 
 82.7 60.6 74.9 86.5 49.3 1278
 

Employment status
 

Paid Employment 95.4 52.8 56.7 62.7 83.3 35.4 1636
 
Unpaid or no employment 96.2 48.7 56.8 58.8 80.7 30.2 8936
 

Landowning status
 

Owns land 
 96.4 51.9 57.1 61.1 80.6 327 6163
 
Does not own land 95.5 45.6 56.4 57.0 81.7 287 4408
 

Household wealth scale
 

Low 
 94.8 37.1 55.6 54.3 80.7 27.6 2771
 
Medium 
 95.6 44.2 57.3 57.3 80.4 29.3 3040
 
High 97.0 57.1
597 63.7 81.8 34.1 4761
 

Total 96.1 
 49.3 56.8 59 4 81.1 31.0 10573 

In general, there was little variation in spontaneous awareness between Muslim and non-Muslim 
women. Muslims, however, were somewhat more aware of injectables and JUDs and somewhat less aware 
of tubectomies and vasectomies than non-Muslims. 
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Education was directly related to spontaneous awareness, with those most educated having the 
most awareness and those least educated having the least awareness. The one exception was pills where 
there was high awareness across all educational groups. Injectable a,,,' tubectomy awareness also varied 
little across the groups. Higher proportions of more educated women, however, were aware of the two 
modern male methods, condoms and vasectomies, than less educated women. 

Generally, a higher proportion of women with paid employment were aware of contraceptive 
methods than women with no employment or unpaid employment. This difference was especially notable 
for vasectomy. Likewise, a higher proportion of women from households with land were aware of 
contraceptive methods than women from households without land. Finally, a higher proportion of women 
from wealthier than poorer households were aware of contraceptive methods households, except for pills, 
injectables, and tubectomies where the differences were minimal. Condom awareness in particular was 
most evident among wonen from the wealthier households. 

5.3 Differentials in Family Planning Attitudes 

Nationally, sixty percent of ever-married women under age fifty asserted that recently married young 
couples should adopt family planning (Table 5.4). Variation in this response by rural or urban residence 
was modest. However, there was significant regional variation, with Khulna Division women most likely to 
agree with this statement, followed by Dhaka Division women. Residential differences by division were 
minimal, except in the case of Rajshahi Division where higher proportions of urban than rural women 
agreed with an early adoption of family planning. 

Women in the oldest age group (40-49 year olds) were least likely to approve of an early adoption 
of family planning, although even in this group, approval ran high. Notably, ever-married women less than 
20 vars old were as likely to agree with this attitude as older women. A similar pattern emerged with family 
size, with women with either no children or five children or more having nearly as much approval for an 
early adoption of family planning as women with betwepn one and four children. The sex composition of 
children had little bearing on women's attitude toward early adoption. 

Higher proportions of Muslim than non-Muslim wometn approved of an early adoption of family 
planning (rable 5.5). The differential between Muslim ind non-Muslim women was even larger in rura! 
areas than in urban areas. Women with secondary education and above were most likely to approve of 
an early adoption of family planning, followed by women with partial or complete primary level education. 
Attitudinal differences by educational group were smaller among urban women than among rural women. 

Slightly higher proportions of women with paid employment than with unpaid or no employment 
agreed with an early adoption of family planning than women with unpaid or no employment. 
Landownership status had little bearing on this attitude. Finally, women from higher wealth households 
were more likely to support early adoption of family planning than women from lower wealth households. 

Returning to Table 5.4, seventy-one percent of rural wornien and seveity-nine percent of urban 
women reported that their husbands approved of family planning methods to avoid pregnancy, making a 
national total of seventy-two percent. Over seventy-ive percent of Dhaka, Rajshahi, and Khulna Division 
women asserted that their husbands approved of family planning compared to only fifty-nine percent of 
Chittagong Division women. The rural-urban residential differential in this approval was also wider among 
Chittagong Division women than among women from the other three districts. 

Both age and family size affected the degree to which women perceived their husbands supporting 
family planning. Women in the prime reproductive years (20 to 39 years old) were most likely to report that 
their husbands approved of family planning, fnlluwed by women less than 20 years old. Women with either 
1-2 children or 3-4 children were most likely to report this approval, followed by women with five or more 
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children. The sex composition of children only had a marginal bearing on these perceptions, with women 
with the same number of sons and daughters reporting slightly higher husband approval than other 
women. 

Table 5.4 Percentage of ever-married women saying that recently married couples shoild adopt family planning and percentage of
 
currently married women 
saying that their husbands appiove of family planning methods to avoid pregnancy by residential and
 
demographic characteristics according to rural urban residence, Bangladesh, 1991
 

Percent saying tha, recently married young couples Percent saying that their husbands approv- of family 

Residential and 
should adopt family planning. planning methods to avoid pregnancy: 

demographic Residence Residence 
characteristics National National 

Rural Urban Rural Urban 

Division 

Dhaka 623 61.8 64.4 77.2 76.0 82.5 
Chittagong 54 6 54.2 56.7 58.7 56.5 70.9 
Rajshahi 559 54.7 652 76.4 76.1 79.0 
Khulna 69.3 69.4 68.6 77.8 77.0 82.5 

Age 

< 15-19 61.2 60.5 66.3 68.6 67.9 73.4 
20-29 61.5 61.1 63.3 77.1 75.9 83.0 
30-39 60.2 59.1 66.0 753 74.1 81.9 
40-49 54.4 54.2 55.4 56.5 55.3 63.4 

Number of living 
children 

None 585 57.3 66.1 59.8 58.4 68.5 
1.2 60.0 59.3 63.4 74.8 73.5 81.3 
3-4 62 3 61 9 64.7 78.9 78.0 84.7 
5+ 57 8 57.5 59.5 67.5 66.8 72.1 

Sex composition of 
children 

No children 58.5 57.3 66.1 59.8 58.4 68.5 
More sons 60.3 59.9 62.4 74.5 73.5 79.8 
More daughters 60.6 59.9 64.5 72.4 71.2 79.0 
Same number 594 59 1 60.7 77.6 76.7 83.3 

Total 60.0 59.4 63.3 72.4 71.3 78.8 
N 10573 9973 3077 9745 8282 2815 

Note Weighted number of ever-married or cui,. arried women at the national level and unsweighted numbers at rural and urban 
levels 

Non-Muslim women were more likely to report spouse approval than Muslim women (Table 5.5). 
Women with secondary level education and above were most likely to report this approval, followed by 
women with full and partial primary level education. The same proportion of urban women as rural women 
with no education reported hu.;band approval. Among groups of women with some education, by contrast, 
higher proportions of urban women than rural women made this claim. 

Higher proportions of women with unpaid or no employment than women with paid employment 
reported husband approval of family planning. Similar proportions of women, regardless of their 
landownership status, reported this approval. Finally, slightly higher proportions of women from the 
wealthiest households reported spouse approval compared to women from medium or low wealth 
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households. Inthe medium and high wealth households, urban women were more likely than rural women 
to report husband support of family planning. 

Table 5.5 Percentage of ever-married women saying that recently married couples should adopt family planning and percentage o f
 

currently married women saying that their husbands approve of family planning methods to avoid pregnancy by social and economic
 

characteristics according to rural-urban residence. Bangladesh, 1991
 

Percent saying that recently married young Percent saying that their husbands approve of 

couples should adopt family planning: family planning methods to avoid pregnancy: 

Social and economic 

characteristics Residence Residence 

National National 
Rural Urban Rural Urban 

Religion 

78.0Muslim 60.6 60.1 63.7 71.8 70.7 

Non-Muslim 55.4 54.4 60.8 76.9 75.6 83.7 

Educational level 

55.2 59.8 66.8 66.6 67.8Not atlended school 55.7 
< Primary 63.5 63.6 62.8 75.5 74.8 79.6 

Primary 66.9 67.4 64.3 79.3 78.7 82.2 

Secondary + 70.8 71.8 68.9 89.5 87.4 93.5 

Employment status 

Paid employment 63.5 63.2 63.7 71.8 70.7 78.0 

Unpaid or no employment 59.4 58.7 60.8 76.9 75.6 83.7 

Landowning status 

60.1 59.6 64.6 72.7 71.6 82.6Owns land 
Does not ovjn land 59.8 59,0 62.4 72.0 70.9 76.0 

Household wealth scale 

Low 56.0 55.3 60.7 67.6 67.7 66.8 

Medium 58.1 57.7 60.4 70.3 69.8 73.7 

High 63.5 63,0 65.9 76.4 74.4 86.4 

60.0 59.4 63.3 72.4 71.3 78.8Total 
N 10573 8973 3077 9745 8282 2815 

Note: Weighted number of ever-married or currently married women at the national level and unwelghted numbers at the rural and urban 

levels. 

5.4 Summary and Conclusions 

Contraceptive awareness has remained high in Bangladesnl over the years, and indeed has 
increased even with growing numbers of couples starting their reproductive careers. Spontaneous 
awareness of modern methods was substantially higher than such awareness of traditional methods, 
probably because modern methods are more associated with family planning in the public mind. 
Nonetheless, women increasingly report traditional method awareness over time, either because they 
genuinely came to know about these methods or because they became more willing to verbalize their 
awareness to interviewers. Women, in particular those from rural areas, claimed least awareness of the 
male methods, although few of them were probably completely ignorant about condoms or withdrawal. 
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Contraceptive awareness appears generally associated with contraceptive use. (See Chapter 6.)Nevertheless, there is not a perfect match, suggesting that awareness is a necessary but not sufficientcondition for actual use. For example, compared to Rajshahi Division women Chittagong Division womenhad similar or higher awareness of pills, injectables, and tubectomy, but yet their actual use of thesemethods was only one-half as high. Muslim women had the same awareness of IUDs and tubectomy asnon-Muslim women, but their use of these methods, especially tubectomy, was substantially lower. Pillawareness was similar among women at all levels of education and wealth, but far higher proportions ofcomparatively well-educated and wealthy women used these methods. Likewise, women with low educationand wealth were less aware of sterilization than other women, but had higher use of these methods. Thesediscrepancies suggest that even though awareness may be a first step for contraceptive use, demand andsupply considerations also determine actual use. Increasing av,,.reness of specific methods may notincrease use of these methods, either because of supply problems o; because of the availability of other
known methods. 

At any rate, it is heartening that high levels of family planning awareness have been sustained inBangladesh, and that the vast majority of BL. jladeshi women have some awareness of all the modernmethods as well as the safe period. Future surveys should move beyond collecting information aboutsimple awareness by examining the depth of the knowledge. 

A solid majority of Bangladeshi women approve of an early adoption of family planning by marriedcouples. There is thus strong attitudinal support for birth spacing. Normatively, therefore, Bangladeshappears poised to enter the second stage of family planning acceptance where young couples adopt familyplanning for birth spacing purposes. Importantly, there was strong support for this idea across mostsubgroups of the population. The greatest opposition came from women in the oldest age group whoseviews on this matter may count for less than those of younger women. Support for family planningadoption by newly married couples was reasonably strong among with no children, especiallywomen 
among those living in urban areas, which suggests that potential exists for promoting birth spacing amongthis population. Surpport for birth spacing was also evident among women from Chittagong Division, ruralwomen, and Muslim women -- three groups which can be viewed as relatively conservative. 

Three-quarters of Bangladeshiwomen also believe that their husbands approve of family planning -- virtually the same percentage as found in the 1989 Bangladesh Fertlity Survey (Huq and Cleland, 1990:
Table 6.1). Women from Chittagong Division were the exceptions, with far fewer of them claiming spouse
support for family planning than women from the other three divisions. But even in Chittagong Division,
almost three-fifths of women indicated that their husbands approved of family planning. One fruitful areaof research may be to investigate further the degree of fit between women's perceptions of their husbandsattitudes toward family planning and the attitudes of the husbands themselves. 

Lower proportions of women with no children than women with children assert that their husbandsapprove of family planning, but this finding probably more reflects personal circumstances than a generalattitude. Lower proportions of older women also assert husband approval, which may indicate residualconservative ideas toward family planning amongj older cohorts of Bangladeshi men or opposition to familyplanning in response to lower coital frequencies after wives become grandmothers or reach the end of their 
childbearing years. 

Lower proportions of Muslim women, women with no education, and women from relatively porrhouseholds reported husband approval of family planning, suggesting lingering religious and soci"resistance to birth control. Other contributing factors could include ignorance about family planning andmarital communication problems among low educated and poor couples. It is unlikely that a desire formore sons was a major reason for husbands to oppose family planning because the sex composition ofchildren little affected reported husband disapproval. In general, these findings show that opposition to 
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family planning by husbands, with the possible exception of those from rural Chittagong Division, is not a 

major impediment to the adoption of family planning in Bangladesh. 
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CHAPTER 6
 

EVER USE, CURRENT USE, AND INTENDED USE OF CONTRACEPTIVE
 
METHODS
 

Use of contraception is generally the main determinant driving fertility reduction in developing 
countries. It is therefore important to know the proportion of married couples who have ever used 
contraception, the proportion currently using, specific methods used, differential use of contraception 
across subgroups, and trends in contraceptive use over time. 

The Government of Bangladesh currently promotes a cafeteria approach to contraceptive use by 
offering a wide array of modern contraceptive methods to Bangladeshi couples. Male methods now include 
condoms and vasectomies, and female methods include oral contraceptives, injectables (Depo- Provera 
and Noristerat), IUDs (Copper T380A), and tubectomies. The program also offers menstrual regulation, 
although as a maternal health rather than as a contraceptive procedure. It recognizes, but does not 
actively promote, traditional contraceptive methods such as the safe period and withdrawal. Norplant was 
introduced in 1985 on an experimental basis, but clinical trials for this method are still continuing and there 
is little prospect over the next two or three years for it to be distributed on a national basis. 

Contraceptive use patterns have profoundly changed in Bangladesh since the inception of the 
family planning program in the 1950s. In the early 1960s, family planning services were provided in 
hospitals and health dispensaries nationwide, with a heavy dependence on IUDs. Thruughout the 1970s 
and early 1980s, there was continued reliance on clinical contraception with the emphasis shifting from IUDs 
to tubectomy and vasectomy. Two major reasons for this reliance and shift were (1) the mobilization of 
existing health facilities and creation of union-level Family Welfare Centers staffed by trained paramedics 
(FWVs) to provide clinical contraceptive methods, and (2)the provision of higher financial payments for 
tubectomies and vasectomies compared to IUDs. 

Within a few years after independence in 1971, a field-based home delivery system was formed by 
creating a non-medical cadre of female fieldworkers (Family Welfare Assistants or FWAs) who distributed 
pills and condoms. During the mid-1970s, non-governmental organizations and the Social Marketing 
Project (SMP) were also established, and they too became involved in the local distribution of non-clinical 
methods. Both government and NGO contraceptives were made completely free-of-cost, and SMP 
products were sold at nominal cost. 

Starting in the mid-1980s, these clinic-based and home-based service delivery systems were 
supplemented by satellite clinics staffed by both FWVs and FWAs. Satellite clinics are community-donated 
residences visited eight times a month by FWVs and FWAs. These clinics typically offer injectables, and 
some also offer IUDs. 

Levels and Trends of Ever Contraceptive Use 

Ever use of contraceptive methods climbed steadily in Bangladesh between 1983 and 1991 (Table 
6.1). By 1991, fifty-nine percent of Bangladeshi women had used some type of contraception, and forty­
nine percent had used at least one modern method. Ever use of contraception has also accelerated in 
Bangladesh. Per annum growth in ever use actually declined 0.3 percentage points between 1983 and 
1986, but it jumped to 3.9 percentage points between 1986 and 1989 and to 7.4 percentage points 
between 1989 2nrl 1991. 
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As reported by ever-married women, thirty-four percent of eligible couples had used pills, twenty­
two percent the safe period, thirteen percent condoms, and eleven percent withdrawal by 1991. Less than 
ten percent had ever used other contraceptive methods. Ever use of pills, condoms, injectables, and IUDs 
rose steadily between 1986 and 1989, and ever use of the safe period, withdrawal, and abstinence rose 
sharply between 1989 and 1991. In addition, ever use of menstrual regulation grew slowly between 1983 
and 1991. Ever use of both tubectornies and vasectomies, however, declined between 1989 and 1991. 

Table 6.1 Percent distribution of ever contraceptive use among ever-married women who have ever used specific contraceptive methods 
and menstrual regulation according to rural-urban residence, Bangladesh. 1983-1991 

Residence 
Nati-,nal
 

Contraceptive 
 Rural Urban 
method 

1983 1986 1989 1991 1983 1986 1989 
 1991 1983 1986 1989 1991
 

Any modern 23 8 259 375 492 21.5 23.1 34.4 47.3 44.3 50.9 55.4 60.0 
method 

Pill 14 1 14.3 233 34.1 122 11.8 20.2 31.7 314 36.3 40.9 47.1 
Condom 7.1 5.7 93 134 60 4.5 7.0 11.5 17.6 16.1 22,0 24.1 
Vaginal method 22 1.6 24 29 1.9 1.3 1.7 2.2 5.5 4.6 6.0 6.6 
Injectable 1.2 1.3 2.8 6.6 08 1.0 2.4 6.5 4.7 4.0 4.9 7.1 
lUD 2.2 2.7 4 6 6.2 2.0 2.1 3.8 5.6 4.3 8.0 9.2 9.3 

Tubectomy 5.8 7.4 8.7 8.0 5.5 7.3 8.8 9.1 8.7 8.5 8.4 7.8 
Vasectomy 1,4 1.6 1.6 1,4 1.4 1.7 1.8 1.4 0.8 0.9 0.7 1.1 

Any traditional 173 11.9 15.3 296 16.6 14.711.5 290 23.4 162 18.5 33.1 
method 

Safe period 11.0 7.8 9.7 21.5 105 7.5 9.3 210 151 108 12.3 24.1 
Withdrawal 5.3 2.9 36 11 1 50 2.6 31 10.7 75 6.0 6.0 13.4 
Abstinence 3,1 1.2 0.9 4.1 2.9 091.1 42 4 4 2.0 1.1 3.8 
Other 3.5 2.7 38 4.2 35 27 3.9 44 4.3 23 3.2 3.1 

Any Method 33.4 32.5 442 59.0 31.3 29 P 415 586 52.1 55.3 59.8 67.4 
No Method 66.6 67.5 558 41.0 687 70.1 58.5 41 4 47.9 44.7 40.2 32.6 

Total 100.0 100.0 100.0 1(00 100.0 100.0 1000 1C0.0 100.0 100.0 100.0 100.0 

Menstrual 10 0.9 2.1 31 07 0.5 1.6 2 3 36 3.9 4.6 7.6 
Regulallon 

N 8523 8541 10243 11573 7677 '682 8761 8973 2440 2623 
 2846 3077
 

Note: Weighted number of ever-married women atthenational leveland unweighted numbers atruraland urban levels. 

Sixty-seven percent of urban women had ever used contraception compared to fifty-nine percent
of rural women. However, growth inrural ever use proceeded at a faster pace than growth in urban ever 
use. This residential difference was particularly apparent for pills. Although tubectomy ever use grew
slowly among rural women between 1983 and 1989, it shrank slowly among urban women over the same 
time. Likewise, vasectomy ever use shrank in rural areas between 1989 and 1991. Ever use of menstrual 
regulation among urban women grew at a slightly faster pace than among rural women. 

6.2 Levels and Trends of Current Contraceptive Use 

Table 6.2 shows the levels and trends of current contraceptive use by eligible couples -- currently 
married women under age fifty or their spouses. In 1991, over thirty-one percent of eligible couples used 
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a modern method and almost nine percent used a traditional method, for a total of forty percent using any 
contraceptive method. Almost fourteen percent used pills, followed by nine percent who used tubectomy 
and five percent who used the safe period. Between two and three percent of eligible couples used 
condoms, injectables, or withdrawal and less than two percent used IUDs, vasectomy, abstinence, or other 
traditional methods (herbs, massage, etc.). 

Table 6.2 Percent distribution of current contraceptive use among currently married women by specific contraceptive metkod and
 
according to rural-urban residence. Bangladesh, 1983-1991
 

Residence
 
National
 

Cc ntraceptivo Rural Urban
 
method
 

1983 1986 1989 1991 1983 1986 1989 1991 1983 1986 1989 1991 

Any modern 13.8 18.4 24.4 31.2 12.1 16.3 22 3 30.0 28.8 36.8 36.8 38.3
 

method
 

Pill 3.3 5.1 9.1 13.9 2.6 3.9 7.9 13.1 10.4 15.8 16.3 18.8 
Condom 1.5 1.6 1.9 2.5 1.1 1.4 1.2 2.0 5.2 5.5 6.1 5.9 
Injectable 0.2 0.5 1.1 2.6 02 0.4 1 0 2.6 0.7 0.9 1.4 2.3 
IUD 1.0 1.4 1.7 1.8 0.9 1.1 1.5 1.7 1.8 4.6 3.0 2.4 
Tubectomy 6.2 7.9 9.0 9.1 5.8 7.7 9.0 9.3 9.3 9.0 8.9 7.7 
Vasectomy 1.2 1.5 1.5 1.2 1.3 1.6 1.6 1.2 0.7 0.8 0.7 1.1 

Any traditional 5.4 6.9 7.0 8.7 5.2 68 6.8 8.6 69 7.4 8.0 9.7 
method 

Safe period 2.4 3.8 3.8 4.7 2.3 3.8 37 4.5 3.6 4.3 4.5 5.5 
Withdrawal 1.3 0.9 1.2 2.0 1.3 0.8 1.1 1.9 1.3 1.7 1.8 2.5 
Abstinence 0.4 05 05 0.5 0.4 0.5 0.5 0.5 0.3 0.5 0.5 016 
Other 1.4 1.7 1.5 1.5 1.3 1.7 1.5 1.6 1.7 0.9 1.1 1.0 

Any method 13.1 253 31 4 399 173 23.2 29.1 385 35.7 44.2 44.8 48.0 
No method 80.9 74.7 686 60.1 827 76.8 70.9 61.5 64.3 55.8 55.2 52.0 

Total 100.0 1C0.0 1000 1000 100.0 1000 100.0 1000 100.0 100.0 100.0 100.0 
N 7662 7822 9318 9745 6911 7037 7953 8282 2167 2397 2536 2815 

Note: Weighted number of currently married women at the national level and unweighted numbers at rural and urban levels. 

Contraceptive use has accelerated over time. Itgrew on average two percentage points perannum 
between 1983 and 1989 but soared by over four percentage points per annum between 1989 and 1991. 
Modern method growth was especially robust, climbing on average almost two percentage points per 
annum between 1983 and 1989 and over three percentage points per annum between 1989 and 1991. 

Growth in pill use was the prime factor accounting for this surge in total contraceptive use. Pill use 
rose on average less than one percentage point per annum between 1983 and 1986, over one percentage 
point between 1986 and 1989, and over two percentage points between 1989 and 1991. Injectable use, 
though still limited, doubled between 1989 and 1991. Condoms, the safe period, and withdrawal registered 
modest growth over the same period. At the same time, growth in invasive or surgical clinical methods .-
IUDs, tubectomy, and vasectomy -- was essentially flat between 1989 and 1991. This stagnation was 
particularly noteworthy for tubectomy which had experienced steady growth earlier in the 1980s decade. 
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Urban contraceptive use exceeded rural use, with forty-eight percent of urban women using
contraception compared to only thirty-nine percent of rural women. However, the rural-urban gap was 
essentially halved during recent years, with the average eighteen percentage point contraceptive use 
difference throughout the 1980s plunging to a ten percentage point difference in 1991. 

Contraceptive growth in rural areas held steady at two percentage points per year between 1983 
and 1989 but doubled to four percentage points per year between 1989 and 1991. Growth in urban areas,
while roughly similar to growth in rural areas between 1983 and 1986, has heen lackluster since 1986. Pill 
use has grown substantially in rural areas but modestly in urban arens. Tubectomies and IUDs actually
dropped by fifteen percent and twenty-five percent respectively in urban areas, whereas both methods rose 
moderately in rural areas. The safe period and withdrawal grew moderately in both rural and urban areas 
between 1989 and 1991. 

Table 6.3 shows method use among those women most likely to use contraception -- those who 
are not pregnant and are not postpartum amenorrheic. According to this narrow definition of eligibility',
forty-two percent of Bangladeshi couples used modern contraceptive methods and an additional eleven 
percent used traditional methods, for a total of fifty-three percent of couples who used any contraceptive
method. Fifty-two percent of rural couples and sixty-one percent of urban couples used contraception.
Under the more narrow definition of wornen most likely to use, one-quarter of urban women and nearly,one­
fifth of rural women used pills. 

Table 6.3 Percent cistribution of current coniraceptive use among currently married women who are not pregnant and not amenorrhelc by
specific contraceptive method and according to rural-urban residence, Bangladesh. 1991 

Residence 
Contraceptive method National
 

Rurat Urban
 

Any modern method use 41.8 4G.5 48.8 

Pill 19.0 18.0 24.3 
Condom 3.3 2.5 7.4
 
Injectable 3.5 
 3.6 3.0 
IUD . 2.4 2.2 3.1 
Tubectomy 12.1 12.5 9.6 
Vasectomy 1.6 1.7 1.4 

Any traditional method 11.1 11.0 11.9. 

Safe period 6.4 6.2 7.1 
Withdrawal 2.6 2.5 2.9
 
Abstinence 
 0.6 0.6 0.7
 
Cther 
 1.6 1.7 1.1 

Any method 52.9 51.5 60.7
 
No method 
 47.1 48.5 39.2 

Total 1000 100.0 100.0 
N 7111 5982 
 2172
 

Note Weighted number of currentl, married women who are not pregnant and not amenorrheic at the national level and unweighted
 
numbers at rural and urban levels
 

'A contraceptive prevalence rate uses currently married 15-49 as a denominator. This rate, by 
contrast, uses all currently married women 15-49 who are not pregnant or amenorrheic. 
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6.3 Multiple Method Use 

Most Bangladeshi couples did not use more than one contraceptive method at the same time 
(Table 6.4). if a second method were used, it was mainly when couples used condoms, the safe period, 
or withdrawal as a primary method. Nineteen percent of couples who used condoms also used the safe 
period and withdrawal, and eleven percent of couples who used the safe period also practiced withdrawal. 
Likewise, ten percent of couples who practiced withdrawa, also used the safe period and an additional four 
percent of these couples used condoms. Only negligible numbers of pill, injectable, and IUD users used 
another method. 

Table 6.4 Percent distribution of multiple method use among currently married women by their secon' ry contraceptive method
 

according to their primary contraceptive method, Bangladesh, 1991
 

Primary contraceptive method 
Secondary contraceptive method 

Pill Condom Injectable IUD Sale period Withdrawal 

Any modern method use 0.7 1.2 0.6 0.3 1.3 3.6 

Pill NA 0.8 . . 04 0.0
 

Condom 0.7 NA 0.8 0.3 0.8 3.6
 

Injortable 
 .. NA 0.0 

IUD 0.4 NA 0.0 

Any traditional method use 2.3 20.6 0.4 -. 13.4 10.4 

Safe Period 1.0 12.0 NA 9.8
 

Withdrawal 1.0 7.3 0.4 -- 10.9 
 NA 
1.8 0.5Abstinence 0.1 04 ... 

0.1 0.8 .. 0.7 0.0Other 

Multiple method use 3.0 21.8 1.2 0.3 14.7 14.0
 

No multiple method use 97.0 78.2 98.8 917 85.3 86.0
 

100.0 100.0 10C.0 100.0 100.0 100.0Total 
N 1358 248 253 177 455 52
 

NA= Not applicable
 
- Less than .05 percent
 

6.4 Differential Contraceptive Use 

Tables 6.5 and 6.6 show differential contraceptive use by subgroups of eligible couples. A higher 

proportion of Rajshahi, Khulna, and Dhk-i Division couples used contra -ption than Chittagong Division 

couple!' Compared to rcouples in other divisions, Rajshahi couples had higher pill and sterilization use and 
Khulna cuuples higher injectablo, IUD, and traditional met1 ,,DJ use. Chittagong couples, on the other hand, 
had comparatively low pill, tubectomy, and vasectomy use. Even traditional method use was relatively low 
among Chittagong Division couples. 

Contraceptive use was more concentrated among the older than younger age groups, peaking 

among women 35-39 years od. Because traditional method use was higher among older women, this age 
differential narrows for modern method use, but does not entirely vanish. Pill use was highest among 
women 20-34 years old, condom use among women 30-39 years old, injectable and IUD use among 

women 25-29 years old, and sterilization use among women 30-49 years old. In particular, tubectomy use 

was centered among 35-39 year old women. 
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Contraceptive use was most concentrated among women with three or four children, followed bywomen with five or more children. Women with between one and four children were more likely to usepills, condoms, and IUDs than women with either no children or with five and more children. By contrast,women with three or more children were more likely to use injectabies, tubectomy, and vasectomy than 
women with fewer than three children. 

Table 65 Percent dstribution of current contracephve use ivrong currently marred women by their residential and demographic characterist icsand accordingtotheir

specficcontraceptive method of use, Bangladesh, 1001 

Residential and Any Modern methods Any Number 
traditional Any

demographic modern 
No of womencharacteristcs method Inlec. Tubec- Vasec- methodmethod method Toat 

Pill Condom table IUD tomy ton,y 

Division
 

Dhaka 320 146 20 22 22 103 07 a0 41.7 503 100.0 2054Chittagong 205 go1 20 t 4 1.3 0,358 66 27.1 72.0 1000 2462Rajshahi 372 173 27 20 13 106 2.4 0. 461 530 1000 2554
Khulna 346 137 4425 27 07 1.6 11.1 45.7 54.3 100.0 1076 

Age 

<15 6 1 20 22 t0 0.3 0.3 00 5.3 13.0 7.0 100.0 1015.10 142 07 10 12 01i1 01 5.3 105 0.5 100.0 14120-24 266 163 2 1 2 7 20 26 06 a t
25-20 376 

327 67.3 100.0 220610 1 30 37 2.7 61 10 02 457 543 100.0 104630-34 411 159 34 t530 151 1s 112 52.3 477 100.0 154635-30 440 132 3 137 20 100 22 57 1130 42,0 100.0 115540-40 
 201 66 
 t 4 16 t0 153 22 116 397 
 603 1000 1315
 

Number of
 
living
children
 

None 54 32 14 --
 01 01 05 3 0 1 
 000 1000 1271
1.2 29 7 165 3 1 21 20 50 10 

3.4 

7.5 372 62.0 100.0 3410
425 167 20 25
t16 152 
 17 04 52.0 480 
 1000 2800
5+ 127 10 35 1.6 126
336 1.3 12.6 46.2 536 100.0 2167
 

Number of
 
dead children
 

None 301 15.0 31 2.5 t'0 6.8 
 06 81 382 61.0 1000 5031

1 34 1 
 37 22 30 2 1 11A 1.6 96 437 56.3 100.0 2166
2 
 335 10 
 10 20 15 140 21

3+ 103 437 56.4 100.0 020
20 1 06 
 12 23 05 136 1.0 
 06 307 614 1000 720
 

Sex composition
 

ofchildren
 

No children 54 32 1 " 
 0 1 0 1 05 36 D I goo 100.0 1271More sons 350 14' 24 
 20 23 11 2 14 00 
 440 551 1000 ^30
More daughters 327 140 
 21 30 20 0.0 13 
 65 413 507 100.0 3143
Game number 394 103 34 1033 116 10 104 403 502 t00.0 1701
 

Total 312 139 25 
 26 1 O 1 12 07 300 60 1 to'00 0745
 

Less tIlan05 percent 

Child mortality was not strongly associated with current contraceptive use. Women with at least one dead child had higher sterilization use and lower pill use than women with no dead children, but thisfinding is best explained by their presumed older age and higher parity. The sex composition of children 
may be linked to contraceptive use, because women with equal numbers of sons and daughters or amajority of sons were more likely to use tubectomy than women with either no children or with a majority
of daughters. 

A higher proportion of non-Muslims than Muslims used contraception, a relationship stemmingalmost entirely from higher tubectomy and traditional method use among this subpopulation (Table 6.6). 
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Women with secondary level education and above were substantially more likely to use contraception than 

women with less education. In particular, women with high education were more likely to use pills, 

condoms, and traditional methods than women with low education. Poorly educated women, however, 

were more likely to use injectables and tubectomy than highly educated ones. 

wrong currenty married women by their social and econowc characteristics and according to t'eir specific
Table 66 Percent distribution of ctrent contracepte use 

contraceptie method of use, Bangladesh, 1001 

Any NumberSocial and economic Any Modern metlods 
traditonal Any No of

charactenstcs modern 
metlod metlhod method Total womennelt'od Injec. Tubec- Vatec-

P,. Condon table IUD tomy tomy 

Religion 

27 1 7 62 1.2 602 307 61 3 100.0 0557
Mu3sli 336 140 26 

2.6 156 1.0 12.7 492 506 1000 1100
Non-Muslim 366 133 2.5 15 

Educational level 

7 5 370 630 1000 576311 3 
06 40.7 503 1000 1825 

Not attended 206 11 4 10 20 1 5 1,5 

< Prinary 31 t 146 26 3 1 1 t 60 10 
105 408 50.2 1000 04 

Prirary 303 167 35 20 20 52 0 

48.1 100.0 1242
Secondary + 306 220 yr 00 3.0 32 06 122 51.7 

Employment status 

3t 30 22 160 27 112 528 472 100 0 1317
Paid employment 416 147 

25 1(1 0 10 03 37 0 62 1 1000 03rI
Unpaid or no 205 138 25 

em ployment 

Landownership 
status 

0.6 306 60.4 100.0 5754
Owns land 300 144 3.0 2.7 2 ' 60 10 

405 50.5 1000 3000
Does not own land 330 133 Io 2.5 15 123 Is 7.5 

Household wealth 

caIle 

00 20 1.5 13.2 22 6.6 37 1 620 1000 2482 
Low 30 5 00 

127 1 2 33 13 00 1 2 86 382 610 1000 2787
Medium 205 

43 20 2.3 63 0 7 0.0 42 e 574 1000 4477 
Itigh 326 17.0 

130 2.6 91 1.2 8 7 30.9 60 1 1000 0745
Total 312 2.5 ist 

Women with paid employment were more likely to use contraception, especially tubectomies and 

methods, than women with no employment or unpaid employment. Contraceptive usetraditional 
differences by landownership status, however, were generally not conspicuous, with the exception of higher 

tubectomy use among women whose households did not own land. 

Differences in contraceptive use were also not particularly pronounced by level of household wealth. 

Compared with women from poorer households, women from wealthier hcuseholds were more likely to use 

pills, condoms, and traditional methods and less likely to use tubectomies and injectables. 

6.5 Levels and Trends of Method Mix 

Patterns of method mix (or the share that each contraceptive metlrod makes to total use) have 

changed in Bangladesh between 1983 and 1991, especially in rural areas (Table 6.7). Nationally, the share 

of modern contraceptive use to total use rose from seventy-two percent in 1983 to seventy-three percent 

in 1986 to seventy-eight percent in 1989. Since 1989, however, there has been no change in this 

proportion. 
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These changes in the ratio of modern to traditiona methods are related to important method­
specific changes between 1983 and 1991. Pill usO soared from less than one-fifth of all contraceptive use
in 1983 to over one-third in 1991. Likewise, injectable use climbed substantially from one percent of total 
use in 1983 to almost seven percent in 1991. 

Table 6.7 Percent distribution of current contraceptive use among currently married women using contraception (melhod mix) by their
specilic method of use and according to their rural-urban residence, 1983.1991 

Residence 
National 

Contraceptive Rural Urbanmethod 1983 1986 1989 1991 1983 1986 1989 1991 1983 1986 1989 1991 

Any modern 72.0 73.0 78.0 78.0 69.7 71.0 76.6 78,0 81.0 83.0 82.0 80.0 
method 

Pill 17.2 202 28.9 34.9 14.9 16.9 27.1 34.1 29.1 35.7 36.5 39.3
Condom 7.8 6.07.1 6.3 63 6.1 4.1 5.2 14.6 124 13.6 12.3
Vaginal method 1.6 0.8 0.6 .- 1.1 0.9 0.3 20 0.7 0.9

Injectable 1,0 2.0 3.5 
 6.5 1.1 1.7 3.4 68 2.0 2.0 3.1 4.8
IUD 5.2 5.5 5.4 45 5.2 4.8 5.2 4.4 50 10.4 67 5.0
Tubectomy 32.3 31.2 28.6 22.9 33.3 33.3 30.9 24.2 26.1 20.4 19.9 16.1
Vasectomy 6.3 5.9 4.8 3.0 7.5 6.9 5.5 3.1 2.0 1.8 1.6 2.3 

Any traditional 28.0 27.0 22.0 22.0 29.3 29.0 23.4 22.0 19.0 17.0 18.0 20.0 
method 

Safe period 12.5 15.0 12.1 11.8 13.2 16.5 12.7 11.7 10.0 97 10.1 11.5
WNliorawal 6.8 3.6 3.8 5.0 7.5 3.5 3.8 49 3.6 38 4.0 5.2
Abstinence 2.1 2.0 1.6 1.3 2.3 2.2 1 7 1 3 0.8 1.1 1.1 1.3
Other 
 73 6.7 4.8 3.8 7.5 7.4 5.2 42 4.8 2.0 2.5 2 1 

TotIO 100.0 100.0 1GO.0 100.0 100.0 100.0 1000 100.0 1000 1000 100.0 100.0
N 7662 7822 9318 9745 6911 7037 7953 8282 2167 2536
2397 2815
 

• Less than 5 perzent
Note: Weighted number of currently married women using , ontraception at the national level and unweighted numbers at rural and urban 
levels. 

By contrast, the tubectomy share of total contraceptive use dropped from almost one-third in 193 
to less than one-quarter in 1991. Similarly, the vasectomy share declined from six percent to three percent
of total use. The condom share remained at less than ten percent of total use while IUDs hovered around
five percent of total use during the eight-year period. Vaginal methods, never significant in Bangladesh, 
vanished altogether by 1991. 

Safe period use fluctuated between twelve percent and fifteen percent of total use over time, and
each of the other traditional methods --withdrawal, abstinence, and other methuds -- generally constituted 
less than live percent of the total share between 1983 and 1991. 

Virtuai:y no difference now exists in modern and traditional method proportions between rural and 
urban areas. Modern method use in rural areas rose steadily between 1983 and 1991. This use in urban 
areas rose but then dropped over the eight year period. Between 1983 and 1991, both pill and injectable 
use increased rapidly in rural areas and more modestly in urban areas. The condom share remained 
essentially static in both rural and urban areas over time. The IUD share was also static in rural areas over 
time. The IUD share in urban areas rose sharply between 1983 and 1986 but slumped !,) its originally low 
proportion by 1991. 
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Increases in pill and injectable shares were offset by declines in the sterilization share. In rural 
areas, the tubectomy share waned slowly between 1983 and 1989 and then more steeply between 1989 
and 1991. In urban areas, the rapid decline took place earlier in the 1980s decade. The vasectomy share 
in rural areas steadily dropped from 1983 to 1991, whereas in urban areas it remained at essentially the 
same low level over the same period. 

6.6 Contraceptive Use Intentions 

Table 6.8 shows future contraceptive use intentions among fecund, non-menopausal women not 
currently using contraception. Seventy-one percent of these women intended to use contraception -- eighty 
percent of women currently pregnant or amenorrheic, sixty-seven percent of ever contraceptive users not 
currently using, and fifty-six percent of never users. Thirty-three percent of these women would choose pills 
and twenty percent injectables. Intended injectable use was particularly high among pregnant or 
amenorrheic women. Eight percent of women said that they intended to use "other traditional methods." 

Table 6.8 Percent distribution of currently married non-contracepting women who intend to use a contraceptive method to avoid
 

pregnancy In the future by their specific method of intended use according to whether they are pregnant or amenorrheic. ever users, or
 
never users. Bangladesh. 1991 

Percent of women not currently using contraception who are. 

lntqnoed contrecepti ,e method - Total 
Pregnant or amenorrheic Ever users Never users 

Any modern method 69.2 56.2 45.6 59.7 

Pill 35.8 33.6 26.9 32 8
 

Condom 2.0 3.4 1 3 2.1
 
Injectable 24.9 13.7 14.8 13.6
 
IUD 1.8 2.5 0.9 1.7
 
Tubectomy 4.8 2.9 1.7 3.5
 
Vasectomy 

Any traditional methoo 11.0 11.2 10.1 10.8 

Saft period 2.e 4.7 0.9 2.4
 

Withdrawal 0.5 0.9 0.2 0.5
 

Abstinence 0.2 0.3 0.2 0.2
 

Other 8.0 5.2 8.7 7.6
 

Any method 80.2 6"/.4 55.7 70.5
 

No method 19.8 32.6 44.3 29.5
 

Total 100.0 100.0 100.0 100.0 

N 2457 1056 1389 4903 

Less than .05 percent
 
Note: Ex4.ludes women who are current contraceptive users and women who are infecund or menopausal
 

Regional differentialsfor intended contraceptive use were more pronounced than residential ones. 
Intended use among urban non-contracepting women was only marginally higher than among rural non­
contracepting women. Regional Intended contraceptive use was substantially higher among Dhaka, 
Rajshahi, and Khulna Division non-contracepting women than among corresponding Chittagong Division 
women (Table 6.9). Low intended pill use was particularly evident among Chittagong Division women. 

Intended contraceptive use was lowest among older women and women with a large family size. 
Intended use, however, was as high for women with three or four children as with no children. Pills and 
injectahles were the most popular intended methods, regardless of age and family size. Less than four 
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percent of women 30 to 49 years old or women with five children or more intended to have a tubectomy.
The sex composition of children had little effect on an intention to use contraception, the only exception
being slightly higher proportions of women with equal numbers of sons and daughters intending to use
injectables than women with other sex composition configurations. 

Table 6.9 Percent distribution of non-contracoptling currontly rrairiodwonon who intend to use a contraceptivo rrothod in the tuturo by their residential and
denographic characteristics and according to thoir spocific nrethod of intonded use. Bangladosh, 1991 

Modorn rrothodsResidential and Any Any Nurr ber 
derrograr,nic rrodomn noc- Tuboc- Traditional Any No ofchatactoi tcs rthod Pill Condoir tablo IUD Inry Method Method Method Total Worron 

Residence 

Rurs 59.3 82.4 20,0 351.8 1.6 10,5 69.9 301 1000 4268Urban 62.2 35.1 3.8 170 22 4 1 12.4 746 254 100 0 1222 

Division 

Dhaka 65.6 37 1 2.5 20.6 20 34 10.5 76 1 1000239 1419Chittagong 50f) 25.9 1.4 17.6 16 42 95 600 400 1000 1468Raishahi 6:., 371 24 182 1.4 106 26042 740 1000 1146Khulna 60.7 316 2.0 233 2018 136 74 3 257 1000 871 

Ago 

<15-19 650 41.1 21 196 1.0 119 2311.3 769 100.0 124820-29 65 1 351 23 20.7 20 49 108 759 24.1 100.0 236530-39 50.7 23.6 19.6 3.91.9 1.8 10.9 617 383 1000 101740-49 22.2 069.0 10.2 18 06 4 8 27.0 730 100.0 274 

Number of living
 
children
 

None 585 23383 15.9 1.3 0.7 137 721 27.9 1000 9621-2 b4 9 37.1 2.5 19.4 19 98 25339 74 7 1000 19503-4 60.5 29.8 19 22.0 17 51 109 714 286 100.0 1186 
475 202 10 21.0 165. 37 94 569 431 100.0 805 

Sex composition of 
children 

No children 5314 383 15923 1.3 0 7 13 7 721 27.9 1000 962
Moro sons 594 320 18 195 18 43 98 69.3 307 100O 1660Moro laughtors 588 307 20 20.2 18 40 101 690 310 1000 1564Sarro nurrbo 64 2 31 7 23 239 18 4.5 102 744 256 1000 716 

Total 59 7 328 2.1 19.6 17 3 5 10,8 70.5 295 1000 4903 

Noto: Rural and urban nun-bots ae unwoighlod
 
Nolo: Excludes worren who are current contraceptive users and 
womron who are intecund or tTonopaus:J 

Non-contracepting Muslims and non-Muslims were equally likely to intend to use contraception in
the future (Table 6. IC). Compared to non-Muslims, Muslims more preferred injectables and less preferred
tubectomy as methods of future use. 

Non-contracepting women with secondary level education or higher were most likely to intend to 
use contraception in the future, followed by women with complete or partial primary level schooling. A
higher proportion of more educated than less educated women intended to use pills, condoms, and
traditional methods. By contrast, a higher proportion of less educated women than more educated women 
intended to use injectables. 
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Differences in intended contraceptive use varied little by women's employment status or 
landownership status. A slightly higher prorortion of women from wealthier than poorer households 
intended to use contraception, and this differential intention to use was expressed for all methods, except 
injectables and tubectomy. 

Table 6.10 Percent distribution of non-contracepting currently matried women who intend to use a contraceptie method in the future by their social and economic 
characteristics and according to their specific method of intended use. Bangladesh, 1991 

Modern methods 
Social and economic Any Any Number 

characteristics modern Traditional Any No of 
method Pill Conao, m Inlettable lUD Tubec-tomy Method Method Method Total Women 

Religion 

Muslim 60.0 32.9 2.2 20 4 16 2.9 105 705 29.5 t00.0 4407
 
Non-Muslim 57.3 32.7 1.0 12.4 21 9.0 13.0 703 29.7 100.0 495
 

Educational level 

Not attended 57.5 29.7 1 3 214 1.3 3.8 9.2 666 334 10&0 2981 
< Primary 61 9 34.6 1.7 21.1 1.8 28 12.3 742 25.8 100.0 908 

Primary 595 380 30 134 1.9 28 13.5 730 27 2 100.0 447 
Secondary + 687 42.2 58 126 36 44 146 832 168 1000 548 

Employment status 

Paid employment 63.4 324 2.4 21.3 24 49 106 740 260 1000 539 
Unpaid or no employment 593 329 2.0 19.4 16 34 108 70 1 299 1000 4364 

Landownerslhp status 

Owns land 59.5 32.7 2.3 19.6 2.0 29 11.4 71,0 290 100.0 2877 

Does not own land 60.0 32.9 1.7 19.7 1.3 44 9.8 69.8 302 100.0 2025 

Household wealth scale 

Low 60.0 30.9 1.0 22.4 1.4 4.4 101 70.1 299 100.0 1332 
Medium 58.7 31.5 1.9 20.9 1.0 3.4 9.5 682 31.8 100.0 1453 

High 60.3 34.9 29 17.0 2.4 32 120 723 27.7 100.0 2120 

Total 597 32.8 21 196 1.7 3.5 108 705 295 1000 4903 

Note: Excludes women who are current contraceptive users and women who are infecund or mdnopa.sal 

6.7 Summary and Conclusions 

Contraceptive use rose steadily in Bangladesh between 1983 and 1991, and the country is unique 
among the countries of the world by having a relatively high contraceptive prevalence rate in an 
environment of low socioeconomic development (Mauldin and Ross, 1991). If anything, the forty percent 
CPR may be an underestimate of the true rate, first because women may be reticent to admit use of 
contraception (Huq and Cleland, 1990) and second because women may understate the use of male 
methods (Mitra, et al, 1987). 
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Contraceptive use in 1991 continued and accelerated trends apparent in the late 1980s -- rising
contraceptive prevalence rates fuelled by rising pill use. Injectable use also enjoyed a solid increase 
between 1989 and 1991. These two methods may well be destined to constitute the bulk of contraceptive
use in the future, Women not currently using contraception by far preferred these two methods over other
methods. The potential for rapid injectable growth can be seen in the Matlab Project, where injectable use 
now accounts for a substantial proportion of all contraceptive use (Caldwell and Caldwell, 1992). This
project made all conventional contraceptive methods, including doorstep ipjectables, readily available to 
women. Injectables also appear to appeal to women generally considered "hard to reach" -- those with 
comparatively low education and who come from poor households. 

The proportion of women using tubectony, which in addition to pills was a major method
throughout the 1980s, remained constant between 1989 and 1991. Its share of total contraceptive use,
however, plummeted over the same period. Indeed, the continuing presence of tubectomy as a major
method in Bangladesh may be open to doubt. First, compared to pills, condoms, and injectables whose 
use is generally recent, tubectomies often occur several years in the past. Tubectomy prevalence thus may
not closely mirror new acceptance. In Bangladesh where tubectomy prevalence has not grown over the 
past several years, one would expect falling new acceptance, which in fact has happened (AVSC, 1992).
Another indication of the falling popularity of tubectomy is the minuscule number of non-contracepting 
women who intend to use the method in the future. 

Several factors mav account for the waning popularity of tubectomy. The surge in tubectomy
acceptance in the earlier part of the 1980s decade may have met latent demand for the method, especially
among those Muslims willing enough to undergo the procedure. Additionally, the field-based delivery of
non-clinical methods expanded rapidly throughout the latter half of the decade, and Bangladeshi couples
now have a greater selection of easily accessed methods than they had in the past. The home delivery
of these non-clinical methods does not entail the opportunity, travel time, or operation and recovery time 
costs of clinical methods, and because they are free, they also do not entail commodity costs. Other
programmatic factors, such as the erosion of value of the sterilization reimbursement fee and the shortage
of trained medical personnel, may also in part explain the waning popularity of tubectomy. Finally and
critically, a large number of Bangladesh Association for Voluntary Sterilization clinics which historically had
provided a significant number of sterilizations in Bangladesh closed down between 1989 and 1991. 

The decline in the use of clinical methods has implications for women for whom such methods are 
most appropriate. Significant proportions of women age 35 and above or who have more than three living
children use non-clinical methods. Moreover, only negligible numbers of non-contracepting women who 
are age thirty and above or who have more than three living children intend to use clinical methods in the
future. Designing appropriate policies and program strategies to reverse these trends will surely require
considerable thought and resources over the next several years. 

Other methods remained relatively stable over time, and the pattern of response for intended use
does not betoken any change in the immediate future. What past trends and future intended use
demonstrate is that Bangladeshi couples are opting for the reversible female methods of pills and
injectables. Their enthusiasm for either male methods or for permanent and invasive female methods 
appears limited. Condoms and withdrawal are also used with the safe period which may reflect a lack of
confidence in these methods or tho desire on the part of women to use the safe period s[. :', "heir 
husbands fail to use condoms or practice withdrawal properly. 

Chittagong Division continues to perform poorly both in its total level of contraceptive use and in
its use of specific methods. Its prospects for rapid convergence with the other divisions is also doubtful
because of the relatively low proportions of non-contracepting women who intend to use contraception in 
the future. Both actual pill use and intended pill use are low in Chittagong Division compared to the other 
divisions which may reflect poor fieldworker performance. However, the intended use of injectables in 
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Chittagong approaches that of the other divisions, so that the home delivery of injectables or their provision 
through satellite clinics may be an effective way to boost total contraceptive use in this division. 

Traditional method use is relatively high in Bangladesh. Research in Bangladesh has not yet 
determined if women understand their ovulation cycle or the efficacy of the traditional methods. The 
reasons for couples using traditiolal methods are also unknown, whether because of the perceived or 
encountered side effects of modern miethods, poor experience with the formal family planning program, 
or positive experience with the traditional methods. Some understanding of the shortcomings of traditional 
methods must exist, because they are sometimes used in tandem with each other or with condoms. 
Notably, use of traditional methods is higher in urban areas than in rural areas and also among more 
educated and wealthier couples, which suggests some Bangladeshi couples may be discriminating intheir 
choice of traditional methods. 

Growth in contraceptive use has also been relatively flat in urban areas since 1986, even though 
growth in rural iroas has been robust. This finding is not surprising given that the government family 
planning delivery system operates in the rural areas, not the urban areas, and that contraceptive growth 
over the past several years has been driven by pill distribution through fieldworkers. (See Chapter 7) The 
delivery system in urban areas is mainly handled by the NGOs, the Social Marketing Company, and the 
commercial sector, and a question thus arises about the comparative effectiveness of public versus non­
public delivery systems. 

Several reasons may explain dull urban growth over the past several years. First, contraceptive 
use is still almost ten percentage points higher in urban areas than in rural areas, and typically growth in 
contraceptive use slackens once latent demand has been met. If this is true, the contraceptive prevalence 
rate may reach a threshold of around fifty percent and then level off. Second, substantial flows of urban 
migrants might place considerable pressure on urban family planning delivery systems. Bangladesh's 
average urban population growth rate was estimated to be 6.3 percent per year between 1985 and 1990, 
the highest in South Asia except for Nepal. Dhaka alone doubled its population from an estimated 3.3 
million in 1985 to an estimated 6.6 million in 1990 and is projected to double its population yet again to 12.2 
million by the year 2000 (United Nations, 1991: Tables A.5 and A.10). This high rate of growth is in good 
part the consequence of high rates of rural-to-migration, and both the sheer volume of these migrants and 
their frequent poverty and residence in new, periurban areas assuredly strain the existing urban family 
planning delivery system. 

It is sobering, however, that tubectomy, the primary clinical contraceptive method in Bangladesh, 
is lower in urban than rural areas, even though hospitals and clinics giving tubectomy are more 
concentrated and easily accessed in urban areas. This finding a'"n bears further investigation. One 
explanation for it is that all methods, not only tubectomy, may be mo: .. easily obtained in urban than rural 
areas. In addition, tubectomy is most prevalent among low educated, poor, and landless women. These 
women may have fewer resources in rural than urban areas and thus be more willing to undergo the 
operation. Finally, variations in demographic characteristics or social networking between rural and urban 
areas may account for the difference. 

Much has been writven about gender preference in Bangladesh. Some preference for either a 
balanced sex composition or for an imbalance in favor of sons appears in the data, with mothers of equal 
numbers of sons and daughters and mothers with a majority of sons having higher tubectomy use than 
mothers with a majority of daughters. However, the differences are modest and almost disappear entirely 
with intended use. Pending further analysis, these data do not support the argument that son preference 
is a major impediment to fertility reduction in Bangladesh. 
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CHAPTER 7 

SOURCE OF SUPPLY AND FIELDWORKER VISITS 

Contraceptive methods in Bangladesh can be divided into two major categories according to 
whether they are primarily obtained in clinics or outside clinics. The non-clinical methods -- pills and 
condoms --are mainly supplied through commercial outlets (pharmacies, shops, or other small retail outlets) 
and fieldworker home visits. The clinical methods -- injectables, IUDs, tubectomies and vasectomies -- are 
mainly supplied through fixed-site hospitals, clinics, or government health complexes. 

Contraceptives in Bangladesh are channeled through three major sectors: the Government of 
Bangladesh (BDG), non-governmental organizations, and the commercial sector. The Social Marketing 
Company sells its pills and condoms at subsidized prices through roughly 150,000 retail outlets nationwide. 
The Organon Company also sells its fully-priced pill brands --Ovostat, Marvelon and Lyndiol1 -- nationwide. 
(No other wholly commercial sector company currently sells contraceptives in Bangladesh.) The BDG 
supplies a complete range of non-clinical and clinical methods, which, apart from a nominal charge for 
condoms, are free of cost. Most NGOs supply pills, condoms, injectables, and IUDs for free or at anominal 
price. The BDG and the NGOs distribute the same branids of pills and condoms. 

Because many women do not know if their clinics or fieldworkers belong to the government or 
NGOs, the 1991 CPS questionnaire did not contain aquestion which specifically asked for that information. 
Respondents, however, were asked to show their pill or condom packets to the interviewer, or ifthey were 
unable to do so, to identify the brands on a chart. It is thus possible to distinguish the BDG/NGO, SMC, 
or commercial sector origin of pills and the BDG/NGO or SMC origin of condoms. 

Fieldworker-based distribution of contraceptives, primarily pills and condoms, isan integral part of 
the Bangladesh National Family Planning Program. In 1991, the Government of Bangladesh employed 
approximately 21,000 Family Welfare Assistants (FWAs) for the hon edelivery of contraceptives, with some 
10,000 of these 21,000 FWAs newly recruited between 1989 and 1991. Afull complement of 23,000 FWAs 
will be employed by 1992. With this additional employment of FWAs, fieldworker-to-population ratios will 
be reduced from roughly 1:7,500 to 1:4,000. 

FWAs are instructed to visit each household once every two months, covering on average 700 
eligible couples during this period. There are some 200 family planning NGOs in Bangladesh, and these 
organizations employ some 9,000 fieldworkers for the domiciliary provision of contraceptive commodities 
and services. These fieldworkers should also visit eligible couples every two months. 

7.1 Levels and Trends of Source of Supplies and Services 

Currently married women under fifty years of age using acontraceptive method were asked where 
they c. their husbands last obtained that method. The first panel of Table 7.1 shows that forty-three 
percent of women received their modern contraceptive supplies from clinics (including satellite clinics) or 
hospitals, thirty-eight percent from fieldworkers, and thirteen percent from pharmacies or shops. 

'Lyndiol is a high-dose pill that isprescribed for medical purposes. It isnot available for general 
distribution as a contraceptive. 
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Table 7.1. Percent distribution of currently married women using modern contraceptive methods by most recent source of supply andrural-urban residence according tothe specific contraceptive method of use, Bangladesh, 1991 

Nf:o-clinical methods Clinical methods Total 

Source of supply 	 usersPill Condom Injectable IUD Tubectomy Vasectomy 

National
 

Pharmacy' 	 20.3 22.7 0.8 0.6 .. 11.0Shop 2.2 13.5 ... 2.1Traditional doctor 0.7 2.0 .0.5
Qualified doctor 0.3 0.4 2.4 1.1 0.1 0.4Mobile camp 5.1 2.8 2.3 -- 1.2Depot holder 0.2 0.4 ..
SatellP, 	 0.1clinic- "- 1-, 2.2 1.4 .­ 0.6
 
Clinic/HospItal 5.0 4.5 53.0 69.2 96.1 94.8 42.6Fleldworker" 66.7 50.3 35.1 23.0 0.1 37.6Others 3.2 2.7 0.4 1.1 .. 2.7Don't know 
 1.2 5.5 . 0.1 5.2 1.2 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0N 1357 248 253 177 888 117 3040 

Rural
 

Pharmacy 	 16.5 14.3 0.5 8.2Shop 2.1 13.7 .. 1.8Traditional doctor 0.9 2.3 .... 
Quait, d doctor 0.3 0.6 2.7 	

0.6 
0.7 0.1 0.4Mobile camp 5.9 3.5 2.5 .. 1.5Depot holder 0.3 0.6 ... 0.2Satellite clinic'* G.9 2.8 1.5 0.7Clinic/Hospftal 4.5 5.6 48.8 64.1 95.6 95.0 43.8Fkldworker" 71.3 56.2 38.8 27.5 0.1 ­ 39.1Others 3.0 1.9 1.4 "- 2.5Don't know 
 1.1 6.8 5.0 1.2 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0N 1083 161 219 142 775 101 2481 

Urban
 

Pharmacy* 35.3 38.3 1.5 1.5 .. 
 23.5Shop 2.3 13.2 .. 3.2
Traditional doctor - 0.0
Qualified doctor 0.4 0.0 1.5 .. 0.3Mobile camp 0.0 0.9 0.2
Depot holder 0.0 
Satellite clinic *- 0.0 1.5 0.1Clinic/Hospital 6.8 2.4 78.8 91.1 98.6 93.3 36.3Fleldworker 49.7 38.9 13.7 5.9 .. 31.4Others 	 4.2 4.2 4.5 . 3.6Don't know 1.3 3.0 0.5 6.7 1.4 

Total 	 100.0 100.0 100.0 100.0 100.0 100.0 100.0N 
 257 167 66 68 215 30 1073 

Less than .05 percent 
* 	Pharmacies do not supply IUDs in Bangladesh. Response may reflect respondent or coding error.

Tubectomes are not performed in satellite clinics. Response may reflect respondent or coding error. 
"Flidworkers do not give tubectomes. Response may relect respondent or coding error.
Note: Weighted number of currently married women using modern contraceptvrs at the national level and unweighted numbers at rural 
and urban levels. 
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The first panel also reveals that nationally sixty-seven percent of pill users and fifty percent of 
condom users received their contraceptives from fieldworkers. Twenty percent of pill usqrs purchased their 
pills from pharmacies, and thirty-six percent of condom users purchased their condoms from either 
pharmacies or shops. Fifty-three percent of injectable users acquired their injections from clinics or hospitals 
and an additional thirty-five percent from fieldworkers. Sixty-nine percent of IUD users received their 
method from clinics or hospitals and twenty-three percent from fieldworkers. Virtually all tubectomy and 
vasectomy clients had their operations in fixed-site clinics or hospitals. 

As shown in the second and third panels of Table 7.1, fieldworker distributions of pills, condoms, 
injectables, and IUDs were substantially greater in rural areas than in urban areas. By contrast, higher 
proportions of urban than rural women obtained their pills and condoms from pharmacies and their 
injectables from clinics/hospitals. 

Tables 7.2 and 7.3 present trends in non-clinical method supply. Between 1983 and 1991, the 
proportion of women who received their pills and condoms from pharmacies/shops remained relatively 
stable at between two and four percent. Between one and three percent of rural women and ten to 
fourteen percent of urban women acquired their non-clinical methods from this source during these years. 

sourceTable 7.2. Percentage of non-clinical contraceptive method (pill and condom) use among currently married women by of supply 

according to rural-urban residence. Bangladesh. 1983 1991 

Residence 
National 

Rural Urban 

1983 1986 1989 1991 1983 1986 1989 1991Source oft upply 1983 1986 1989 1991 

140 10.4 101Pharmacy/Shop 24 36 44 40 1.5 2.5 33 30 102 

3.0 5.0 8.2 11.6Fieldworker 1.5 2.2 4.7 10.6 1 3 1.8 41 10.4 

04 03 0.8 0.7 0.9 1.0 1.6 1.4Clinic/Hospital 0.4 0.4 1 0 0.8 

32 4.6 8.2 14.1 14.1 20.0 20.2 23.1Total 4.3 6.2 10.1 154 

N 7662 7822 9318 9745 6911 7036 7953 8282 2167 2397 2536 2818 

Note: Weighted number of currently married women at the national level and unweighted numbers at rural and urban levels, 

Nationally, fieldworker provision of pills and condoms rose slowly from roughly two percent to five 
percent of eligible women between 1983 and 1989 but then more than doubled to eleven percent in 1991. 
This rapid increase in fieldworker supply began earlier in urban areas than in rural areas. Pill and condom 
distribution through clinics/hospitals remained stable at less than two percent of both rural and urban 
women between 1983 and 1991. 

The rapid crossover from pharmacy/shop to fieldworker distribution of non-clinical methods is 
reflected inthe changes of the relative shares of non-clinical method use by supply source over time (Table 
7.3). Nationally, fifty-one percent of currently married women using non-clinical methods purchased their 
contraceptives from pharmacies/shops in 1986, but only twenty-four percent so purchased by 1991. By 
contrast, thirty-one percent acquired these methods from fieldworkers in 1986, rising to forty-two percent 
in 1989 and sixty-four percent in 1991. This crossover from pharmacies ur shops to fieldworker occurred 
among both rural and urban women, although in 1991 the proporticn of urban women receiving pills and 
condoms through pharmacies/shops was twice that of rural women. 
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Table 7.3. Percent distribution of currently married women using non-clinical methods (pills and condoms) by source of supply (source of 
supply share) accordinr, to rural-urban residence..Bangladesh, 1983-1991 

Residence 
National 

Rural Urban 

Source of supply 1983 1986 1989 1991 1983 1986 1989 1991 1983 1986 1989 1991
 

Pharmacy!Shop 466 51'1 39.6 24.4 394 45 1 362 19.7 62.3 65 1 476 407 

Fleldworker 295 jr06 424 64.3 345 336 44.6 693 184 235 37.3 47 1 

Clinic/Hospital 82 5.8 8.7 4.9 9.3 63 9.2 4 7 5.7 4.7 7.5 58 

Total 84.3 87.5 90.7 93.6 832 85.0 90.0 937 86.4 933 92.4 93.6 

N 391 553 1039 1606 269 384 728 1245 353 515 577 695 

Note: Weighted number for currently married women using non-clinical contraception at the national level and unweighted numbers at rural
 
and urban levels.
 
Note: Total percentages do not equal to 100 percent because other supply not shown in the table.
sources are 

7.2 Differential Client Characteristics of Source of Supply 

Various user characteristics were associated with the source of supply of non-clinical methods 
(Table 7.4). Higher proportions of rural than urban women received pills and condoms from fieldworkers, 
and similarly, higher proportions of Dhaka, Rajshahi and Khulna Division women than Chittagong Division 
women received these methods from fieldworkers. A higher proportion of Chittagong Division women than 
other women, however, received their pills and condoms from botl pharmacies/shops and hospitals/clinics. 

Age differences for source of supply were not dramatic, although a higher proportion of older than 
younger women received their non-clinical methods from fieldworkers. The presence of living children 
differentiated source use more than age, however, with far more women with children obtaining their pills 
3nd condoms from fieldworkers than those with no children. 

A higher proporior of non-Muslim woman than Muslim women received their pills and condoms 
from shops/pharmacies (Table 7.5). In addition, education was associated with pharrracy/shop use, with 
over twice the proportion of women with secondary level education and above using this source than those 
with no education or incomplete primary level education. 

Employment status was not an important differentiating factor for fieldworker use, although a lower 
proportion of women with paid emp;oyment used shops/pharmacies and a higher proportion used 
clinics/hospitals than women with unpaid or no employment. A higher proportion of women from 
households which owned land than did not own land used fieldworkers. Finally, source of supply was 
highly affected by household wealth, with pharmacy/shop use rising with the wealth of the household. 

7.3 Obtainer of Method 

Silly-nine percent of currently married women obtained their pills and fifty-two percent obtained 
their condoms on their own (Table 7.6). Higher proportions of rural than urban women received their pills 
and condoms on their own rather than from their husbands. Only negligible percentages of pill and 
condom users acquired their contraceptives through other parties. 
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Table 7.4. Percent distribution of currently married women using non-clinical contraceptive methods (pills and condoms) by their 

demographic and residential characteristics according to their specific source of supply, Bangladesh, 1991 

Non-clinical method source of supply 

Residential and demographic FieIdiorkers Shops/Pharmacies Clinics/Hospitals Tota N 
Number of womencharacteristic$ 

Res1denca 

124669.2 	 19.8 4.7 87.4 

407 5.7 93.3 697 
Rural 
Urban 	 469 

Division 

629 24.9 5.4 93.2 501 

508 354 7.0 93.2 291 
Dhaka 
Chitlagong 

Rajshahi 71.4 19.1 2.8 933 512
 

Khulna 66.7 
 22.7 	 5.5 94.4 304 

Age 

5.0 89.7 173< 15-19 58.3 26.4 

835
644 25.1 5.3 94.820-29 
49564.6 	 24.1 4.6 93.3 

191 3.4 91.9 106 
30-39 
40.49 	 694 

Number of living children 

None 	 392 37.1 6.1 824 58 

620 	 26.3 60 94.3 6691-2 
3.4 68.5 21 3 3.5 93.3 566
 

5+ 65.6 24.3 5.0 94.9 315
 

1608Total 	 64.2 24.5 4.9 93.6 

Note: Total percentages do not equal to 100 percent because other supply sources are not shown In the table.
 

Note: Rural-urban numbers of women are unweighted
 

7.4 Levels and Trends of Brand Sources and Brands 

Nationally, eighty-five percent of pill and condom users who used BDG or NGO brands obtained 

their contraceptives personally (Table 7.7). By contrast, eighty-three percent of pill and condom users who 

used Social Marketing Company brands obtained their contraceptives from their husbands, with only fifteen 

percent making the purchase personally. Rural and urban users differed little in these brand source receipt 

or buying patterns. 

By 1991, eleven percent of all currently married women used BDG/NGO brands of pills, up from 

six percent in 1989 and le.;s than two percent in 1983 and 1986 (Table 7.8). Less than two percent of all 
1991, although the proportion using thesecurrently married women used SMC pill brands from 1983 to 

brands rose in the earlier part of the decade and held steady since 1989. Similarly, less than two percent 

of all currently married women used private manufacturer pill brands over time, but in this case the 

proportions fell from 1986 onward. Less than two percent of all currently married women used BDG/NGO 

or SMC condom brands from 1983 to 1991. 
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Table 7.r. Percent distribution of currently married women using nonclinical contraceptive method sources of supply by their social and 
economic characteristics according to their specific source of supply. Bangladesh. 1991 

Nonclinical method source of supply 
Social and economic 
characteristics Fieldworkers Shops/Pharmacies Clinics/Hospitals Total Number of women 

Religion 

Muslim 6j 9 180 5.1 870 1420 
Non-Muslim 661 251 3.7 9. 5 189 

Educational level 

Not attended 75.4 15 1 3.7 94.2 715 
< Primary 708 186 4.5 93.9 315
 
Primary 56.5 359 4.7 
 97.1 181
 
Secondary + 42.2 41,1 7.4 90.7 397
 

Employment status 

Paid employment 656 '8.0 9.0 92.6 241 
Unpaid or no employment 639 25.7 4.2 93.8 1367 

Landownership status 

Owns land 673 21.8 53 944 606 
Does not own land 62.3 26.2 4.7 932 1002 

Household wealth scale 

Low 838 7.7 3.8 95.3 268
 
Medium 747 
 13.1 5.9 937 380
 
High 54 4 33.' 4.8 
 93.1 954 

Total 64 2 24.5 4.9 93.6 1608 

Note: lotal percentages do not equal to 100 percent because other supply sources are not shown in the table 

Over the 1980s decade, the BDG/NGO pill market sfiare rose dramatically, with a parallel decline 
in SMC and private manufacturer market share (Table 7. 9). Seventy-seven percent of pill users used BDG 
or NGO brands in 1991, compared to forty percent 1983, thirty-six percent in 1986, and sixty-two percent
in 1989. SMC market share declined two-fold and the commercial sector four-fold between 1986 and 1991. 
The BDG/NGO market share essentially doubled in both rural and urban areas over ttie same period. The 
share of the SMC pill market in rural areas rose significantly betv, en 1983 and 1986 but then dropped to 
pre-1983 levels by 1991. SMC pill market share in urban areas, however, only declined modestly between 
1983 and 1991. The share of commercial sector pills in rural areas fell from thirty-six percent of the total 
market in 1983 and 1986 to only six percent in 1991. The urban commercial sector share, by contrast, fell 
less precipitously, from approximately one-half of the total share in 1983 and 1986 to one-fifth in 1991, 

A similar shift toward BDG/NGO brands was evident with condoms (Table 7. 10). The market share 
of BDG/NGO condom brands basically doubled between 1986 and 1991, a trend apparent in both rural 
and urban areas. During the same period, the SMC market share declined by half in rural areas and by 
thirty-five percent in urban areas. 
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Table 7.6 Percent distribution of currently married women using pills or condoms by obtainer of method according to pill or condom use 

and rural-urban residence, Bangladesh, 1991 

Pills Condoms 

Residence Residence 
Obtainer of method National National R e dence 

Respondent 68.8 71.5 58.4 51.6 56.5 42.5 

24.3 38.7 476 42.9 56.3Respondent's husband 27.2 

Other 4.0 4.3 2.9 0.8 0.6 1.2 

100.0 100.0 100.0Total 100.0 100.0 100.0 

248 167
N 1356 1084 527 161 


Note: Weighted number of currently married women using pills or condoms at the national level and unweghtad numbers at rural and 

urban levels. 

Table 7.7 Percent distribution of currently married women using non-clinical methods by obtainer of method according to rural-urban 

residence and brand source, Bangladesh, 1991 

Residence 

National Rural Urban 

BDG/NGO SMC BDG/NGO SMC BDG/NGO SMCObtainer of method 

84.9 14.7 85.4 14.5 02.9 15.1Respondent 

82.7 10.2 83.0 14.2 81.9Respondent's husband 11.0 

Others 4.1 4.42.6 2.5 2.9 3.0 

100.0 100.0 100.0 100.0 100.0 100.0Total 

N Ile? 286 96 200 415 166 

Note: Weighted number ofwomen using non-clinical methods at the national level and unweighted numbers at rural and urban levels. 

Table 7.8 Percentage of currently married women using pill and condom brand sources, Bangladesh. 1983-1991 

Pills Condoms 

Brand source 
1991 1983 1986 1989 1991
1983 1986 1989 


BDG/NGO 1.4 1.9 5.6 10.7 0.5 0.5 0.7 1.5 

SMC 0.6 1.3 1.9 1.9 1.0 1.3 1.2 1.0 

Private manufacturer 1.3 19 1.5 1.3 NA NA NA NA 

Others .. 0.1 .... 

Total 3.3 5.1 9.1 13.9 1.5 1.8 1.9 2.5 

N 7662 7822 9318 9745 7662 7822 9318 9745 

NA = Not Applicable 
Less than .05 percent 
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Table 7.9 Percent distribution of currently married women using pills by pill brand source according to rural-urban residence, Bangladesh,
1983-1991 

Reslo "nce 
National 

Rural Urban 

Pill 1983 1986 1989 1991 1983brand source 
 1986 1989 1991 .983 1986 1989 1991 

BDG!NGO 40.0 36.3 62.1 76.9 44.2 38.1 80.365.5 30.7 32.8 52.5 63.3 

StVlC 19.3 25.6 13.820.7 19.5 29.5 21.7 13.4 195 17.5 18.2 15.4 

Private 39.6 37.2 16.2 9.2 35.7 32.0 123 6.2 48.9 48.6 27.6 21.1 
manufacturer 

Other:, 1 1 0.9 1.0 0.1 0.6 0.4 0.5 0.1 0.A 1.1 1.7 0.2 

Total 100.0 100.0 100.0 1CO0 1000 100.0 100.0 100.01000 100.0 100.0 100.0 

N 255 399 850 1352 179 275 626 1078 225 413
378 527
 

Note: Weighted number ofcurrently married women using pills at the national level and unweighted numbers a! iu;.tl and urban levels. 

Table 7.10 Percent distribution of currently married women whose husbands use condoms by condom brand source according to rural­
urban residence, Bangladesh, 1983-1991 

Residence 
National 

Rural Urban 

Condom brand 
source 1983 1986 1989 
 1991 1983 1986 1989 1991 1983 1986 1989 1991 

BDG/NGO 334 266 357 586 38.8 29.2 29.7 64.0 27.9 20.9 42.4 48.8 

SMC 640 729 61.8 40.6 59.9 708 65.9 34.8 72.1 56.979.1 51.2 

Others 2.6 0.5 0.82.5 1.3 4.4 1.2 .... 0.7 

Total 100.0 100.0 100.0 100.0 100.0 1000 100.0 100.0 1000 100.0 100.0 100.0 

N 117 139 176 244 80 96 91 158 118 129 151 166
 

..Less than .05 percent

Note: Weighted number of currently married women 
whose husbands use condoms at the national level and unweighted numbers at rural 
and urban levels. 

Major changes in consumer use of particular brands for both pills and condoms emerged between
1989 and 1991 (Table 7. 11). Sixty-eight percent of pill users used the BDG/NGO brand Combination-5 in
1991, up from thirty-nine percent in 1989. Ovral use dropped from twdnty-three percent to eight percent
of the total share over the same period. This trend characterized both rural and urban areas. 

Ovacon remained the major SMC pill brand in Bangladesh between 1989 and 1991, but its market
share declined from fifteen percent of the total market to ten percent over this period. Its sister brand,
Maya, dropped from six percent to three percent of the total share during the same time. The decline for
both brands occurred in both rural and urban areas, but was more pronounced in the rural areas. SMC's
upscale pill brand, Norquest, which was introduced in January 1991, had almost one percent of the total
market share by the end of 1991 when the survey was taken. 
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Organon's Ovostat remained the only significant private company brand on the market, but its 

share dropped from twelve percent of the market in 1989 to seven percent in 1991. As with the SMC pill 

brands, the decline was evident in both rural and urban areas, 

The BDG/NGO Sultan brand of condoms climbed from a thirty-five percent market share ;n 1989 
The Sultan brand market share increased by thirty-two percentageto a fifty-seven percent share in 1991. 

points in rural areas between 1989 and 1991 and by eight percentage points in urban areas over the same 

period. SMC's Raja condom brand dropped steeply from forty-two percent of the market in 1989 to twenty­

five percent in 1991. This decline was far more pronounced in rural than urban areas. On the other hand, 

SMC's Panther brand gained an additional five percentage points of the market between 1989 and 1991, 

rising from ten percent to fifteen percent of the total. This increase was must pronounced in urban areas 

where the share grew from one-sixth to one-quarter of the total market. SMC's Majestic brand tumbled 

from a ten percent to a two percent share of the market between 1989 and 1091, reflecting its withdrawal 

from the market in 1989. 

7.5 Levels and Trends of Fieldworker Visits 

Levels of fieldworker visits have fluctuated over time. In 1983, thirty percent oi all currently married 

women under age fifty reported at least one visit by a fieldworker during the previous six months2 (Table 

7. 12. This level declined to twenty-seven percent in 1986 and twenty-five percent in 1989, only to rise to 

thirty-six percent in 1991. Fieldworker visits to urban women steadily rose from 1983 to 1989 but then 

levelled off between 1989 and 1991. Fieldworker visits to rural women, by contrast, declined between 1983 

and 1989 but then surged between 1989 and 1991. 

7.6 Client Differentials of Fielkworker Visits 

Residential and demographic characteristics of women highly affected the degree to which they 

were visited by fieldworkers (Table 7.13). Considerably lower proportions of Chittagong Division women 

were visited by fieldworkers than women from the other three divisions. Visit levels were similar across rural 

and urban areas within the divisions save in Khulna Division where the proportion of urban women visited 

by fieldworkers was below rural ones, 

Fieldworkers were more likely to visit women in their prime reproductive years between 20 and 39 

years old than those less than 20 years old or 40 years old and above. Likewise, they were more likely to 

visit women with children than women with no children. 

Social and economic characteristics of women also affected fieldworker visit levels, but they had 

less impact than their residential and demographic characteristics (Table 7. 14). Mi slim and non-Muslim 

women were equally likely to be visited by fieldworkers. Nationally, fieldworkers were most likely to visit 

women with secondary level education and above,, -)wed by women with either partial or full irimary level 

education. Urban visit patterns were more erratic han rural ones, with fieldworkers visiting a higher 

proportion of women having less than primary level education than women having full primary level 

education. 

MThe relevant question in e questionnaire refers to women visited by a fieldworker who either 

discussed family planning mat.: s with them or gave them contraceptives. A larger number of women may 

have been visited by fieldworkers who did not discuss family planning with them. According to the 1989 

Bangladesh Fertility Survey (Huq and Cleland, 1990: 71), fieldworkers discussed family planning during only 
sixty-nine percent of their household visits. 

73 



Table 7.11 Percent dlstribution of currently married women using non-clinlcal methods by verified brand names -kccording to rural-urban 
residence, Bangladesh, 1989-1991 

Residence 
National 

Rural Urban 

Brand 1989 1991 1989 1991 1989 1991
 

PILLS 

BDG/NGO bra;dt 62.1 76.9 65.5 80.3 52.5 63.3 

Norlday 0.7 0.8 0.8 C.8 0.5 0.6 
Ovral 22.7 8.2 23.8 8.8 19.9 5.7 
Combination.5 38.6 67.9 40.9 70.7 32.2 570 

SMC brands 20.7 138 21.7 13.4 18.2 15.4 

Maya 6.1 2.8 62 2.6 5.8 3.6 
Ovacon 146 10.1 155 101 123 10.2 
Norquest 09 07 1.5 

Private manufacturers 16.2 9.2 12.3 6.2 27.6 21 1 

Ovostat 12.3 6.7 10.2 4.8 18.4 14.2 
Marvelon 1.6 1.3 0.8 0.8 3.9 3.0 
Others 2.3 1.2 0.6
1.2 5.3 3.8 

Other 1.0 0.5 0.5 0.1 1.7 0.2 

Total 100.0 100.0 100.U 100.0 100.0 100.0 
N 850 1352 626 1078 413 
 527
 

CONDOMS
 

BDG/NGO brands 35.6 58.6 297 64 0 423 48.8 

Sultan 34.7 57.1 29.7 62.1 403 48.2 
Other 09 14 1.9 2.0 06 

SMC brands 51.9 40.6 65.9 34.8 57.0 51.2 

Raja 42.4 24.5 51.6 24.1 31.8 25.3 
Panther 9.8 14.5 5.5 8.9 14.8 24.7 
Majestic 9.7 1.7 8.8 1.9 106 1.2 

Other 0.0 04 1.1 0.6 0.7 

Brand not recognized 1 7 0 4 33 0.6 

Total 100.0 100.0 1000 100.0 100.0 100.0 
N 172 244 91 158 151 166 

Less than .05 percent 
Note: Weighted numter of currently married women using non clinical methods at the national level and unweighleo numbers at rural or 
urban levels. 
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In rural areas, fieldworkers visited a higher proportion of women whose households owned land 
than did not own land, although this relationship was reversed in urban areas, i-eldworkers were more 
likely to visit more wealthy than less wealthy women in both residential areas. 

Table 7.12 Fercent d.tribution ol currently married women by field worker visitation during the last six months according to rural-urban 
residence, Bangladesh, 1983 1991 

Residence 
National 

Fieldworker Rural Urban 

visitation 
1983 1986 1989 1991 1983 1986 1989 1991 1983 1986 1989 1991 

Visited 30 1 27.3 24.9 36.1 30.2 26.8 22.7 36.0 28.0 32.5 37.8 36.3 

Not visited 69.9 72.7 75.1 63.9 69.8 732 77.3 64.0 72.0 67.5 62.2 63.7 

Total 100.0 100.0 100.0 100.0 1000 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

N 7656 7820 9317 974.1 6907 7037 7953 8281 2167 2397 2536 2815 

Note: Weighted number of currently married women at the national level rnd unweighted numbers at rural and urban levels. 

Table 7.13 Percentage ofcurrently married women who were visiteL by a fieldwoiker during the last six months by their residential and 

demographic characteristics according to rural-urban residence, Banglade!,h. 1991 

Residence
 

Resloential and demographic Vational 

characteristics Rural Urban 

Division 

Dhaka 40.9 40.5 42.4
 

Chittagong 23.8 23.6 24.8 
llajshahi 40.1 39.8 42.8 

Khulna 39.5 40.4 33.9 

Age 

< 15-19 26.3 26.4 25.5 

20-29 42.0 42.2 40.9 
30-39 38.5 38.3 39.4 

40-49 23.0 22.7 24.5 

Nunoer of living children 

None 15.8 16.0 14.9 

1-2 40.0 40.0 40.5 

3-4 41.2 41.3 40.4 
5+ 34.9 34.8 35.2 

rolal 36.1 36.0 36.3 
N 9745 8282 2815 

Note: I ighted number of currently married women at the national level and unweighted numbers at rural and urban levels. 

Fieldworkers visited forty-nine percent of women using contraception compared to twenty-eight 
percent of women not using contraception (Table 7. 15). Among those women using contraception, 
fieldworkers were most likely to have visited pill, condom, and injectable users, followed by IUD and 
traditional method users. Only a small percentage of those sterilized were visited by fieldworkers. Among 

75
 



those women not using contraception, a higher proportion of non-pregnant and fertile women was visited
by fieldworkers than pregnant, infertile or menopausal women. The difference between the two groups,
however, was only six percentage points. There was little residential variation in these fieldworker visits by
contraceptive use patterns3. 

7.7 Levels of Fleldworker Discussions with Clients 

Family planning fieldworkers discussed at least one modern method with thirty-six percent of all
the currently married women (Table 7.16). Virtually all the women visited by fieldworkers thus received
information about at least one modern method from their fieldworkers. Fieldworkers were most likely to
have discussed pills with their clients, followed by injectables, tubectomy, IUDs, and condoms. Vasectomies 
were discussed with only asmall fraction of women, The pattern of response did not vary by rural or urban 
residence. Most women who reported pill discussions did so spontaneously, whereas for all other methods 
except va:-,ectomies, spontaneous responses were more or less evenly divided with probed ones. Most 
women who reported vasectomy discussions only did so after probing. 

7.8 Differential Characteristics of Clients Receiving Fieldworker Discussions 

Tables 7.17 and 7.18 shows differential patterns of spontaneous response by women visited by
fieldworkers during the preceding six months. Method specific responses varied for condoms and 
tubectomies by residence, with more urban women reporting discussions about condoms and more rural 
women reporting discussions about tubectomy. With the exception of the two sterilization methods, higher
proportions of women from Khulna Division than women from the other three divisions reported method­
specific discussions. This divisional difference was quite striking for condoms, injectables, and IUDs. By
contrast, markedly lower proportions of women from Chittagong Division reported condom and IUD
discussions than women from the other three divisions. 

Compared to younger women, lower proportions of women aged 40-49 spontaneously reported
discussions about pills, condoms, and injectables but higher proportions reported discussions about 
tubectomies. Discussions about tubectomy were relatively high among women age forty and above.
Nevertheless, fieldworkers were twice as likely to have discussed pills than tubectomy with women in this 
age group. Fieldworkers discussed vasectomy with only a minuscule number of older women. 

A .elatively high proportion of women with three or more living children spontaneously reported
discussions aboL., tubectomy, althourjh a significantly higher proportion of these higher parity women 
reported discussions ah:'ut pills. Discussions about vasectomy were held with only a small number of
these women. Even though a relatively low number of women with no children reported discussions about 
injectables, IUDs, or tubectomy, a relatively high number of them reported discussions about condoms. 
The sex composition of the children had no impact on method-specific discussions by fieldworkers. 

Religious differences were generally not important for fieldworker discussions (Table 7. 18). Similar
proportions of Muslim and non-Muslim women reported fieldworker discussions about methods, including
sterilization, except asomewhat higher proportion of Muslim women reported tieldworker discussions about 
injectables. 

Fieldworkers were more likely to have discussed condoms with higher than lower educated women 
women. Similarly, they were more likely to have discussed condoms with women whose households 
owned than did not own land, who had unpaid or no employment than paid employment, or who had 

3Athough the perceitage of contraceptive users by method who were visited by fieldworkers in urban 
areas is generally Iow.r than the percentage visited in rural areas, the overall percentage visited is almost 
identical because higher proportions of urban womeil use contraception. 
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higher housenold wealth than lower household wealth. By contrast, they were more likely to have 
discussed tubectomy wih women with lower than higher education, women who had paid employment than 
unpaid or no employment, or who had low or medium household wealth than high household wealth. 

Table 7.14 Percentage of current,! married women who were .Isited by a feldworker during the last six months by their social and
 

economic characteristics according to rura!-urban residence, Bangladesh. 1991
 

Social and economic characteristics and 
current contraceptivw use 

Religion 

Muslim 
Non-Muslim 

Educational level 

Not attended 
< Primary 
Primary 
Secondary + 

Employment status 

Paid employment 
Unpaid or no employment 

Land ownership status 

Owns land 
Does not own land 

Househrid wealth scale 

Low 
Medium 
High 

Total 
N 

Note: Weighted number of currently married 

National 
Rural 

Residence 

Urban 

36.2 
35.5 

36.2 
35.3 

36.2 
36.8 

33.1 
38.9 
37.5 
44.5 

33.5 
38.5 
38.4 
45.2 

30.1 
41.8 
33.1 
43.3 

39.3 
35.4 

39.6 
35.3 

37.3 
36.0 

37.7 
33.7 

38.1 
32.7 

34.8 
37.2 

33.0 
35.2 
38.4 

33.2 
35.4 
38.1 

31.4 
33.8 
39.6 

36.1 36.0 
9745 8282 

women and unweghted numbers at rural and urban levels. 

36.3 
2815 
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Table 7.15 Percentage of currently married women who were visited by a fieldworker during the last six months by their current
 
contraceptive use status according to rural-urban residence. Bangladesh. 1991
 

Residence
 
Current contraceptive use status National
 

Rural Urban
 

Contraceptive users 48.8 48.9 48.6 

Pill 72.8 75.2 63.5
 
Condom 72.2 78.3 61.1
 
Injectable 66.6 67.6 
 60.6
 
IUD 49.3 52.1 38.2
 
Sterilization 
 13.1 13.0 13.9
 
Traditional methods 40.9 39.8 
 42.8
 

Contraceptive non-users 27.6 28.0 24.9
 

No-1oregnant and fertile 30 1 30.5 27.2
 
Preg; ant or infertile/menopausal 23.8 
 24.0 22.3 

Total 36.1 36.0 36.3 
N 9745 8282 2815 

Note: Weighted number of currently married women and unweighted numbers at rural and urban levels. 

Table 7.16 Percentage of ,jrrently marri d women who received iformatiurt about specific ftamolpLhning methods from theirfieldworkors by specfic
 
contraceptive method according to Mal-urbar reskience, [tangLadesh. 1991
 

National 
Con ra lurfal Urban 
coptrVo 
method Spontaneously floportod Sporrtalwousty Itolorled Spcntanoouily ttopoled

reported diecussing rortrred discussing reported discussing 
discussing aftur probing Total discussing probing discussing after probing Totalafter Total 

Pin 31.5 2.3 33.8 31.6 2.J 33.9 31.0 2.8 33.8 

Condom 10.7 8.5 19.2 10.3 8.6 18.9 13.2 8.3 21.5 

Injectable 13.3 10.5 23.8 13.5 10.6 24.1 12.3 10.1 22.4 

IUD 12.4 9.0 21.4 12.3 9.0 21.3 12.6 8.8 21.4 

Tubectomy 13.9 8.0 21.9 143 8.1 22.4 12.1 7.2 19.3 

Vasectomy 1.0 C2 7.2 1.0 6.4 7.4 1.0 5.1 6.1 

Any 35.1 0.9 36.0 35.2 09 36.1 35.0 0.9 35.9 
modern 
metnod 

Note: Percentages calculated from the weighted number ofcurrently married women at the national level and unweightod numbers Ctrural and urban 
lovels. 
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visited by a fleldworker during the last six months who spontaneouslyTable 7.17 Percentage of currently married women who were 

reported having discussed contraceptive methods by their residential and social characteristics according to the specific contraceptive 

method discussed, Bangladesh. 1991 

Percent of women visited by their fieidworkers during the past six months 

spontaneously discussing: 
Number ofResidential and 
womendemographic chara-.teristics Pill Condom Injectable IUD Tubeclomy Vasectomy 

Residence 

37.1 2.4 2985Rural 	 83.5 27.5 35.2 32.3 
33.7 31.8 2.5 1021Urban 82.5 35.4 32.8 

Division 

39.0 2.3 1166
Dhaka 	 85.1 27.4 33.2 31.4 

585
Chittagong 	 81.8 19.1 33.0 23.9 33.6 1.6 

1024
Rajshahi 	 50.7 29.3 30.9 33.0 38.9 3.7 

740Khulna 85.6 37.4 44.2 40.3 30.4 1.4 

Age 

29.2 16.2 1.2 414
< 15-19 	 85.1 29.4 32.0 

175235.7 34.5 34.4 2.220.29 	 85.0 30.8 
3.4 104835.9 31,6 43.9 


40-49 75.0 19.1 

30-39 	 82.4 27.6 

29.8 28.8 47.8 2.0 302 

Number 	of living children 

201None 	 82.4 38.0 25.5 19.2 9.7 1.5 
1.8 1368

1.2 84.8 30.7 32.8 33.5 24.9 


3-4 82.5 29.3 37.3 34.0 
 44.8 3.1 1191 

5+ 82.4 21.6 37.1 31.8 50.5 2.6 756 

Sex composition 
of children 

No children 	 824 380 25.5 19.2 9.7 1.5 201 

More sons 81 7 27.1 36.1 34.2 39.5 2.6 1404 

37.1 2.1 1208
More daughters 85.3 28.4 35.0 32.1 

2.7 703
Same number 83.6 29.6 34.6 33.6 35,8 

2.4 3516
Total 	 83.4 28.7 34.8 32.5 36.3 

Note; Rural-urban numbers of women are unweighted. 
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Table 7.1d 	 Percentage of currently married women who were visited by a fieldworker during the past six months who spontaneouslyreported having discussed contraceptive methods by their social and economic characteristics according to the specific contraceptive
method discussed. Bangladesh. 1991 

Percer, of women visited by a lieldworker during the past six months
 
spop.tnoeously oiscussing


Social and economic 

Number ofcharacteristics P'!; 	 Condom Injectable ILJL' Tubectomy Vasectomy women 

Religion
 

Muslim 
 83.9 28.6 35.5 32.9 36 4 2.5 3094Non-Muslim 	 79.7 297 29.8 29.8 35.1 1.4 422 

Educallonial level 

Not attended 83.2 Z3.8 35.4 30.4 39.0 2.0 1917< Primary 	 822 28.3 37.1 34.1 37.8 2.2 711Primary 	 86.2 34.8 36.1 38.5 34.5 3.3 335Secondary + 	 83.7 423 29.1 34.2 258 37 553 

Employment status 

Paid employment 82.0 25.5 34.1 33.7 41 5 30 547Unpaid or no employment 836 293 350 32.3 35.3 2.3 2968 

Landownership status 

Owns land 83.1 29.9 34.6 33.1 34.9 2.2 
not own land 83.7 26.7 35.2 31.5 38.4 2.7 

2172Does 
1344 

Household wealth scale 

83.4 

Medium 

Low 	 230 37.4 32.2 390 2.5 818

85.3 24.9 35.3 330 39.1 1.5 981High 822 33.6 33.3 323 333 29 1717
 

Total 
 834 287 348 32.5 36 3 24 3516 

7.9 	 Summary and Conclusions 

Fieldworker delivery is an important and growing source of non-clinical method supply inBangladesh. Pharmacies and shops supply roughly the same percentage of currently married 	Wv-nee
under age fifty with contraception in 1991 as they did in 1986. Nevertheless, their relative share of the
market declined rapidly over the same period. This suggests that fieldworkers were mainly responsible for
the recent surge in contraceptive use. The decline in market share for pharmacies and shops is reflected
in a similar decline in Social Marketing Company and commercial sector brands, especially in rural areas. 

The social marketing and commercial sectors have historically played important roles in thepromotion and use of family planning, but this drop in 	 inarket share suggests that both the price ofcommercial products and the extent to which government arid NGO outreach workers supply free
contraceptive products strongly affect the level of commercial contraceptive use in Bangladesh. Between
1989 and 1991, three important developments may have coi,tributed to the 	 cross-over from
SMC/commercial sector to BDG/NGO sector distribution. First, the Social Marketing Company raised priceson its pills and condoms in 1990. Second, the government recruited a substantial number of additional 
fieldworkers and family planning NGOs expanded into rural areas during this time. Third, starting in themid-1980s the government ;3hifted the focus of its fieldworkers from referring 	clients for sterilization to
providing them with non-clinical methods. Thus, during a time when SMC inputs remained relatively steady,
the government boosted its field force and shifted its activities toward distrir)ution of non-clinical methods. 
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It is important to emphasize, however, that although the market share o SMC pills and condoms declined 
between 1989 and 1991, the absolute percent of currently married women who reported using these 
products remained unchanged. 

Events over the past decade suggest that in Bangladesh contraceptive market shares have 
fluctuated considerably and that they will probably continue to fluctuate in the future. SMC sales reports 
show that after the company returned to its original low pill and condom prices in 1992, sales of these 
products surged to historically high levels. Part of this increase was undoubtedly triggered by the price 
change, but part may also have been caused by supply shortages among government fieldworkers. The 
mechanisms and dynamics affecting relative market share of free vs. priced contraceptive products is an 
area which bears thorough investigation. 

Most tubectomies and vasectomies were performed in clinics and hospitals, and the majority of IUD 
.nsertions and injectables occurred in the same facilities. Nevertheless, one-sixth of IUDs and one-third of 
injectables were supplied by fieldworkers. The Ministry of Health and Family Welfare has not given 
fieldworkers an official mandate or the formal training to perform either procedure. Reports from the field 
suggest three possible reasons for the field provision of injectables and IUDs. First, Family Welfare Visitors 
(FWVs), government-employed female paramedics who work in union-level health centers, may provide 
some home-delivered IUD and injectable serviccs to clients. Second, FWAs may have been proviled 
injectables by FWVs to give during their house-to-house visits. Third, FWAs may give family planning 
injections along with their immunization injections in the EPI outreach sites. Because field provision of IUDs 
and injectables is not currently an official part. of the government program, further information is clearly 
needed in this area. 

Government/NGO and SMC brands appeal to different gender audiences. Government/NGO 
brands are supplied by home delivery and are thus handed directly to wives, many of whom are still 
confined to the household by purdah regulation. Husbands, who are generally mobile and who have 
discretionary use over money, tend to purchase SMC brands. This finding has definite implications for 
program policy, given a possible market share decline for commercial sector products and current 
government and donor agency interest about long-term program sustainability through cost containment 
and recovery. 

Chittagong Division is the exception among Bangladesh's four divisions, having considerably lower 
propor.ions of supply through fieldworkers, tieldworker visits, and fieldworker discussions about condoms 
and IUDs than the other three divisions. This differential pattern can plausibly be explained by the relative 
difficulty of recruiting fieldworkers in Chittagong Division and by conservative attitudes about the role of 
women in the area. 

Brand market shares were volatile between 1989 and 1991. Ovral and Combination-5, the two 
major government pill brands, are composed of the same ingredients. Combination-5, however, has had 
wider distribution than Ovral, and as a result, has generated greater consumer demand. Growth in 
governrnont/NGO brands, such as Combination-5 pills and Sultan condoms, can generally be ascribed to 
increasing popularity of government/NGO products. The decline in the Majestic condoms can be explained 
by its recall by SMC in 1989. 

Substantial increases in fieldworker visits over the past two years occuned primr''y in the rural 
areas where the government has placed most of its family piannin3 resources. The Ir Jelling off of 
fieldworker visit rates in urban areas bears further investigation, but three plau,-;le expianations for it 
include the inability of family planning NGOs to increase the range ot their coverat., variation in the quality 
of these NGOs, and the rapid influx of pou migrants to the urban areas. 
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Although it is to the Program's credit that fieldworker visitation has increased substantially over the 
pa.;,t year, only slightly more than one-third of eligible women were visited in a six month period, far below 
the complete coverage that should be given to women every two months. Beyond that, fieldworkers did 
not discuss any method except for pills with three-quarters or more of all eligible women. Fieldworkers 
were much more likely to discuss pills with older women and women with high numbers of living children 
than more appropriate methods such as IUDs, tubectomy and vasectomy. In fact, fieldworkers were far 
more likely to discuss pills with their clients than any other method, although some preference was given 
to discussing tubectorny with poorer and less educated clients and condoms with more wealthy and 
educated ones. 

Despite its "cafeteria"approach, the National Family Planning Program appears to have become 
heavily oriented toward the supply of pills -- a method characterized by being largely free of cost, geared 
toward women, and suitable for mass distribution through domiciliary visits. This method, while generally
appropriate for women desiring to space their births, is not considered appropriate for women desiring to 
limit their births, especially under conditions of poor use compliance. 

Furthermore, less than one-third of non-pregnant, fertile women not using contraception were 
approached by fieldworkers during a six month period. Although some of these women undoubtedly 
wanted to becom, pregnant or did not want to use contraception for other reasons, many probably did 
not use contraception for the very reason that they were not contacted. Despite their generally low 
visitation, however, the evidence does not suggest that fieldworkers favor segments of the population on 
the basis of social and economic characteristics or alternatively that certain segments of the population are 
disproportionalely receptive toward service provision by family planning fieldworkers. 
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CHAPTER 8
 

FERTILITY PREFERENCES
 

Fertility preferences are important because they indicate women's attitudes toward their future 
fertility. Although these attitudes may not perfectly presage actual future uehavior, they can demonstrate 
prevailing social norms about family size. Because one of the goals of the National Fanmily Planning 
Program is to promote a small family norm, these preferences may provide answers about the degree to 
which the Program is accomplishing its objectives. 

On a micro level, fertility preferences also reflect the degree to which women and their husbands 
feel that they exercise control over their reproduction. When couples desire to space or limit their births 
and either take or considc taking ste.ps which lcad to those resulth, they come to make an important 
decision about their own destinies. This decisit'n tc assume cor! I L 'E their own childbearing mow 
them away from a fatalistic dependence on Gc J's will to a more active qta, ce toward life. 

Currently married women, including pregnant women, were asked if they desired to have more 
children, and, if so, whether they wanted to have their next child within two years or after two years. 
Women, including those who were sterilized, who indicated that they no longer desired to have children 
were considered potentia! or actual birth limiters. Women, excluding those who were sterilized, who 
indicated that they desired to have additional children but wanted to wait two years or more for them were 
considered potential or actual birth spacers. Birth intervals of less than two years increase the risk of both 
maternal and child mortality, and one important indicator of possible future progress in maternal and child 
health may thus be a significant proportion of women intending to space their births. 

Based on fertility intentions, it is possible to estimate tile unmet need for contraception or the 
proportion of women who do not use contraception despite their desire to space or limit their childbearing. 
Calculating unmet need enables an estimation of the total demand for contraception and the percentage 
of the demand satisfied -- measures of women's desire for family planning and National Family Planning 
Program success in meeting this desire. 

8.1 Desire for More Children 

Table 8.1 shows that thirty-seven percent of currently married Bangladeshi women under age 
fifty desired to have at least one more child in the future and that forty percent did not want to have another 
child. Less than four percent of these women were undecided or unsure about their desire for additional 
children. In addition, ten percent of women or their spouses had already made a definite decision not to 
have another child by being sterilized and an additional ten percent could iot have children, even if they 
desired them, by being infecund or menopausal'. 

'Following standard Demographic and Health Survey detinitions, infecund women are currently married 

women in their first marriage of five or more years duration, never having used contraception, who did not 
have a birth in the five years preceding the survey and who are not pregnant. Menopausal women are 
non-pregnant, nor-postpartum amenorrheic currently married women whose last menstrual cycle occurred 
six or more months preceding the survey. 
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Seventy-seven percent of childless women desired children and twenty percent of them were 
infecund. Most women with only one child wanted a second child, but the desire for additional children 
progressively dropped as family size grew. Bangladeshi women who had exactly two children were almost 
evenly divided betweeni those who definitely wanted to have more children and those, either sterilized or 
not sterilized, who did not. At least two-thirds of women with three of more children either definitely did not 
want to have more children or had been sterilized. Antlng women with children, infecundity and 
menopause, biological mechanisms limiting childbearing, assumed increasingly greater importance after 
the birth of a third child. 

Table 8 1 Percent ctiftnhiortOf cLrrently marrnicd women b,, their C(-I' ar t r or cnilorer, and the :_.rt.:, o, their preference according 
to their number of living children 3.nfglacesrh !9 

Number of living chilcrcrn
 
Desire for more
 
chilcuen None 2
1 3 4 5+ Total 

Want another 

Definitely 76.6 b59 437 21 2 11,6 3.0 369 
Not ,urc 10 05 11 05 03 03 06 
Missing 1 7 0.2 

Undecided 0.9 26 25 22 1.5 1.7 

Want no more 

Definitely 0.1 46 370 52.6 591 64.1 39.5 
Not sure 0.3 1.9 22 1.1 1.5 1.3 

Ineligible
 

Sterili:ec 09 9122 154 17.6 13.4 10.3 
Infecund 196 5.5 4.6 49 7.1 11.9 8.3 
Menopausal 0 * 01 00 05 10 43 1.2 

Total ice 0 'CO0 000 1000 1000 1000 1000 
N 9-13 1755 1833 1652 1329 2242 9745
 

- Less than 05 percent 
Note NumL,,er of living chilcic n irciLuce, Certc t prgrarcy 
Note Infecunc wcn-en refcr to cuir.rtly nzinrieci women in their first marr.ige of five ormore years Otiration never having used
 
contraception .-,h, cici ol have a 
k ith in tic five years preceding lh" surve..y anci vho are not pieqn.,-nt
 
Note Mencrpanud w,.onr'e .. e nr iregnatl non postpartum amer..rheic currently marriedi ,,omen whose last mensttuil cycle occurred
 
six or more orti, plc c.t he s rvej
 

Table 8.1 also suggests that eight percent of married Bangladeshi women of reproductive age are 
infecund. Infecundity can be decomposed into primar and secondary sterility. Primary sterility is 
indicated when women are ur,able to bear children at all, generally because of physiological causes. 
Secondary sterility is indicated when women are urable to bear chilcirei afte the birth of at least one child, 
generally because of noni-physiologica causes SLch as infectious disease, According to these definitions, 
twenty-three percent of all sterile women or 1.9 percent of all cuJrrently married women of reprUductive age 
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exhibited primary sterility2 arid seventy-seven percent of all sterile women or 6.4 percent of all currently 
married women of reproductive age exhibited secondary sterility. 

Table 8.2 considers only women who desired to have more children. Overall, sixty-five percent of 
currently married women who desired more children wanted to wait at least two years before having them. 
Although only onie-third of women with no children wanted to wait this long, around three-quarters of 
wornen with betweeni une and three children wanted to do so. Thirty-nine percent of women with five or 
more children desired a birth interval of less than two years, but seventeen percent were also unsure about 
their desire for an additiunal birth, a far higher proportion than women with smaller numbers of children. 
At any rate, women with five or more children only composed a small proportion of the women who wanted 
more children. 

Table 8 2 Percent ciriributior, of crrenti, marrier women who want to have more children by the liming of their next desired child 
according to their rumher ot living children. Bangladesh. 1991 

Number of living children 
Desire for chillien 

Nane 2 3 4 5f Total 

Want more children 

< Two years 620 207 196 16.4 20.8 38.7 286 
Two years + 333 14 1 742 758 667 44.0 65.2 
Unsure 4 7 52 62 7.8 12.5 17.3 6.2 

Total 1000 1000 1000 1000 1000 100.0 100.0 
N 741 1515 821 359 159 75 3675
 

Note Number of living children include-, current pregnancy 
Note Women who desire more chilrer e~Clude sterilIzed, inrecund. and menopausal women For definitions of infecund and 
menopausal, see Table 8 

Table 8.3 showvvs the birth spacing preferences of women who gave birth in the last year and who 
want to have more children. It indicates that eighty-one percent of these women wanted to wait a minimum 
of two years before having another child. The only exceptions to this strong preference for birth spacing 
were childless wonlen who had given birth in the previous year but whose babies had died. 

8.2 Different!als in Birth Termination 

Table 8.4 shows differer(ices in the desire of women to end their childbearing by subgroup of the 
polulation. The desire to limit childbearing was tnore pronounced for urban than for rural women, although 
differences hetweet the two groups were small. Higher proportions of Lrban than rural women with two 
or three childret tdesired to stul) thim ChIldbeaririC, but virtually identical proportions of rural and urban 
women with four ot Inore chiildreti waiited to stOl. 

qhis estimate of primary sterility may be slightly biased upward because the first column in Table 8.1 
refers to no livinij children rather than to no children ever born. Some proportion of childless women who 
fit the infecundity criteria may have had children who died. 
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Table 8 3 Percent distribution of currently married women who gave birth in the twelve months prior to the survey and who want to have 
more children by the timing of their next desired child according to their number of living children, Bangladesh, 1991 

Number of living children 
Desire for children 

None 1 2 3 4 5-+ Total 

Want more children 

< Two years 788 77 118 90 13.2 18.2 12.4 
Two years -+ 186 865 829 820 79.2 72.9 81.4 
Unsure 2,6 57 53 90 7.6 9.1 6.2 

Total 1000 1000 1000 1000 1000 1000 100.0 
N 38 465 262 111 53 22 952 

Note: Number of living children includes current pregnancy 
Note: Women who desire more children ecluCe sterilized, infecuncl, and menopausal women. For definitions of infecund and 
menopausal, see Table 8 

8.3 Differentials in Birth Spacing 

Attitudes toward birth spacing were measured by desire to wait at least two years before the next 
birth. Table 8.6 shows variations in the desire to space children by population subgroups. Residential 
differences in the desire to space births were not pronounced, although higher proportions of urban than 
rural women with between two and four children wanted to wait at least two years before the next birth. 

Regionally, a lower proportion of Chittagong Division women wanted to space their births than 
women from the other three divisions. In particular, Chittagong Division women with two or three children 
were less likely to want to space their births than women from the other three divisions with a similar 
number of children. Among women with no children, a desire to space births was relatively high among 
those from Khulna Division. 

Women with secondary level education or above were most likely to want to wait at least two years 
before ie birth of their next child, followed by women with complete and partial primary level schooling. 
The birth spacing differential between relatively educated and uneducated women was especially marked 
among women with no children. 

Higher proportlIuns of Rajshahi, Kliulna, and Dliaka Division women than Chittagong Division 
women desired to linit their chiidbearing. Rajshahi anid Khulna Division women, in particular, wanted to limit 
their childbearing after two or three children. For example, the proportion of Rajsfiahi and Khulna Division 
women with two children who wanted no more children was almost twice that of Chittagong Division 
women. 

Age and family size had a similar impact on the desire of women for additional children. As age 
increased so did the desire to limit childbearing. Likewise, as the number of children increased so did the 
desire to limit childbeartng. For example, ninety percent of women 40-49 years of age with two children 
desired to hmit their childbearing. Similary, ninety percent of viomen 20-29 years of age with five or more 
children desired to linit their childbearing. 
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children by their residential and demographic characteristicsTable 8.4 Percentage of currently married women v,,o desire no mo,e 


according to their number o1 living children, Bangladesh. 1991
 

Number of living childrenResidential and demographic 

characteristics
 

3 	 4 5+ TotalNone 1 2 

Realdence 

0.1 6.6 48.5 733 84,3 94.0 55.7Rural 
58.60.2 8.3 56.3 81.9 85.1 94.9

Urban 

Division 

0.5 8.4 504 73.0 842 95.0 56.6
Dhaka 

. 2.2 31,5 62.0 72.0 89.2 49.G
Chittagong 

. 8.4 597 83.1 91.3 97.0 60.5
Rajshhi 

.- 7.7 56.2 80.8 91.1 95.5 58.6
Khulna 

Age 

6.70.2 2.5 372<15.19 
7.2 45.6 69.2 76.7 89.9 48.4

20-29 
93.3 86.748.2 	 74.4 84.1 88.5 

902 930 97.7 97.9 96.6
30-39 
40-49 

01 68 499 74.6 q4 4 94.1 562
Total 

8818750 1656 1749 1563 1221 1879N 

Less than .05 percent
 
Less than 25 cases
 

Note Number of living children includes current pregnancy
 
women For definitions of

Note Women who desire no rrore children, include sterilized women but exclude irfecunci and menopausal 


infecund and menopausal. see Table 8 1
 

A higher proportion of non-Muslim than Muslim women wanted no more children (Table 8.5). This 

greater desire of the part of non-Muslim women to terminate their childbearing held true across all family 

size groups, but was particularly pronounced among those with only two children. 

The desire to terminate childbearing was more evident among less educated than more educated 

However, this difference appeared primarily caused by higher proportions of younger women orwomen. 
educated groups, as evidenced by the relatively high proportionswomen with fewer children in the more 
or three children who did not wartt to have more children.of the most educated wotnen with two 

A higher proportion of women with paid employment than wotnen with unpaid or no employment 

desired to limit their childbearing, a difference especially apparent among employed women with one to 

three children. A slightly higher proportion of women whose households did not own land than did own 

land desired to terminate their childbearing, a pattern particularly marked for women with two children. A 

slightly higher proportion of women liom poorer than wealthier households also did not want to have 

additional child:en. 
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Table 8.5 Percentage of currently married women who desire no more children by their social and economic characteristics according to 
their number of living children, Bangladesh. 1991 

Number of living children
 
Social and economic characteristics
 

None 1 2 
 3 4 5+ Total 

Religion 

Muslim 0.2 64 48.2 73.4 82.9 93.6 55.2 
Non-Muslim 10.4 61.2 81.7 93.7 98.9 62.9 

Educational level
 

Not attended 
 0.3 7.9 491 70.6 82.7 93.1 58.4 
< Primary 5.7 47.5 79.4 89.7 96.1 59.3
Primiry -. 4.8 44,0 76.5 83.3 95.5 52.7
Secondary + 6.1 58.1 83.7 86.3 03.1 44.7 

Employment status
 

Paid employmint 
 15.8 6- . 81.3 86.0 96.6 69.8
Unpaid or no employment 0,1 5.8 47.2 72 5 84.1 93.7 53.8 

Landownership status
 

Owns land 
 0.2 5.9 46.9 74.1 84.5 92.8 55.1
Does not own land -- 8.1 53.6 75.2 84.3 94.6 57.7 

Household wealth scale
 

Low 
 0.6 9.2 52.1 77.3 85. 93.8 58.5
Medium . 7.2 464 68.7 83.7 93.5 56.0
High 5.4 50.5 76.7 84.5 94.7 54.9 

Total O.1 6.8 49.9 74.6 84.4 94.1 56.2
N 750 1656 1749 1563 1221 1879 8818
 

-- Less than .05 percent
 
Note: Number of living children inckud-s cu-"Lnt pregnancy.
 
Note: Women who desie no more children include sterilized women but exclude infecund and menopausal women. For definitions of
 
infecund and menopausal, see Table 8.1 

A slightly higher proportion of women with no employment or with unpaid employment than women 
with paid employmen: desired to space their births. Likewise, a slightly higher proportion of women whose 
households owned land than did not own land desired to space their births. In both cases, the birth
spacing difttrential was striking among women with no children. Women from the wealthiest households 
were more likely to want to wait at least two years before their next birth than women from poorer
households. This differential was most evident among women with no children or only one child. 
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Tabls 8.6 Of currently married women who want mite children or who are undecided, the percentage who want to wait at lea', two years 
before the next child by selected characteristics according to their number of iMng chi'dren, Bangladesh, 1991 

Number of living children 

Stlected characteristics 
None 1 2 3 4 5+ Total 

Residence 

Rural 32.9 73.7 71.5 69.6 58.3 33.4 62.9 
Urban 35.9 74.9 80.0 78.3 68.1 32.0 68.0 

Division 

Dhaka 29.5 77.9 73.5 73.6 63.5 48.1 66.5 
Cnittegong 28.6 67.6 64.4 63.7 57.3 29.6 57.4 
Rajshohl 32.7 74.1 77.4 78.1 54.6 28.0 64.1 

Khulna 44.0 75.2 80.8 70.2 65.9 35.9 68.1 

Educational lerel 

Not attended 23. P 69.2 69.6 70.4 60.8 32.0 60.3 
< Primary 33.5 77.0 75.5 70.7 60.0 65.6 
Prim.ary 38.7 76.8 80.9 76.5 51.4 ** 67.2 
Secondary + 47.2 82.2 76.4 64.8 70.0 

Employment status 

PalJ employment 21.3 72.1 72.4 67.6 62.8 63.0 

Unpaid or no employment 34.1 74.1 72.9 70.9 59.2 37.4 63.7 

Landownerhip status 

Owns land 37.6 75.5 73.6 68.9 63.6 34.5 64.8 

Does not own land 25.6 71.5 71.7 72.7 54.3 33.3 61.9 

Household wealth scale 

Low 21.6 70.7 72.3 69.5 57.4 37.0 61.0 
Medium 302 70.8 70.8 69.9 59.7 21.1 61.6 
High 39.5 77.3 74.3 71.7 61.3 38.2 66.2 

Total 33.3 73.9 72.8 70.5 59.8 34.1 63.7 
N 741 1532 868 401 188 109 3840 

"* Less then 25 cases
 
Note: Number of ling children Includes currcnt pregnancy.
 
Note: Women wh-. desire to wait at least two more years before their next ciild exclude sterilized, Intecund, and menopausal women. For
 
definitions of Infecund and menopousal, see Table 8.1.
 

A slightly higher proportion of women with no employment or with unpaid employment than women 
with paid employment desired to space their births. Likewise, a slightly higher proportion of women whose 
households owned land than did not own land desied to space their births. In both cases, the birth 
spacing differential wvs striking among women with no children. Women from the wealthi't household-, 
were more likely to want to wait at least two years before their next birth than women from poorer 
households. This differential was most evident among women with no children or only one child. 
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8.4 Levels of Unmet and Met Need for Family Planning 

Table 8.7 and Table 8.8 present estimates of unmet need for family planning, met need for family
planning, total demand for family planning, and the percentage of the demand for family planning satisfied. 
Twenty-eight percent of eligible women who expressed a desire to space or limit childbearing did not use 
contraception -- fourteen percent of potential spacers and fourteen percent of potential limiters. On the 
other hand, nine percent of eligible women who wanted to space their births used contraception and thirty­
three percent who wanted to limit their childbearing used cuntraception for a total met need of forty-two 
percent3. Sixty-nine percent of Bangladeshi eligible women were either actual or potential users of 
contraception. The percentage of the demand satisfied (total met need divided by the total demand) was 
only sixty percent. Assuming that women stated their desired use of contraception correctly, the National 
Family Planning Program may therefore have missed as high as forty percent of its potential clients in 1991. 

8.5 Differentials In Unmet and Met Need for Family Planning 

Table 8.8 and 8.9 also show the unmet need for family planning, met need for family planning, total 
demand for family planning, and percentage of the demand for family planning satisfied among various 
subgroups of the population. A higher proportion of urban than rural women demanded family planning
and a higher percentage of their demand was satisfied. There was a higher percentage of unmet need for 
spacing among rural women than among urban women. 

Eligible women in Chittagong Division had both a lower demand for family planning and a lower 
percentage of their demand satisfied compared to women from the other three divisions. Only sixty percent
of Chittagong Division desired iamily planning compared to seventy one to seventy-four percent of women 
from the other three division.,. Moreover, only forty-nine percent cf this desire was satisfied compared to 
sixty to sixty-six percent in the other divisions. In particular, there was a higher percentage of unmet need 
for limiting among Chittagong Division women than women from the other divisions. 

,he demand for family 'planning was almost universal among women 40-49 years of age. This 
demand was also quite high among other age groups -- eight-five percent among women 30-39 years of 
age, sixty-four percent P.mong women 20-29 years of age, and forty-four percent of women <15-19 years
of age. A much higher percentage of the demand was satisfied among women at least thirty years old, 
primarily because of their use of contraception to limit their childbearing. However, th3re was still relatively
high unmet need for limiting among older women and also relatively high unmet need for spacing among 
younger women. 

Both the demand by women for family planning and the percentage of this demand satisfied 
increased with family size. A unmet need for spacing was relatively high among women with no children 
or fewer then three children, whereas an unmet need for limiting was relatively high among women with 
three or more children. 

The sex composition of children did not influence the unmet need for contraception, but it did seem 
to influence the met need. Thus, the actual contraceptive behavior of women was more affected by the 
sex composition of their children than their stated need for contra'eption. Women with equal numbers of 
sons and daughters were the most likely to use contraception, followed by women with more sons. The 
total demand of women with a majority of daughters was lower than for women with a majority of sons and 
their demand satisfied was also slightly lower. 

3 Because infecund or menopausal women were excluded from the analysis, the total met need for 
contraception (41.9 percent) was higher than the contraceptive prevalence rate (39.9 percent). 
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services by
Table 6.7 Percentaga of currently marrisrt women witl unmet need for fam ltyplanning, wilh mat need for family plannIng and wfchtotal demand for f.mily plarin Ig 

thir rosidertial and demographic charac'eristcs according to nei need* status, Oangladetsfr, tOOt 

Met Need for Fain ily Planning (currentuy 

Residential and 
demographic 
characteristics 

Unmot Need for Family Planning 

Unmet Unmet lotal 

using) 

Met Met 

Total demand lor family planning 

Demand Demand 

Parcentag , 
of Demand 
Satisfied 

Number 
of 
Women 

Need lor Need for Unmet Need for Need lor Total Met to for Total 

Spacing Limnting Need Spacing Lirniti Need Spacing Limiting Deman.i 

Residence 

Rural 
Urban 

143 
106 

136 
134 

20 1 
242 

a 0 
t1 a 

12.5 
375 

405 
403 

22.3 
22.6 

463 
50.0 

666 
73.5 

50 0 
67.1 

74a2 
2570 

Division
 

20.2 0.1 34.0 43.1 23.8 47.5 71.3 604 2606
D:,aa 1.7 135 

20.1 20.6 30.2 50.8 48.7 2140Chittagong 147 160 30 7 5 0 232 

Raojhiahi 13.0 	 11 0 240 0.0 30.1 48.1 22.0 510 73.0 65,0 2334 

/3.7 64.3 1730
KOI"na 12.5 136 26.3 106 360 474 23.1 50.6 

Ago 

< 1510 271 06 27 7 14,3 2 t 164 41A 2.7 44,1 372 1553 

266 121 255 376 202 350 64.2 566 3900
2020 171 0 5 

1.0 55.4 57.3 63 70.6 04.0 67.5 2400
30.30 44 232 27.6 

03 644 647 1 1 05.5 066 670 78640.46 06 31t 310 

Number of living 
oh~liften 

0 1 7.0 7 0 2b.0 0.1 20.0 2,t 1007
None 210 22.0 

35.0 36.4 24.1 60.5 50.3 3235
1.2 106 5 0 24 6 160 101 

160 2. 2 4 a 0.5 54.3 15.1 66.4 01.5 66.6 2603
3.4 103 
5 3.6 326 36.6 0.3 54.5 54 6 	 4.1 87,3 01.4 60.0 1803 

Sex Composition 
of children 

7 0 2, 0 20.0 24.1 10870.1 7.0None 21.0 220 
21.3 55.0 763 62.4 2303

More sens 126 16 1 267 07 360 47.6 

More daughters 136 147 263 101 326 42.7 23.7 47.3 71.0 60.A 2600 

27 6 6.6 457 523 17.9 621 70.0 655 1560Samenumber 112 164 

136 .3 7 275 66 333 41 0 22.4 470 	 60.4 60.4 6616
Total 

.. Less than 05 percent 
Note: Unmet need to spacing reler, to plregnant women .- , gceregnancy wasmistioed, a'ncnorl,.r women whose last ball' was mistimed, and women who are neither 

want to wait two ormoo years fortheir nextbirth. Unmet need for lvnitwigpregnant nor anerorrhec and wt'o are not usirg anyn'vtlod of family planning an, who say tncy 
are neither pregnant nor amenorrheic and whorefers to pregnant women whose pregnancy was unwarftld. anienorrc;C women wlose list clild was unwanted, and women who 

are not usng any metlod ol lfa-ly plannog and wfo want no more childlen Excluded fron Diecategory of unmet need are menopausal and anfecundwomen. 
Met need for litnrg refelrNote: Met need for spacing iefers in women who are using " amily plannng meuoJ who say they want to waittwo year; or more for their noet child 

to women who are using a family planning menhod who co want to have more children 

Note: For definitions of vnlecund and menopausal, see Table 0 1 

Note: These definitions are the standard ones used in tre Denrogr.aphicand Ileal) Surveys 

A higher proportion of Muslim wonlen than non-Muslim women had an unmet need for family 
planning -- an unmet need not unly for spacing but for limiting (Table 8.8). A much higher proportion of 
non-Musiim v,'omen than Muslim women used contraception for limiting, although the met need for family 
planning for spacing was the same between the two groups. Whereas total demand was similar between 
the groups, Muslims had a considerably lower percentage of their demand satisfied than non-Muslims. 

Women with a secondary education and above had a lower unmet need for limiting and a higher 
met need for spacing than women with lower levels of education. Although the tcial demand for family 
planning was virtually the same among all four educational groups, women with at least a secondary level 
education were best able to satisfy their demand There was little variation in the percentage of the 
demand satisfied among women with less than a condary level education, 

91
 



Table8.8 Percentage of currently merred women withunmet need for family planning,met (reed for family planning, andtheir total demand to( familyplaning aervices by thair 
social end economic charactenstics accnrding o tteir nd statuas,Bangladesh, 1001 

Unmet Need for Fcmy P lansr Met Need for Family Planning 

Socialand economic 
(currently usig) Total demand for family planning Percentage 

characteristics Unmet 

Need for 

Unmet 

Need lot 

Total 

Unniot 

Met 

Need for 

Met 

Need for 

Total 

Met 

Demand 

fyr 

Demand 

for Total 

of dem and 

satified 

Number 

of 

Women 
Spacing Lmmting Need Cpacing Limiting Need Spacing Limiting Flemand 

Religion 

Muslin 

Non.Mslrn 
145 

01 

14 1 

112 

206 

203 
16 

66 

320 

427 

406 

513 

231 

177 

461 

530 

60.2 

716 
58.7 

71.6 

7730 

107 

Educational level 

Not 'ltendnd 

. Prmary 

Primary 

Secondary 

13.6 
137 

150 

14,2 

148 
15 

136 

70 

284 

28,8 

288 

21.2 

6.3 
84 

0.1 

174 

334 
34.5 

321 

321 

307 
42.8 

420 

405 

10.0 

221 

240 

31,6 

402 
406 

450 

30 1 

68.1 
71.7 

708 

70.7 

58.3 
50.6 

503 

70.0 

5121 
1664 

832 

1200 

Employment status 

Paid employment 
Unpaid or no employment 

07 
145 

152 
135 

24.0 

280 
71 

a8 
477 
300 

540 

397 

16 

237 
62.0 

44.4 
707 
677 

688 
566 

1257 
7560 

Landownership status 

Owns land 
Doo, not ,wnland 

144 

120 
130 
136 

283 
265 

03 
75 

324 

345 
417 

420 
237 
204 

463 

401 
700 
68.5 

506 
61.3 

5165 
3651 

Household wealth scale 

Low 
Medium 

IHigh 

146 
134 

136 

130 

143 

133 

265 
272 

260 

b 7 
74 

10.3 

323 
327 

342 

30.0 
40t 

44,5 

213 

208 

230 

462 
470 

475 

67.5 
678 

71 4 

57. 
501 

62.3 

2256 
2528 

4035 

Total 130 137 275 86 333 410 224 470 604 604 - 881 

Note, Unmet need for spacing refers to pregnant women whose pregnancy was mistlmed, amenorrheic women whose last birthwas mtitmed,and women who are neitherpregnant nor amenord,ed: and wilo are not uti,!any memod of family planning and w1o uay they want towat two or more years for their niexlbirth Unmet need lotfuniringrefers to pregnant women whose pregnancy was unwanted anmnorretc women whose last 01ild was unwanted, and women who are neither pregnant nor ameorfeic and who 
are hot usingany metpod of family plannng and who want no more children [Iudod ItomVe category of unmet need are menopausal and enfecund womenNote: Met need for spacing refers to women who are u inga f mihyplanting metltvd who nay Ury want to wait two years or more for their net child Met need for limiting refers 
to women who are usinga family planning metlod vh'o do war.t to have emote chklien 
Note: For definitions of nfocaundand menopausal. see Table 1 
Note. These derdmons are thestandard ones used intIf Dem ogrrpliCan IfralJ] 3uroyc 

Women with unpaid or no employment had both a higher unmet need for spacing and a lower met
need for limiting than women with paid employment. Lower proportions of women with unpaid or no
employment than women with paid employment demanded family planning or had their demand satisfied.
Landownership and household wealth, by contrast, had little effect on the demand for family planting. 

8.6 Summary and Conclusions 

Of all currently married women below age fifty, only thiry-seven percent definitely desired to have 
an additional child. Forty percent were capable of giving birth but did not want to continue their
childbearing and the rest had either 1 een sterilized or were infecund or menopausal. Only a minuscule 
proportion of women .iere unsure about their future fertility intentions. Because twenty percent of currently
married women of reproductive age were not at risk of pregnancy as a result of being sterilized, infecund, 
or menopausal, the National Family Pianning Program had only to serve a potential pool of eighty percent 
of eligible women. 
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Nearly all fecund Bangladeshi women want to have children. However, only forty-four percent of 
women who had two children definitely wanted to continue their childbearing, and virtually no women who 
had five or more children wanted to continue their childbearing. It would thus appear that Banglade,.hi 
women have already embraced a family size norm of two or three children, and that future efforts srould 
be directed to persuading the /ho currently want three or four children to limit their family size to or' 
two children. 

Rural-urban residence, education, landowning status, and wealth do not appear to be significant 
influences in the desire of women to terminate their childbearing in Bangladesh, although the reasons for 
the desire to terminate may vary considerably by subgroup. For example, virtually identical proportions 
of women, regardless of their wealth, wanted no more children, but the maierial and psychological 
influences which motivate the poorest and wealthiest women to adopt this attitude could be substantially 
different. 

Four factors stand out as most important in affecting the desire to terminate childbearing. The first 
predictably is life-cycle, with older women and those with larger numbers of children most likely to want to 
limit their childbearing. The second is regional, with women from Dhaka, Rajshahi, and KhuIna Divisions 
more willing to terminate their childbearing than women from Chittagong Division. The third is religion, with 
higher proportions of non-Muslims than Muslims desiring to limit their childbearing, and the fourth is 
employment, with women having paid employment more inclined to limit their childbearing than those with 
unpaid employment or no employment. 

The last three factors highlight cross-cutting conservative and modernizing influences which may 
now color the attitudes and behavior of Bangladeshi women. Chittagong Division women and Muslim 
women may be more affected by orthodox beliefs about the traditional role of women as childbearers and 
fatalistic beliefs about fertility than women from the other three divisions and non-Muslim women. Women 
with paid employment may find the costs of adequately caring for children higher and the economic returns 
from having children lower than women with unpaid employment or no employment. However, it is 
important to note that region, religion, and employment, while of some weight, are not critical impediments 
to family planning demand, L ;ause the majority of Muslim women and women with unpaid or no 
employment and the near majority of Chittagong Division women now desire to end their childbearing. 

Most Bangladeshi women also appear to understand the virtues of birth spacing, because over 
three-fifths of them want to space their births at least two years apart. The onl numerically important 
group in which a majority do not want to wait at least two years are childless women, a finding which is not 
surprising given the universality of the desire for children in Bangladesh. 

Differences between subgroups of women to space their births are not especially pronounced in 
Bangladesh. Chittagong Division women are somewhat less willing to wait at least two years between their 
births than women from the other three divisions, but their attitudes about spacing are more similar to 
those of other women than their attitudes about lmitir;g. Higher social and economic status also appears 
to be modestly linked with the des re of women with no children to wait at least two years before giving 
birth. 

There is considerable unmet need in Bangladesh both for spacing and limiting. The unmet need 
for spacing actually exceeds the met need for it. Most of the met need is for limiting, but as shown in 
Chapter 6, methods more appropriate for spacing are often used for limiting. Although forty-two percent 
of fecund, non-menopausal women use contraception, sixty-nine percent desire to do so. Replacement 
fertility could thus be essentially reached if this total demand were satisfied. 

The National Family Planning Program should target those women who have relatively high unmet 
need for contraception. They include rural women, younger women, women with no children or less than 
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three children, Muslims, and women with no employment or unpaid employment for methods appropriate 
for spacing, and Chittagong Division women, older women or women with three or more children, and 
Muslim women for methods appropriate for limiting. 

Chittagong Division women have a low demand for contraception and a low percentage of their 
demand is satisfied, indicating that there are grounds for improvement for both demand generation and 
service provision among them. Muslim women, on the other hand, have a high demand for contraception, 
but a low percentage of their demand is satisfied. Resistance to family planning for both spacing and 
limi,,,g may be overestimated among Muslims, and greater service provision to them which satisfies their 
unmet need may greatly boost Bangladesh's contraceptive prevalence rate. Total demand is also high 
among women with paid employment, and efforts to reach these women through firm-based family planning
distribution projects may result in significant pay-offs. 

Unmet need for spacing methods runs high among young women and crlaless women or women 
with few children, and only a low percentage of their total demand for these methods is satisfied. Activities 
promc'ting pills, condoms, and injectables among newly married and low parity women should therefore 
be quite effective in raising their contraceptive acceptance. Likewise, there is a room to increase limiting 
methods among older women and women with three or more children, although the demand satisfied 
among these women is higher than for their younger, lower parity counterparts. 

It is important to note that two-thirds or more of women considered resistant to family planning now 
demand contraception: rural women, Muslim women and uneducated, landless, and poor women. 
According to conventional wisdom, these were the women who are tethered to traditional cultural and 
religious norms and who needed a large number of children for physical security and support in old age.
However, the advent of employment opportunities for women, increasing economic pressure on families, 
and an extensive family planning provision have evidently all acted inconcert to erode traditional constraints 
and to create demand for smaller families. 
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CHAPTER 9 

CHILD HEALTH CARE AND CHILD SURVIVAL 

Although the 1991 Contraceptive Prevalence Surve' primarily focused on fertility and family 

planning, selected questions were asked about issues affecting child health care and child survival. 
Fertility and contraceptive use influenceDemographic and health issues are not completely separable. 


the health status of mothers and children and are in turn influenced by them. From a program standpoint,
 
both contraceptive and health care services are often provided in the same facilities or outreach programs
 

by the same perscnnel. Thus, policies affecting one service will often have a strong impact on the other.
 

Women were asked questions about their breastfeeding and supplemental feeding of their last four 

births. They were also asked about their length of amenorrhea after the same births. Thcse questions 

enabled a calculation of the proportion of children who were breastfed after their birth, the duration of the 
In addition, they allowed abreastfeeding, and the duration of their mother's amenorrhea after their birth. 

calculaton of the mean age at which children were given supplemental foods. 

Mothers were also asked child health-related questions covering immunization, diarrhea prevalence, 

and oral rehydration therapy and Vitamin A Capsule (VAC) use. Questions on mother's age, birth intervals, 

and parities also enabled an assessment of the mortality risk to mothers and children. 

The truncated birth history provided information about infant and child mortality. As described in 

Chapter 4, the birth history supplied data about births during the eight years previous to the survey date 

This truncated birth history allowed a calculation of the timing ofand the survival status of those births. 
over intervals of time after birth. The following probabilities weredeaths or the probability of dying 


calculated over the May 1983 to survey date period:
 

Neonatal moiltlity: the probability of dying in the first month of life:
 

Post-neonatal mortality: the probability of dying between the first and twelfth months of life;
 

Infant mortality (,qo): the probability of dying before the first birthday;
 

Child mortality (,q,): the probability of dying between the first and fifth birthdays;
 

Undrr five mortality (5qo): the probability of dying bufore the fifth birthday. 

Note that these are actual probabilities of dying over specific time intervals rather than rates during 

Using standard life table proceaures to compute age interval specific probabilities ofcalendar years. 
deaths in calendar years and exposure during these years were calculated for age intervals 0-1,surviving, 


1-11, 12-23, 24-35, 36-47, and 48-59 months. The probabilities of mortality for the larger age segments
 

were Lalculated by multiplying the relevant age interval probabilities. together and subtracting the product
 

from one. (See Pakistan Demographic and Health Sbrvey 1990/91,1992:111.)
 

The period of exposure is parlicularly irnportai it in computing these probabilities. Fo, each calendar 
were at least one month old and were therefore subjectyear, virtually all the infants reported by mothers 

to dying during this age interval. A neonatal mortality probability could thus be computed for almost all 

the children. However, children born within the last year would not have been exposed to the full risk of 

dying during the post-neonatal period and these children were therefore dropped from the denominator. 

From ages one through five, progressively fewer children would have been exposed to the full risk of dying 

during the various age intervals. Because mortality pobabilities are highly sensitive to the size of the 

denominator (the number of clldren at risk of dying during relevant age intervals), only those probabilities 

are shown where at least three-hundred children were at risk. 
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9.1 Breastfeedlng and Postpartum Amenorrhea Durations 

Table 9.1' considers durations of breastfeeding and amenorrhea after L'ilh. It shows that a high
proportion of babies were breastfed over long durations. Ninety-two percent of children were breastfed 
up to three months after their birth. Ninety percent, eighty-three percent, and sixty-two percent of children 
were breastfed one year, two years, and three years respectively after their births. Table 9.1 also shows 
a high degree of amenorrhea after births. Eighty-two percent of births were followed by up to three months 
of amenorrhea. Fifty-three percent, fourteen percent, and three percent of births were followed by one 
year, two years, and three years respectively of amenorrhea. 

Table 9.1. Percentage of births 0 35 months preceding the survey whose mothers are breastleeding or amenorrhelc by number of months 
since birth, Bangladesh. 1991 

Months since birth Breastleeding Amenorrheic Total births 

< 2 92.6 89.3 136
 
2-3 92.4 82.1 
 245 
4.5 92.3 74.2 295
 
6-7 88.0 64.9 
 331 
8-9 880 57.9 365
 
10-11 
 895 53.0 301 
12-13 877 44.1 307 
14.15 90.5 400 247
16.17 887 29.0 277 
18-19 87 1 21.7 261
 
20-21 88.8 15.1 
 289 
22-23 82.9 14.4 262 
24-25 773 63 233 
26-27 74.0 6.5 186 
28-29 74.5 5.4 204
 
30-31 68.6 1.0 
 256 
32-33 63.9 3.6 219
 
34-35 
 62.1 32 235 

Note: These table includes births 0-35 months before the survey 

9.2 Differentials In Breastfeeding and Postpartum Amenorrhea Durations 

Use of the prevalence-incidence method2 yields an estimated mean duration of breastfeeding of 
29.8 months for children under five years of age (Table 9.2). On average, urban children were breastfed 
three fewer months than rural children, and children in Chittagong Division were breastfed 11/2 to four fewer 
months than children in the other three divisions. 

'Since the breastfeeding and amenorrhea questions were pegged on live births during the preceding
thirty-five months rather than on mothers, a mother having more than one live birth over this time was 
included multiple times. The small number of twin births were counted twice. 

2The prevalence/incidence method for estimating mean durations of breastfeeding and amenorrhea is 
based on the principle that the average duration of an event can be calculated by dividing its prevalence
at one time point by its incidence (the average number that starts in a specified time unit). The mean 
duration of breastfeeding can therefore be calculating by dividing the number of chiidren still breastfeeding 
at the time of the survey by the average number of babies born per month (Huq and Cleland, 1990: 86).
This method, however, underestimates the mean duration of breastfeeding of living children by including
in the denominator children who have died. 
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lpravalenceincidence method) by residential 
Table 92 Mean duratons of bieasleeding and postpartum amenorrhea of births 0-59 months before the survey 

and demographic characteristics, Bangladesh, 1991 

AmenorrheaeriseatleedingBirthsResidential and 
demographic 

Number of Estimaled mean Number of births for Estimated 
characteristics mean duration

Number of births Mean number of children still duration of which mothers are 

in last 5 years births per month breastfeeding breastfeeding still amenorrheic of amenorrhea 

Refldance
 

1572 12.1
7633 129.4 	 3914 302 

1049 270 
Rural 

380 9.8
2293 389Urban 

Divhion 

501 11.71241 290Dhaka 2527 428 
1141 27.4 526 12,

Chittagong 	 2458 41 7 
423 I1.0

2273 385 	 1208 31 4 

870 32.7 320 12.0Ralshah 
Khulna 	 1567 26.6 

Age of mother at birth of 
Index child 

477 10.21305 281< 15-19 	 2741 465 
049 12.52287 3024464 757 

760 31 3 
2024 

299 12.3 
30.39 	 1437 24.3 

44 14.234.5183 3.1 	 10740-49 

Number of children ever 

born atLIrth of Index 
child 

None 
1-2 
3.4 
5. 

1963 
3168 
1957 
1737 

333 
537 
332 
294 

053 
1612 
1001 
893 

286 
300 
302 
304 

326 
645 

449 
349 

9.8 
120 
13.5 
11.9 

N or Total I 8625 1496 4459 298 1770 118 

L Note The table includes births 059 rronlhs beloe Ithesuivey 

Mean breastfeeding durations increased with the age of the mother, with children whose mothers 

were 40-49 years old at the time of their birth breastfeeding on average 6/2 months longer than children 

There was little variation in the length of breastfeeding bywhose mothers were only < 15-19 years old. 
number of siblings. 

littleNon-Muslim children were breastfed longer than Muslim children (Table 9,3). There was 

appreciable difference in duration of breastfeeding patterns by mother's education, employment status, 

landownership status, or household wealth. 
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Table 9.3 Moan durations (if broasticedrng and postpartum amonortlica of hbtlhs 0-59 montls before ,*ho survoy (provalcnco-incidonco mothod) by social 
and economic characlorist:cs. Bangt:adouh tOJt 

[frth11% Elrastloeding Amrrnorrhea
 
Soc" and -conomic
 
characteristics 
 Jurrber of Estfiratod moan Nurber of balhs for L-slimatod 

Nurriet of btirlhs Moan nuber of e cidon stIll duration of which mothers are moan duration
In last 5 years births per ronth breastfoeding breastfcleding still amronorrhoic of arrenorrho 

. 

Rellglo-

Musa' 
 7914 134A1 3954 295 1568 117Non-Muslim 911 15.4 505 328 202 13.1 

Educational level 

Nofattended 56CK) 949 2846 300 1184 125< Primary IZ4 275 832 303 330 12(CPrimary 725 123 247 282 125 101Secondary * 875 148 43a 2,j 3 129 87 

Employment status 

Paid emplovmen 1253 21 2 611 288 235 i ItUnpaid (r no eml)l ifrr(!Il 7571 1283 3848 300 1535 12.0 

Landownership status 

Owns land 5()0 84 7 2535 2J9 947 II 2
648 1924 297

Does not own land 3825 82-7 127 

Household wealth scale 

Low 2S1V1 439 13311 305 598 136Mediurr 2i55 450 1356 30 1 561 125High 351'3 607 1766 291 510 too 

N or Total 11115 496 4459 2938 1770 118 

olo This fablo includes hbtii.h50 59 Irriitlh blefo fIresurm.y 

Returning to Table 9.2, births in Bangladesh were followed by an average of 11.8 months ofpostpartum amenorrhea. Births were followed by twelve months of amenorrhea in rural areas and ten
months of amenorrhea in urban areas. Differences in length of amenorrhea were negligible between 
regions. 

Births of mothers who were 40-49 years old at the time of birth were followed by a longer average
duration of postpartum amenorrhea than births of mothers who were < 15-19 years old. Similarly, births
of children with sihlings were followed by a longer duration of amenorrhea than births of children without 
siblings. 

Births of non-Muslim women were followed by a longer length of postpartum amenorrhea than
births of Muslim women. Likewise, births of less educated women were followed by a longet duration ofamenorrhea than births of more educated women The difference in average duration between the least
educated and most educated mothers was almost four months. Length of amenorrhea varied little by
mother's employment status or landownershiip status. Finally, births of women from poor or medium wealth
household-,- were followed by a longer duration of amenorrhea than births of women from the wealthiest
households. The difference in duration between the poorest and wealthiest households was almost four 
months. 
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9.3 Differentials in Supplemental Feeding 

Table 9.4 and Table 9.5 consider the mean age at which children under the age of three first 
received supplemental food on a daily basis. Children were on average 3.7 months old when they were 
first given suj (sweetened semolina) or cow, goat, or water buffalo milk and 11.9 months old when they 
were first given solid food. Supplemental feeding varied little by the characteristics of mothers or children. 
Notably, the mean age of supplemental feeding did not vary by the sex of the child. 

Table 9.4 Mean age In months for births 0-35 months before the survey at which chiloren were fed with suj/milk or solid food by
 

residential and demographic characteristics, Bangladesh, 1991
 

Residential and demographic 
characteristics 

Residence 

Rural 
Urban 

Division 

Dhaka 
Chlttagong 
Rajshahl 
Khulna 

Age of mother at bilh of Index 

child 

< 15-19 
20-2q 
30-39 
40-49 

Sftx of the Index child 

Male 
Female 

Number of living children at birth o! 
Index child 

None 
1-2 


34 
5+ 

Total 

Suj/Milk Solid food 

Mean age Number of births Mean ae Number of births 

3.7 2593 11.8 2767 
33 871 12.0 807 

3.1 994 11.8 899 
3.5 795 12.9 825 
4.8 769 11.3 879 
3.3 488 11.4 588 

39 942 12.0 983 
3.7 1555 118 1624 
3.2 486 11.9 523 
34 62 12.9 60 

3.6 1678 12.0 1635 
3.8 1368 11.8 1556 

3.8 737 120 688 
3.8 1108 11.8 1190 
3.5 636 11.7 709 
3.2 564 12.0 604 

37 3046 11.9 3191 

Note: ThIs table includes births 0.35 months before the survey.
 
Note: The mean age in months Is calculated usinq the prevalence-incidence method.
 
Note: Sujls sweet semolina.
 
Note: Unwelghted numbers are given for rural/urban residence.
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Table 9.5 Mean age in months for births 0-35 months before the survey at which children were fed with suji/milk or solid food by social 
and econon;,; characteristics, Bangladesh, 1991 

Sul/Milk Solid food 
Social and economic characteristics 

Mean age Number of births Mean age Number of births 

Religion 

Muslim 3.7 2629 11.9 2860 
Non-muslim 3.4 356 11.5 330 

Educatlonal level
 

Not atlended 
 3.7 1776 11.8 2018 
< Primary 4.0 555 12.0 598
 
Primary 3.3 
 294 12.5 26C
 
Secondary + 3.3 
 420 11.7 315
 

Employment slatus
 

Paid employment 4.1 386 
 11., 443
 
Unpaid or no employment 3.6 
 2659 11.9 2748 

Landownership status
 

owns land 
 3.7 1807 11.8 1810
 
Does not own land 3.6 1239 11.9 1380
 

Household wealth scale 

Low 3.6 789 11.5 961
 
Medium 
 3.6 869 11.9 945
 
High 3.7 
 1388 12.1 1284
 

Total 
 3.7 3046 11.9 3191 

Note: This table includes births 0-35 months before the survey.
 
Note: The mean age in months is calculated using the prevalence.incidence method.
 
Note: Sulis sweet semolina
 

9.4 Differentials In Diarrhea Prevalence and Oral Rehydration Therapy 

According to Table 9.6, fifteen percent of children under the age of five had diarrhea or "loose 
motions" during the twenty-four hours preceding the interview and thirty-four percent had diarrhea which 
started during the two weeks preceding the interview. These diarrhea prevalence rates varied little by rural 
or urban residence. They were slightly higher among Khulna Division children than among children from 
the other three divisions. Diarrhea prevalence among children did not vary by the age of their mothers. 

Children 6-11 months old were most likely to have had diarrhea, followed by children 12-17 months. 
There was little appreciable variation in diarrhea prevalence rates according to the sex of the children or 
their number of siblings. 

A lower proportion of non-Muslim children than Muslim children had diarrhea, and a lower 
proportiun of children with highly educated mothers than less educated mothers had diarrhea (Table 9.7).
Differences in diarrhea prevalence among children varied little according to either the employment or 
landownership status of their mothers. A higher proportion of children from poorer households than 
wealthier households had diarrhea. 
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Table 9.6 Percentage of cnlldren 0-59 months of age reported by their mothers to have had diarrhea In the past twenty.four hours and 

two weeks by residential ano demographic characteristics, Bangladesh, 1991 

Dlrrhea prevalence rates 

Residential and demographic 
2-week Number of children 0-59 months ot agecharacteristics 24-hour 

Residence 

Rural 15.0 34.2 6849 
33.7 2102
Urban 14.1 


Division
 

31.9 2247DMieka 13.2 
Ctlttagong 15.5 34.9 2225
 

Rajahahl 14.1 32.R 2052
 

Khulna 17.6 38.5 1420
 

Age of Mother 

902<1!-19 15.5 36.5 

20.29 14.9 33.5 4694 
199030.39 14.6 34.4 

40-49 15.5 35.7 358 

Age of Child In Months 

<6 13.2 25.9 649
 

6-11 22.0 43.7 914
 

12-17 19.8 40.5 778
 

18-23 157 36.2 794 

24.59 12.8 32.1 4810 

Sex of Child 

4075Male 15.6 34.7 

Female 14.2 33.6 3870 

Number of living children 

1-2 14.2 33.7 3376
 

3-4 15.5 33.7 2791
 

5+ 15.2 35.7 1778
 

Total 149 34.2 7945 

Note: Unwelghted numbets given for rural/urban residence. 

Table 9.8 and Table 9.9 show the percentage of children under five years old who experienced 
diarrhea in the previous two weeks and who were treated with some form of oral rehydration therapy (ORT). 
Thirteen percent of children with diarrhea were given packet oral rehydration salts (ORS) and nine percent 
were given homemade solution3 . This treatment was more likely to be given to urban than rural children. 
Children from all four divisions were almost equally likely to have received ORT. 

3Defined as Iobon-gur or other sugar-sat solution. Lobon-gur is a solution made from sat and sugar 
cane molasses. 
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Table 9.7 Percentage of children 0.59 months of age reported by their mothers to have had diarrhea in the pest twenty-four hours and 
two weeks by social and economic characteristics, Bangladesh, 1991 

Social and economic characteristics 
Diarrhea pruvalence rates 

Number of children 0.59 months of age 
24-hour 2.week 

Religion 

Muslim 15.5 35.1 7115 
Non. Muslim 9.5 26.1 830 

Educallonal level 

Not attended 15.9 35.6 4988 
< Primary 15.9 35.3 1456 
Primary 13.6 33.6 666 
Secondary + 8.5 24.0 835 

Employment status 

Paid employment 
Unpaid or no employment 

16.1 
14.7 

34.3 
34.1 

1109 
6835 

Landownership status 

Owns land 13.9 32.1 4537 
Does not own land 16.2 36.9 3407 

Household wealth scale 

Low 16.8 37.4 2286 
Medium 15.4 35.5 2369 
High 13.3 30.9 3290 

Total 14.9 34.2 7945 

Children with younger mothers were more likely to have received ORT than children with older 
mothers. Older children were more likely to have received ORT than younger ones. Male and female 
children were equally likely to have received ORT. Children with relatively few siblings were more likely to 
have received ORT than children with relatively many siblings. 

A higher proportion of non-Muslim children than Muslim children received ORT, and a higher
proportion of children whose mothers had a secondary level education and above than children whose 
mothers had lower levels of education received ORT, especially packet ORS. Children's treatment with ORT 
varied little by the employment or landownership status of their mothers. Finally, children from wealthier 
households were more likely to receive ORT, particularly packet ORS, than children from less wealthy 
households. 

9.5 Differentials in Immunization and Vitamin A Capsule Use 

Immunization of children 12-23 months old and Vitamin A Capsule (VAC) use by children less than 
five years of age are presented in Table 9.10 and Table 9.11. Eighty-three percent of children 12-23 months 
old had received at least one vaccination4 . Eighty-nine percent of urban children had received at least one 
vaccination compared to eighty-two percent of rural children. Around ninety percent of Rajshahi and 

4This information was given by mothers, with no attempt by the interviewers for verification by requesting 
an EPI card. 
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Khulna Division children also had received at least one vaccination, followed by over eighty percent of 

Dhaka Division children, and only seventy-three percent of Chittagong Division children. 

heve had diarrhea In the past twenty-four hours and
 

two weeks who were given oral rehydration salt packets or homemade solution by residential and demographic characteristics,
 
Table 9.8 Percentage of children 0-59 months of age reported by their mothers t, 

Bangladcsh, 1991 

0 ercent receiving: Number of children 0.59 months of 

age having diarrhea in the past twoResidential and demographic 
weeks 

packets Homemade solution 
characteristics Oral rehydration salt 

Residence 

Rtral 12.3 86 2348
 

Urban 17.6 
 9.2 709 

Division 

10.4 718Dhaka 12.6 
Chittagong 13.7 6.3 778
 

Rajsl Ahl 13.7 14.0 674
 

Khuln,. 11.6 3.2 546
 

Age of mother 

< 15-19 13.7 8.9 330 
9.0 157420-29 14.1 

30-39 10.6 7.6 685
 

40-49 11.0 9.8 128
 

Age of child In months 

<6 4.5 3.6 168
 

6-11 9.9 8.8 399
 

12-17 14.1 9.9 315
 

18-23 14.9 7.3 288
 

24-59 14.1 9.2 1547
 

3ex of child 

Male 12.9 9.0 1414
 

Female 13,1 8.3 1302
 

Number of living children 

1-2 152 9.1 1139
 

3-4 13.1 8.9 941
 

5+ 8.9 7.6 636
 

Total 13.0 8.7 2717 

Note: Unweighted numbers given for rural/urban residence. 

Children with younger mothers were more likely to have received at least one vaccination than 
children with older mothers. The age of the children within the 12-23 month interval did not affect their 

likelihood of having beer vaccinated. Male children were more likely to have received at least one 
vaccination than female children, and children with few numbers of siblings were more likely to have been 
vaccinated than those with many siblings. 
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Table 9.9 Percentage of children 0-59 months of age reported by their mothers to have had diarrhea in the past twenty.four hours and 
two weeks who were given cral rehydratlon sale packets or homemade solution by social and economik characleritics, Bangladesh, 1991 

Percent recoivng: 
Number of children 0.59 months of 

Social and economic characteristics Oral rehydration salt age having diarrhea in the past two 

packets Homenade solution weeks 

Religion 

Muslim 12.5 8.4 2499
 
Non-Muslim 18.6 
 12.3 217 

Educational level 

Not attended 11.5 8.2 1778
 
< Primary 12.0 8.3 514
 
Primary 13.7 10.2 
 224
 
Secondary + 28.2 12.1 
 201 

Employment status 
11.6 11.6 

Paid employment 13.2 8.2 381
 
Unpaid or no employment 
 2335 

Landownership status 

Owns land 12.9 7.8 1459
 
Does not own lind 13.1 9.6 1258
 

Household wealth scale 

Low 10.9 8.4 858
 
Medium 11.3 7.7 841
 
High 16.1 9.7 1018
 

Total 13.0 87 2717 

Immunization differences were negligible by religion and by the employment and landownership 
status of mothers. A higher proportion of children whose mothers had secondary level education and 
above had been vaccinated, followed by children whose mothers had received a complete primary level 
education. Finally, a higher proportion of children from wealthier households had been vaccinated 
compared to children from less wealthy households. 

Forty-four percent of children unoer the age of five had received a Vitamin A Capsule during the 
previous six months. Similar percentages of urban and rural children had received Vitamin A during this 
time. Regionally, however, there were large differences, with around fifty percent of Rajshahi and Khulna 
Division children receiving VAC compared to forty-three percent of Dhaka Division children and only thirty­
five percent of Chittagong Division children. 

Children whose mothers were 20-29 or 30-39 years old were slightly more likely to have received 
Vitamin A than children whose mothers were either < 15-19 or 40-49 years old. Children above the age of 
twelve months were most likely to have received VAC, followed by children 6-11 months. Males and 
females were equally likely to have received VAC, and children from middle-sized families were more likely 
to have received VAC than children from either small or large families. 

A higher proportion of non-Muslim than Muslim children received VAC during the previous six 
months. There was no consistent pattern to the relationship between education and VAC. Aslightly higher 
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proportion of children whose mothers had paid employment than unpaid or no employment received VAC. 
Landownership status did not affect the likelihood of children receiving VAC. Finally, children from wealthier 
households were more likely to have received VAC than children from less wealthy households. 

Table 9.10 Percentage of childrrn 12-23 months ot age reported by their mothers to have received at least one vaccination and
 

percentage of children 0-59,morths of age reported by their mothers to have received a Vitamin A capsule within the last sbc months by
 

residential and demographic characteristics, Bangladesh. 1991
 

Residential and demographic 
characterlstic,% 

Residence 

Rura: 

Urban 

Division 

Dhalra 
Chlttagong 
RajshAhi 
Khulna 

Age of mother 

< 15-19 

2029 

30.39 
40-49 


Age of child In months, 

< 6 


6-11 

12.17 

18-23 

24-59 


Sex of child 

Male 
Female 

Number of living children 

1-2 

3.4 
5+ 

Total 

NA = Not applicable 

Vaccinations Vitamin A 

Percent receiving at Number of children Percent receiving Number of children 

least one vaccination 12.23 months of age Vitamin A capsule 0-59 months ot age 

81.9 1363 43.8 6849
 
89.3 402 42.5 2102
 

82.8 434 42.5 2247
 

733 479 34.8 2225
 

91.2 400 50.8 2052
 
87.8 259 49.0 1420
 

87.7 257 38.6 902
 

83.8 924 45.6 4694
 
7e.9 337 42.3 1990
 

69.5 54 37.9 358
 

NA NA 13.0 649
 

NA NA 39.2 914
 
82.3 778 4/.3 778
 

83.4 794 483 794
 

NA NA 47.2 4810
 

85.1 829 44.0 4075
 

80.4 743 43.2 3870
 

85.3 766 42.7 3376
 
31.8 506 46.3 2791
 

78.4 300 41.1 1778
 

82.9 1572 43.6 7945
 

Note: Unwelghted numbers given for rural/urban residence. 
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Table 9.11 Percentage of children 12-23 months of age reported by their mothers to hayw rec.elved at least one vaccination and 
percentage of children 0.59 months of age reported by their mothers to have received a Vitamin A capsule within the last six months by
social and economic characteristics, Bangladesh, 1091 

Vaccinations Vitamin A 
Social and economic characteristics 

Percent receiving at Number of children Percent receiving Number of children 
least one vaccination 12-23 months of age Vitamin A capsule 0-59 months of age 

Religion 

Muslim 82.6 1405 43.2 7115 
Non-Muslim 853 167 47.2 830 

Educallonal level 

Not attended 80.4 1007 42.2 4989 
< Primary 82.2 259 47.4 1458 
Primary 89.4 133 41.0 666 
Secondary + 93.0 173 47.5 c35 

Employment sta:,is 

205
Paid emplnyment 855 1367 47.6 1109 
Unpaid or no employment 82.5 43.0 6835 

Landownership status 

885
Owns land 84.4 687 43.9 4537
 
Does not own land 80.9 43.3 3407
 

Household wealth scale 

Low 79.7 482 42.5 2286
Medium 80.7 455 42.9 2.159 
High 86.8 635 45.0 3290 

Total 82.9 1572 43.6 7945 

9.6 Risk Categories 

Table 9.12 considers mortality risk categories for both mothers and children. The risk of both 
maternal and child mortality rises for adolescent and older women and for short-interval and high-parity
births. Nine percent of all currently married women were under age eighteen and twenty-five percent were 
age thirty-five and older. Eleven percent had given birth within twenty-four months of a previous birth, and 
thirty-three percent had five or more children. Over half of all the currently married women were at risk from 
at least one factor, and slightly less than one-quarter of these women were at risk from two or more factors. 

Even though only nine percent of currently married women were under age eighteen, they gave
birth to twenty-two percent of all children born during the previous twelve months. Six percent of these 
children were born to women age tIl irty-five and older. Twenty-one percent of all recent births were in short 
birth succossion, and fourteen percent were in a fifth or higher birth order. Sixteen percent of all recently
born children were at risk from at least one factor and nine percent from two or more factors. 

9.7 Cumulative Mortality 

Table 9.13 shows the cumulative mortality of children by the age of mothers. On average, 1.84 of 
the 7.38 children ever born or twenty-five percent of births had died among women by the end of their 
reproductive careers. The proportion of children dead among mothers declined rapidly between 1986 and 
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1989. However, no such trend can be discerned between 1989 and 1991. On the contrary, cumulative 
child mortality among younger mothers rose duing these years, particularly among those 15-19 years old. 

Table 9.12 Percentage of currently marriad women and births in the twelve months before the surv y by various categories of mortality 

risk, Bangladesh 1991 

Percentage of: 
Risk category 

Currently married women Infants born within the last 12 months 

Under age 18 93 22.2 

Age 35 or older 25.3 60 

Last birth wjithin 24 months of previous birth 109 20.9 

Fifth or higher birth order 33 1 14.2 

In at least one category 54.0 15.6 

In two or more categories 23.0 88 

N 9745 1792 

if Mean number ofchildren ever born. surviving and dead by age of mother among evermarried women. Bangladesh 1991, andTable 9.13 


the proportion dead among cfildren ever !.6rn to ever-married women, Bangladesh. 1983-1991 

Mean number of children Number of Proportion dead 
ever married 

Age of woman Ever born Surviving Dead women 1983 1986 1989 1991 

15-19 0,74 061 010 1475 .197 165 .064 .135
 
20-24 1.88 1.61 027 2340 197 .188 .117 .144
 
25-29 328 275 053 2054 .207 197 148 .162
 
30-34 4,49 361 088 1658 .230 229 173 .196
 

35.39 569 453 1 16 1281 249 .250 206 .204
 
40-44 672 5 17 1.55 909 282 265 270 .231 
,5.41 738 555 1.84 692 286 .287 .240 249 

9.8 Infant, Neonatal, and Post-Neonatal Mortality 

During the twelfth through twenty-third month before the survey, the infant mortality rate was 
seventy-five deaths per thousand births during the first year of life. During the twelfth through fifty-ninth 
month before the survey, it was eighty-one deaths per thousand births (Table 9. 14). During the period one 
to eleven months before the survey, the neonatal mortality rate was fifty-four deaths per thousand births 
during the first month of life. During the first through fifty-ninth month before the survey, it was fifty. During 
the twelfth through twenty-third month before the survey, the post-neonatal mortality rate was twenty-eight 
deaths per thousand births from the first through eleventh month of life. It was thirty-two during the twelfth 
through fifty-ninth month before the survey. 

Male neonatal mortality rates were higher than female rates, but female post-neonatal mortality rates 
were higher than male rates. The male infant mortality rate was slightly higher than the female infant 
mortality rate. 
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Even with Bangladesh's relatively high infant mortality rates, deaths were infrequent enough events 
among ever-married women in a sample survey to render mortality rate estimation difficult. As shown in 
Table 9.14, there were significant annual fluctuations inthe infant, neonatal, and postneonatal mortality rates. 
Summing deaths over fifty-nine months, however, should reduce the bias associated with small numbers. 

Table 9.14 Infant, neonatal, and post-reonatal mortalt, rates (deaths per thousand live births) derived from the five-year truncated birth
 
history according to sex of child
 

Mortality rates In months before the Both sexes 
Sex of Infant 

survey Male Female 

Infant morlilty 

12.23 
24-35 
36-47 
48-59 

75 
88 
88 
73 

71 
90 
97 
72 

80 
88 
78 
75 

12-59 81 82 81 

Neotalal morlilty 

1-11 54 54 55 
12.23 48 48 47 
24-35 57 63 51
36-47 51 57 44 
48-59 43 49 39 

1.59 50 54 47 

Posl-neonatal morlality 

12.23 28 23 33 
24-35 32 27 37 
36-47 37 40 34
48-59 30 23 36 

12-59 32 29 35 

9.9 Trends In Infant Mortality 

Data fluctuations are also apparent in Table 9.15 which shows trends in infant mortality rates from 
several different surveys or data collection systems. In general, however, the trend was in a downward
direction. The infant mortality rates were in the vicinity of 120 to 130 early in the 1980s decade and
declined to a range of roughly 90 to 100 later in the decade. Per annum rates of decline between 1986 
and 1990 using the two CPSs and the VRS were 6.4 percent and 4.6 percent respectively. 

108
 



Table 9.15 Infant mortality rates (,qj computed et,ospectivoly from CrS ard BFS birth histories and from ilieBangladesh Bureau of Statistics Vital 
Registration System 

Data source 1901 1982 1903 1934 1905 1905 1987 1900 1909 1990 1991 

1991 CPS 73 817 00 75 

1989 CPS 107 99 90 102
 

1989 BItS 129 136 134 111 113 114(120) 

VRS !29 122 110 122 112 116 113 116 90 94 41 

Note:
 

* Adjusted estimate for 1907 allowing for undoreirumoration of infant deatls
 

CPS = Contraceptive Prevalence Survey; FS = Bangladesh relililty Survey, VIIS - Vital logistration Syslem.
 

9.10 Differentials In Infant, Child, and Under-Five Mortality 

Table 9.16 shows differentials of infant, child, and under-five mortality for 1986-9' by subgroups 
of the population. Infant mortality was substantially higher and child mortality was slightly higher in rural 
than in urban areas. Mortality was also higher among infants but lower among children in Dhaka Division 
than in the other three divisions. Child mortality was high in Chittagong Division compared to the other 
three divisions. 

Mortality was highest among infants whose mothers were <15-19 and 40-49 years of age 
compared to infants whose mothers were between 20 and 39 years old. Infant mortality by sex varied little, 
although child mortality was slightly higher among female children than among male children. Infant 
mortality was highest among infants who either had no siblings or who had five or more siblings, and child 
mortality was highest among children who had five or more siblings. 

Mortality was substantially higher among both infants and children whose mothers did not attend 
school than whose mothers attended school. Wealth was also related to infant and child mortality, with 
mortality highest among infants and children from comparativly poor mothers and lowest among infants 
and children from comparatively wealthy mothers. 

9.11 Summary and Conclusions 

The duration of breastfeeding is high in Bangladesh by international standards and does not 
appear to be decli,-ing in any appreciable way over time. In 1991, the mean duration of breastfeeding in 
Bangladesh was 29.8 months compared with 20.3 months in Pakistan and 22.5 months in Indonesia 
(Pakistan Demographic and Health Survey 1990/91, 1992; Indonesia Demographic and Health Survey 
1991, 1992). In 1989, the mean duration of breastfeeding in Bangladesh was 30.6 months according to 
the CPS (Mitra, et al., 1990) or 28.6 months according to the BFS (Huq and Cleland, 1990). Moreover, the 
duration of breastfeeding varies little across most subgroups of the population. 

The mean duration of postpartum amenorrhea is also high in Bangladesh in 1991 by international 
standards, beina 11.8 months in Bangladesh, 9.2 months in Pa:xistan, and 10.1 months in Indonesia 
(Pakistan Demographic and Health Survey 1990/91, 1992; Indonesia Demographic and Health Survey 
1991, 1992). The duration of postpartum amenorrhea in Bangladesh in 1989 was 11.9 months (Huq and 
Cleland, 1990). 

109
 



Table 9.16 Infant and child mortality rates (probability of dying) by selected characteristics according tu type of mortality rate, Bangladesh, 
1986-1991 

Mortality rates 
Selected characteristics Infant mortality (.q,) Child mortalit (,q,) Under five mortality (,q,) 

1986-1991 1986-1991 1986-1991 

Residence 

Rural 84 34 115 
Urban 69 30 97 

Ilvlsfon 

Dhaka 95 29 121 
Chittagong 79 42 118 
Rajshahi 73 33 104 
Khulna 78 28 104 

Mother's age at blrlh of child 

<15.19 94 34 125 
20.29 73 28 99 
30-39 85 ", 
4049 96 

Sex of child 

Male 82 32 111 
Fema!e 81 35 113 

Number of children ever born al 
blrlh of Index child 

None 101 28 126 
1.2 70 33 101 
3-4 63 32 93 
54 101 43 140 

Educational level 

Not atended 92 40 128 
Attended 64 23 86 

Household wealth scale 

Low 100 46 141 
Medium 85 41 123 
High 65 19 84 

Total 82 34 116 

Notes 
" Denominator less than three hundreco births 

The relatively long duration of postpartum amenorrhea reduces the susceptibility of Bangladeshi 
women to become pregnant. The long duration of breastfeeding practiced by Bangladeshi women, 
regardless of their demographic or socioeconomic characteristics, suggests that the promotion of 
breastfeeding per se need not be a top priority for the National Family Planning Program. Encouraging 
greater frequency of breastfeeding, however, may be worthwhile. The mean duration of postpartum
amenorrhea was four months shorter for comparatively educated and wealthy women, despite their duration 
of breastfeeding being the same as that of less educated and wealthy women. Because the mean age at 
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which children are given suflmilk or solid food did not vary by education or wealth, the difference in 
postpartum amenorrhea durations between the subgroups may be explained by differences in 
breastfeeding frequencies. Differential reporting could also explain the difference. At any rate, the lack of 
match between durations of breastfeeding and postpartum amenorrhea by various subgroups of the 
population warrants further investigation, 

The prevalence of diarrhea is still high in Bangladesh. The thirty-four percent two-week diarrhea 
prevalence rate can be compare' to the thirty-one percent one-month prevalence rate found in the 1989 
CPS (Mitra et. al., 1990) and the twenty-three percent two-week diarrhea prevalence rate found in the 
1987/88DiarrhealMorbidity and Treatment Survey (Mitra and Associates, 1988). Outbreaks of diarrhea can 
be seasonai and idiosyncratic, but nevertheless, the data suggest that the prevalence of diarrhea may not 
be declining in Bangladesh. As shown in Table 3.9, a substantial proportion of sanitary facilities are 
unhygienic. The 1991 CPS did not ask about sanitary facilities used by children, but in all probability 
children are far less likely to use sanitary facilities than adults, even when these facilities are readily 
available. 

The use of oral rehydration therapy also remains low in Bangladesh, with only twenty-two percent 
of children who had diarrhea receiving it. The 1989 CPS found that sixty-one percent of mothers gave ORT 
to their children who had diarrhea during the previous month, and 'he 1987/88 Diarrheal Morbidity and 
Treatment Survey found that thirty percent of children who had diarrhea during the previous two weeks had 
received ORT. Use of ORT probably varies with the availability of packet ORS and the ingredients to make 
homemade solution and also with the type and duration of the diarrhea. Evidence from the 1991 CPS, 
however, does not suggest that use of ORT to treat diarrhea has risen in Bangladesh during recent years. 

A high proportion of Bangladeshi children, regardless of the demographic or socioeconomic 
characteristics of their mothers, have received at least one vaccination. The Expanded Program for 
Immunization has received wide government support and media attention in Bangladesh, and its coverage 
has grown rapidly over recent years. It is therefore not surprising that such large percentages of 
Bangladeshi children 12-23 months old have been at least partially immunized. Vitamin A Capsule 
distribution has also been promoted by the Government of Bangladesh and non-governmental 
organizations over recent years. The 1991 CPS found that forty-four percent of children had received VAC 
compared to thirty-five percent found in the 1989 CPS. 

A major risk factor for infant mortality appears to be adolescent childbearing. Currently married 
adolescents, despite being only nine percent of all currently married women, account for twenty-two percent 
of -all infant births. In addition, twenty-one percent of all births occurred within twenty-four months of a 
previous birth. As shown in Chapter 8, there is considerable unmet demand for child spacing among 
adolescent women, and the National Family Planning Program should deem providing these women with 
appropriate contraceptive information and supplies a top priority. 

Infant mortality rates appear to be declining rapidly in Bangladesh, although the exact level and 
magnitude of the decline are unknown. There are wide fluctuations in the data between surveys and also 
between years. Why do infant mortality rates vary so much over time? Reasons include high sampling 
errors associated with low numbers of infant deaths, omission of infant deaths, misstatement of dates of 
infant deaths, and changes in data reporting systems. 

The authors of the Ba,-gladesh Fertility Survey argued that rapid declines in infant mortality 
calculated from BFS birth histories were pobably caused by errors in the data (Huq and Cleland, 1990). 
T iey a-3erted that 111 per thousand births in 1985 and 113 in 1986 should be taken as lower bounds and 
that 120 was a reasonable estimate for 1987. However, there is no reason to believe that re,:orted rapid 
mortality declines are caused by a greater likelihood of mothers omitting' current deaths than past deaths. 
If anything, the reverse is true, because women are probably more likely to omit past deaths than recent 
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deaths in a birth history and also improved reporting in vital registration and survey systems is more likely 
to capture recent than past deaths. The problems of retrospective reporting of deaths would only apply 
to the birth histories, not to vital registration systems, and in any case, computing IMRs over multiple year
periods reduces this bias. Sampling error therefore appears to be the factor most responsible for 
fluctuations in the data. 

The most reasonable direct estimate for the 1990 IMR is between eighty-five and ninety-five deaths 
per thousand live births. There are two important developments which may have led to rapid mortality
decline among infants in Bangladesh over recent years. First, comnp!ete immunization coverage among
children 12-23 months old increased from two percent in 1985 to sixty-five percent in 1992. Tetanus 
immunization has been shown to be an important factor in reducing infant mortality, and measles 
immunization has been shown to be an important factor ii reducing child mortality (Koenig et al., 1991). 

Second, as shown in Chapter 6, there has been a rapid increase in contraceptive prevalence in 
Bangladesh. Contraception used for limiting births would reduce infant mortality associated with maternal 
mortality, and contraception used for spacing births would reduce infant mortality associated with maternal 
depletion and the competition among children over scarce resoUrces. Other factors associated with a 
decline in infant mortality include widespread availability of antibiot;cs (effective against acute respiratory
infection and dysentery) and ORT (effective againist persistent diarrhea). Finally, there is a greater
distribution of Vitamin A capsules which would redUce the incidence of xerophtlalmia and related morbidity 
and mortality. 

The evidence suggests that both demographic, and socioeconomic characteristics influence 
morbidity and mortality in Bangladesh. Women with comparatively high education and wealth are less likely 
to have children suffering from diarrhea and are more likely to use packet ORS to treat their children's 
diarrhea than women with comparatively low education and wealth. They are also more likely to have 
children who have received at least one vaccination and a Vitamin A capsule within the past six months. 
One consequeice is that their infants and children are less likely to die than the infants and children of less 
educated and wealthy women. 

Non-Muslims are more likely than Muslims to engage in behavior which should reduce infant and 
child mortality. Compared to Muslims, they breastfeed their children longer and are more likely to use ORT 
and have their children provided with VAC. Because of low numbers of births, infant and child mortality 
rates could not be calculated by religious groups, but the evidence sugge.z* 3 that mortality will be lower 
for non-Muslims than Muslims. 

Postneonatal and child mortality rates are higher for females than for males, which suggests greater
relative parental neglect of fenale children. The only evidence which supports preferential health treatment 
of male over female children, however, is the marginally higher likelihood of male children receiving at least 
one vaccination. There is little variation by sex imthe introduction of supplemental feeding with sutfmilk or 
solid food or the provision of ORT arid VAC. Female children, however, may be disadvantaged in terms 
of variables not investigated in this report such as their intake of nutritious food of their ability to receive 
antibiotics in the case of serious illness. Future nationally-representative surveys should investigate these 
kinds of variables. 
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Appendix-A
 

BANGLADESH CNTRAC EPTT IVE
 

PREVALENCE SURVEY-1991
 

(For Females)
 

M i trza. a rid A c c- ia tes
 
2/17, Iqbal Road, Mohammadpur
 

Dhaka-7, Bangladesh
 



-----------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------

---------------------------- ----------------- 

--------

---------------------------------------------------------------

-- -- - - - - - -- - - - -- ------------ 

- -- -- ----------- 

-----------------------------------------------

-----------------------------------------------------------------

-- --- ---------------------------------------------------------------------------------

----------------------------------------------------------------

I 

HOUSEHOLD PART
 

SAMPLE IDENTIFICATION
 

NAME OF HOUSEHOLD HEAD
 

OCCUPATION OF HOUSEHOLD HEAD
 

SAMPLE H.H.NO.1 1 1 CONVERTED H.H.NO.:
 
-


District Upazila/Thana
 

Union Village/Mohalla/Block
 

Stratum iPSU
 
-


a---------------------------------------------------------------------------------------------


INTERVIEW INFORMATION
 

Interview call: 1 2 3 4
 

Date -- - - - -- - - - - -

Da t e - - - - - - - - - - - - - - - - - - - - - - - ­ -


Result Code*
 

Interviewer Code No. of ER's
 

*RESULT CODE:
 

Completed 1 Dwelling vacant 5
 
No competent Address not found 
 6
 
Respondent 2
 
Interview Address not existing 7
 
interupted
 
(interviewer 3
 
to return later)
 
Refused 4 Others (Specify) 8
 

Scrutinized Reinterviewed ,
 
or spot checked-----


By By i I a 
 '
 
a I a a 

Date Date_
 

Batch No._________ 

I 



I 

HOUSEHOLD MEMBERS
 

Please tell the names of people who usually live in your
 
household and any guests/visitors who are staying with you now. 

would like you to tell first the names of females and then the
 
names of males.
 

Fem&les
 

Line Name of Does Did How old Has she Inter-

No. woman she she is she ever view
 

usu- sleep (com- been eligi­
ally here pleted mar- bility
 
live last year)? ried? (Please
 
here? night?: Yes/No Tick)
 

II I I I
 
II I I I
F0 1 ' 11 '.1 '
 

F02 ,
 

F03 I . I I
 
!I I I I I
 

F04 ! I I 

I I I I I I 

II I I I 

F06 :. I 

F07 : 1. ' ''
 II I I I I 

F09 ' I1 I 

Flo I II II Ii I II 

NUMBER OF ELIGIBLE WOMEN:
 

2
 



------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------

------------------------------------------------------------------

-------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------

-------------------------------------------------------------

-----------------------------------------------------------------------------------------

--- ---------------------------------------------------------------

-- -------- ------- ------------------------------------------------

Males
 

Line Name of Does Did How old Has he
 
No. man he he is he ever
 

usu- sleep (com- been

ally here pleted mar­
live last year)? : ied? 

here? night? Yes/No 

II I I I 

M02 , , , ,
 

M03 
II 

I I 
I 

I I
I I 

M04 1 ,1
II 1I II, , 
M 4I I I I I 

M05II I I 

M07 , ,
 

M08 ,,
 
I I II I 

M09
 

I I II I
M10 ,,
 

3
 



--------------------------------------------------------------------------------------------------

-------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------

---------------------------------------------------------------

INDIVIDUAL PART 

Village or Mohalla Time Started 

Line No. of Respondent , 

Converted H.H. Serial No.1 I,' , 

INTERVIEW INFORMATION
 

:Interview Call 1 2 3 
:-- - - -------------------------------------- ---------- ------------ ----------- -------------

Date 
:- - ------------------------------------------------ ------------ ----------- ------------­

:Result Code* 

:Interviewer's
:Code Number, , , , ,
 

*INTERVIEWER: For each call, enter the appropriate result code
 
as follows.
 
Completed 1
 
Incomplete 2
 
Respondent not available 3
 
Interv4ew interupted 4
 
interviewer to return
 
later
 
Refused 5
 
Others (Specify) 8
 

Scrutinized Reinterviewed : Edited ' : Coded: 
----- or spot checked 

By By : By By 

'Date Date Date Date
 

4
 



SECTION - I 

BACKGROUND CHARACTERISTICS 

101. How old are 

Age 

you? (PROBE) 

(completed years) 

102. Did you ever attend school? 

,Yes : I : No 

103. Was it a primary school, 

(SKIP TO 105) 

madrasa, secondary school or 
higher that you attended last?
 

2 	 Primary 

school
 

4 	 College/ 

University
 

8 	 : Other
 
(Specify)
 

, 3 High 	school 

5 	 M
Madrasa
 

104. What was the highest class you passed? 

Class 

105. What is your religion? 

, 1 Islam 2 Christianity 

' 3 : Hinduism : 4 : Buddhism 

'8 ; Other 
(Specify) 

5 



-------------------------------------------------------------

---------------------------------------------------------------

--------------------------------------------------------------

--------------------------------------------------------------

--------------------------------------------------------------

--------------------------------------------------------------

do you do any other
106a. 	Aside from doing normal household work, 


work on a regular basis for which you are paid in cash 
or in
 

kind?
 

2 	 No
1 Yes 


(SKIP 	TO 106c)
 

make sure, did you any of these activities for which
106b. 	Just to 

you earned cash or in kind payment:
 

Yes ,' No
Activities 


Raising poultry, cattle, goats
 

Agricultural labour in your house
 

Agricultural labour away from home
 

Domestic labour away from home
 

(non-agricultural)
 

Manufacturing home-based
 
(e.g. handicrafts, food products,
 

fishnets)
 

Manufacturing-away from home
 

Construction-brick breaking, road
 

building
 

Trading
 

Others
 
(Specify)
 

(SKIP TO 107)
 

106c. 	What activities do you do? (List all activities).
 

6
 



----- -------------------------------------------------------

107. INTERVIEWER: CHECK RESPONSES IN 106a AND 106b AND TICK
 
THE APPROPRIATE BOX BELOW.
 

1 , Employed 
 , 2 Not employed
 

108. Do 
 you belong to any women's group (multiple responses 
permitted) 

1 Grameen Bank 

2 BRAC 

:3: BRDP
 

4 : Mothers' Club 

5 : Other group
 
(Specify)
 

7 Not a member of any group
 

7
 



SECTION-II
 

REPRODUCTION, PREGNANCY STATUS, BREASTFEEDING, MARRIAGE,
 
CHILD CARE, AND FERTILITY PREFERENCE
 

Reproduction
 

201. 	 Now I would likd to ask about all the births you have had
 
during your life. Have you ever given birth?
 

1 Yes 2 No
 

(SKIP TO 204a)
 

202a. Do you have any sons or daughters you have given birth to
 

who are now living with you?
 

1 Yes 	 2 No
 

(SKIP 	TO 203a)
 

202b. 	How many sons live with you? And how many daughters live 
with you? 

Sons at home -

Daughters at home 

IF NONE ENTER '00' 

203a. 	Do you have any sons or daughters you .have given birth to
 
who are alive but do not live with you?
 

1 Yes 2 No
 

(SKIP TO 204a)
 

203b. 	How many sons are alive but do not live with you? And how
 
many daughters are alive but do not live with you? 

Sons elsewhere 
Daughters elsewhere - -

IF 	NONE ENTER '00'
 

8
 



---------------------------------------------------------

----------------------------------------------------------

204a. Have you ever given birth to a boy or a girl who was born
 
alive but later died? IF NO, PROBE: Any (other) boy or girl
 
who cried or showed any sign of life but only survived a few
 
hours 	or days?
 

I.1 Yes 	 2 : No 

(SKIP 	TO 205)
 

204b. How many boys have died? And how many girls have died?
 

Boys dead
 

Girls dead
 

IF NONE ENTER '00'
 

205. SUM ANSWERS TO 202b, 	203b, 204b, AND ENTER TOTAL.
 

Total
 

IF NONE ENTER '00'
 

206a. CHECK 205:
 
Just to make sure that I have this right: you have had in
 
total births during your life. Is that
____live 


correct?
 

1 	: Yes , 2 No 

(Correct the responses) 

206b. : INTERVIEWER: CHECK 	205 AND TICK THE APPROPRIATE BOX , 

1 At least one 2 No live birth
 
live birth
 

(SKIP TO 209)
 

207. 	 Now I would like to ask you some specific questions about
 
your births, whether still alive or not, starting with the
 
last one you had.
 

9
 



208a. 	Please think back to the time you last gave birth to a child
 
that cried or moved after birth. In what month and year did
 
that birth occur?
 

Month 	(B) Month (E) : . ' 

Year 	 (B ) ',_.. ,. ___,. Year (E) ,I
 

208b. 	What name was given to the child?
 

Name
 

208c. 	INTERVIEWERS: Probe for any other live births after birth in
 
208a, specially births to infants who died shortly after
 
birth. If any later births correct 208a and recheck total
 
number of child ever born.
 

208d. 	SKIP TO the first row of Birth History Table and enter the
 
date of birth from 208a and name from 208b.
 

10
 



_ ___ 

__ __ __ _ 

Truncated Birth History Exclude children born before
 
May 1983 or Baishakh 1.390
 

III 	 i I iI I 	 I 

:Name :Years: 	Eng- Beng- Month Sex :Still: If dead,
 
lish ali of alive age at
 
year year birth death in
 

months
 

B/E
 
too 1398 'Boy 1:Yes 1:
aaI 	 l Ii I I I Ii
 a 	 I Ia ia I I a a

' ' L!'iGirl 2!No 2!1
 __ ___ _ _ __ I$
1991 

_ _ 

B/E 
1397 :Boy 1:Yes 1: _ 

I! a a II I I I II
 
a I I IIr. IN )I I I II
 

I I!
. .. 	 . , ''G i r l 2 'No 2 ,, I , 

1990 B/E ,
 
:O1 1396 :Boy 1:Yes 1:
 

I 	 I I II II I i I
IIII 	 II II II 	 I II 
III _±''Girl 2 	No 2!! ,_ ,_ , 

1989 B/E
 
:02 1395 :Boy 1:Yes 1:


aaaaIi 	 I $I II I I iI 
i$ a i I I I I a It 

SIa 	 !!Gi rl 22 !, ,J' I____ ' 2 !No 

1988 : B/E:03 	 1394 :_Boy 1Yes 1_
 

'' '!Girl 2!No 2,!i , , ,
 
1987 ,'B/EI 	 a i a aai I aII 	 a04 	 1393 :Boy 1Yes i: 

a-____ i _ 	 _ I__ __ _ _I_ __ _ __ __ __ _ __ _ _ 

' ' ''_Girl 2!No 21: '
 
:1986 B/E
a aa a a, t I i II
 

a
05 	 1392 a a i i Ii a ii
:Boy 1:Yes I: 

$ I
,L ..., , 

!' ir
!lGirl 

N
2 1No 

I2,, 
$2i1,_ ,__ , 

I$ II I I I i $ I I I I i 
'07a 1392 a t :Boy$a 1Yes 1: _ 

a ii a I I, 

I0I
:06 

1984 
1983 ! 

Totalnub r o live 

:1985: 
.,___1391 

B/E
'

:B/E: _ _ _ 
!!Girl
,, 
Boy 2lNol:Yes 

'' 
21' 
i 

, 
i:__ ' 

_ 
' 

__ _ 

I I II l I ! I I I 
I Ia I II I II I I II 

__983- ____l±iGirl_2No 21: 
I 1Q Q I II 

208e. Total number of live births recorded in birth history
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Pregnancy status
 

209. 	 Have you had a menstrual period within the last four or five
 
weeks?
 

, 1 : 	Yes 2 : No 

(Tick No in 211 and
 
SKIP TO 212a)
 

210. 	 How many months have passed since your last menstrual
 
period?
 

1 Months
 

2 Not returned
 
since 	last birth
 

211. 	 Are you pregnant? I mean, are you carrying a baby now?
 

1 Yes :2: No ,3 Unsure
 

Marriage 

212a. When did you have your first menses? Was it before your 
first marriage or was it after wards? 

1 Before : 2 After 

212b. How old were you when you (first) married?
 

Age at marriage
 

12
 



213. 	 Are you now married, widowed, divorced?
 

1 , Married (SKIP TO 215a)
 

:2 	 Widowed
 

33 Divorced
 

4 ' Deserted
 

214. 	 How many years ago did you stop living with your husband/did
 
your husband die?
 

Years
 

(IF LESS THAN ONE YEAR CODE 00)
 
(SKIP TO 216)
 

215a. Does your husband ordinarily live here or does he ordinarily
 
live somewhere else?
 

1 	 Ordinarily 2 : Ordinarily lives 
lives here somewhere else
 

215b. Did he stay here last night?
 

:2: Away ,1: Not away
 

(SKIP TO 216)
 

215c. How long have you and he been apart? (If less than one month
 
code 00.)
 

Months:
 

13
 



215d. When do you expect to see him again? (If less than one
 
month, code 00.)
 

Months i ' I I I I Never 

(Recode 213 as deserted)
 

216. 1 INTERVIEWER: CHECK 205 AND TICK THE APPROPRIATE BOX ,
 

' 1 : One live birth : 2 : No live birth 
or more 

(SKIP TO 301)
 

217. :INTERVIWER: ENTER THE NAME, LINE NUMBER, AND SURVIVAL
 

:STATUS OF EACH BIRTH SINCE MAY 1986. BEGIN WITH THE
 
LAST BIRTH. THE HEADINGS IN BREASTFEEDING AND WEANING
 
TABLE SHOULD BE EXACTLY THE SAME BIRTH HISTORY TABLE
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-------------------------------------------------------------------------------------

-- ---------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------

----------------------------------------------------------------------------

Breastfeeding and weaning table
 

LAST BIRTH : NEXT-TO-LAST SECOND-FROM-: THIRD-FROM 
NAME BIRTH LAST LAST.IIAME :NAME :NAME
 

:DATE OF :DATE OF ,,''DATE OF '.:DATE OF:: 
:BIRTH :BIRTH :L : :BIRTH L i :BIRTH 
:SEX:BOY ........ 1SEX:BOY.........1:SEX:BOY ...... 1:SEX:BOY ...... 1
 

GIRL ....... 2: GIRL ....... 2 GIRL ..... 2: GIRL ..... 2
 

218. How MONTHS MONTHS MONTHS MONTHS
 
many months:,

after the ' ' : I I , , ,I I I I I i I I I I 

birth of ­
(Name) did Not yet Not yet Not yet Not yet
 
your period: returned 98 returned 98 returned 98: returned 98
 
return? FOR;
 
LAST BIRTH :
 
PROBE, have:
 
they retur-:
 
ned? 
 11
 

219a. Did :Still :Still :Still :Still
 
you everf
 
breastfeed (SKIP TO 220a) (SKIP TO 220a) :(SKIP TO 220a):(SKIP TO 220a) 

(Name) Iff 
yes, for !Months ::: 'Mgnths :_:_ 'Months :: _::Months :..:: 
how many 
months (If :Breastfed upto Breastfed upto :Breastfed :Breastfed 
dead, did :death :death :upto death :upto death 
you breast-' 
feed his/ Never :Never Never :Never 
her until 
his/her 
death) 

219b.Filter:Alive , : , :AliveA :•_ _, :Alive ,:i 'Alive , 1, 
(check the : (SKIP TO 221a) (SKIP TO 221a) :(SKIP TO 221a) (SKIP TO 221a) 
Birth I 

History :Dead Deaad ',Dead 
Table) :GO TO NEXT COL. :GO TO NEXT COL. :GO TO NEXT COL:(SKIP TO 224) 

15
 



220a. How :Number of :Number of Number of Number of
 
many times times ' _ ':times :- -::times :----:times j_'L 
did you 
give your Fed when the Fed when the Fed when the Fed when the 
child the :child :child child child
 
breast last demanded ' 'demanded :--:demanded :--: demanded
 
night?
 

220b. Do Yes ....... 1 Yes ....... 1 Yes ..... 1 Yes ...... 1 

you give 
your child No ....... 2 No ....... 2 No ..... 2 No ...... 2 
anything 
other than 

(GO TO NEXT COL)j(GO TO NEXT COL):(GO TO NEXT 
COL) 

:(SKIP TO 224) 

breastmilk, 
even water 
or a piece 
of fruit or: 
a biscuit? 

221a. Has Yes ....... 1 Yes ....... 1 Yes ..... 1 Yes ...... 1
 
(NAME)
 
ever rece- No ....... 2 No ....... 2 No ..... 2 No ...... 2
 
ived'Suji' I (SKIP TO 222) (SKIP TO 222) :(SKIP TO 222) (SKIP TO 222)
 
or milk
 
[other
 
than bre­
astmilk]
 
such as
 
cow milk,
 
goat milk
 
or buffalo
 
milk or
 
milk made
 
from pow­
der milk?
 

201b. How Age in months Age in months Age in months: Age in months
 
many
 
months old ___ ' ' : ' 
was (NAME)
 
when you
 
gave him/
 
her suji
 
or milk
 

[other
 
than
 
breast
 
milk] for
 
the first
 
time?
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----------------------------------------------------------------------------

------------------------------------------------------------------

------------------------------------------------------------

222. Has Yes ....... 1 Yes ....... 1 Yes ..... 1 Yes ...... 1 
(NAME) 
begun eat- No ....... 2 No ....... 2 No ..... 2 No ..... 2 
ing some (GO TO NEXT (GO TO NEXT (GO TO NEXT (SKIP TO 224) 
normal 
food such 

COL.) COL.) COL.) 

as rice or 
bread on a 
daily 

basis? 
- - ---------------------------------------------------------------------------------------------------------­

223. How Age in months Age in months Age in months: Age in months 
many 
months old I I I , 
was (NAME) 
when she/ (GO TO NEXT (GO TO NEXT (GO TO NEXT (SKIP TO 224) 
he started COL.) COL.) COL.) 
to eat 
some nor­
ral food 
such as 
rice or 
bread on 
a daily 
basis?
 

224. 	 INTERVIWER: ENTER THE NAME, LINE NUMBER, AND SURVIVAL
 
:STATUS OF EACH BIRTH SINCE MAY 1986. BEGIN WITH THE LAST
 
:BIRTH. THE HEADINGS IN CHILD HEALTH CARE TABLE SHOULD
 
:BE EXACTLY THE SAME AS BIRTH HISTORY TABLE. ASK THE
 
:QUESTIONS ONLY FOR LIVING CHILDREN.
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Child Health Care
 

LAST BIRTH NEXT-TO-LAST SECOND-FROM-: THIRD-FROM
 
'NAME BIRTH LAST LAST
 

NAME 'NAME :NAME
 

,DATE OF : : :DATE OF L DATE OF: :DATE OF:::
'BIRTH 'BIRTHBIRTH '' BIRTH : ' ' 

I- I - I - - I _ l I__ - I ­

:SEX:BOY ....... 1 SEX:BOY ........ 1jSEX:BOY ...... 1 SEX:BOY ...... 1
 
GIRL ....... 2: GIRL ....... 2: GIRL ..... 2: GIRL ..... 2
 

ALIVE ',ALIVE :ALIVE 'ALIVE
 
(SKIP TO 225) (SKIP TO 225) :(SKIP TO 225) :(GO TO 225)
 

:DEAD :DEAD :DEAD ',DEAD
 
(GO TO NEXT (GO TO NEXT (GO TO NEXT :(SKIP TO 301)
 
BIRTH) BIRTH) BIRTH)
 

225. Has :Yes ........... 1 :Yes ............ 1 Yes .......... 1 Yes .......... 1
 
(NAME)
 
ever had :No ............ 2 :No ............. 2:No ........... 2 No ........... 2
 
vaccina- :(SKIP TO 226b) :(SKIP TO 226b) :(SKIP TO 226b):(SKIP TO 226b)
 
tion to
 
prevent :DK ............ 7 :DK ............. 7:DK ........... 7 DK ........... 7
 
him/her (SKIP TO 226b) :(SKIP TO 226b) :(SKIP TO 226b):(SKIP TO 226b)
 
from gett­
ing
 
disease?
 

226a.Think
 
-ing back (Specify, then (Specify, then :(Specify, then (Specify, then
 
to the code) code) :code) code)
 
most
 
recent :Health :Health :Health :Health
 
vacination centre ..... 1 centre ...... 1 centre .... 1 centre .... 1
 
(NAME) had
 
where did :Temporary :Temporary :Temporary :Temporary
 
you go to centre ..... 2 centre ..... 2 centre .... 2: centre .... 2
 
get the
 
shot? :Private doctor/ :Private doctor/ :Private doctor Private doctor
 

:pharmacy/ :pharmacy/ /pharmacy/ /pharmacy/
 
:dispensary .... 3 dispensary .... 3 :dispentary. .3:dispensary...3
 

'Other......... 4 :Other ......... 4 'Other........ 4 .............. 4
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---------------------------------------------------------------------------

- ---------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------

(1) (2) (3) (4)
 

226b. Has :Yes . . . 1 :Yes .... 1 Yes .... 1 Yes.......... 1 
(NAME) 
taken a No ............ 2 No 2Noo............ 21No ........... 2 
Vitamin A 
capsule DK ............ 7:DK .......... . 7:DK ..... . . . 7 DK ........... 7
since
 

[=six
 
months
 
ago]?
 

227. Did :Yes ........... 1 Yes ............ 1 Yes .. ..... 11Yes .......... 1 
(NAME) 
have'loose No............ 2No .2. ...... 2 No ......... 2 No ......... 2 
motion' in:(SKIP TO 229) (SKIP TO 229) :(SKIP TO 229) :(SKIP TO 229) 
the last 
24 hours--: 
I mean, 
since yes­
terday at 
the same 
time as 
now did
 
(NAME)
 
have
 
thiner or
 
more fre­
quent
 
stools
 
than usual?
 

228a. Did :Yes ............ 1 Yes .......... :1 Yes ........... 11Yes 
.......... 1
 

you give 
(NAME) any No .... .. . 2:No ............ 2 No ....... 2:No ........... 2 
special (SKIP TO 232) (SKIP TO 232) !(SKIP TO 232) (SKIP TO 32) 
kinds of 
food,drinkf 
or any 
type of 
treatment
 
to treat
 

the 'loosef
 
motion'?
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-----------------------------------------------------------------------------

--------------------------------------------------------------------------------------

--------------------------------------------------------------------------

1(1) 11(2) 	 (3) (4)
 

228b. WhatlLabon-gur :Labon-gur ILabon-gur Labon-gur
 
did you :saline ........ 1 saline ........ 1 saline ... .... 1 saline ........ 1
 
give? :Saline with Saline with Saline with Saline with
 

:other sugar other sugar :other sugar other sugar
 
land salt ...... 2 :and salt ...... 2:and salt ...... 21and salt ...... 2
 
:Packet saline.3 :Packet saline.3 Packet saline.3lPacket saline.3
 
Others :Others_Others _:Others 

(Specify) : (Specify) : (Specify) (Specify) 
:Others :thers_Others _ 'Others 

(Specify) (Specify) : (Specify) (Specify) 

!(ALL 	SKIP TO !(ALL SKIP TO :(ALL SKIP TO I(ALL SKIP TO
 
o 231a) 	 : 231a) , 231a) : 231a) 

229. 	Since Yes ........... 1 Yes .... ..... 1: Yes...... ...1 Yes ........ .1 
[in:

the last lNo ........... 2 No. . . . . . 2 No. . . . . .2 o. . . . . .2
 

14 days !(SKIP TO 232) (SKIP TO 232) :(SKIP TO 232) :(SKIP TO 232)
 
was there:
 
one day or:
 
more when
 
(NAME) was
 
having

'loose
 

motion'...:
 
I mean,
 
thinner
 
and more
 
frequent
 
stools
 
than
 
usual?
 

230a. The :Yes . Y 	 1 Yes1 :Yes. .. 
last time a 
(NAME) had No ............ 2 No ............ 2 No .. . .21No.a ... .. . 2.. 	 .. 
'loose :(SKIP TO 232) :(SKIP TO 232) (SKIP TO 232) :(SKIP TO 232)
 
motion'
 

was he/she:
 
given any
 
special
 
kind of
 
food drink:
 
or any
 
type of
 
treatment
 

to treat
 
the 'loose: a
 

motion'? 


20
 



-----------------------------------------------------------------------------

-----------------------------------------------------------------------------

-----------------------------------------------------------------------------

-----------------------------------------------------------------------------

----------------------------------------------------------------------------

(! .1 (2) 11(3) (4)
 

230b.Which Labon-gur Labon-gur :Labon-gur :Labon-gur

such foods:saline ........ 1 saline ........ 1 saline ........ 1 saline ........ 1
 
or drinks
 
did you :Saline with :Saline with :Saline with 'Saline with
 
give(NAME) other sugar and:other sugar and:other sugar and other sugar and
salt .......... 2 salt .......... 2,salt .......... 2 salt .......... 2
 

:Packet saline.3 Packet saline.3 Packet saline.3lPacket saline.3
 
:Others :Others - Others 
 :Others
 

(Specify): (Specify) (Specify) (Specify)
 
:Others :Others :Others _ Others
 

(Specify): (Specify) (Specify): (Specify)
 

291a. :If not packet If not packet If not packet If not packet
 
FILTER :saline :saline :saline Isaline
 

:(SKIP TO 232) :(SKIP TO 232) (SKIP TO 232) :(SKIP TO 232)
 

231b. Who Self .......... 1 :Self .......... 1 :Self .......... i Self .......... 1
 
obtained
 
the :Husband ...... 2 Husband ...... 2:Husband ...... 2:Husband ...... 2
 
packet(s): :
 
that you :Son/daughter..3:Son/dauighter..3 Son/daughter..3 Son/daughter..3
 
gave to
 
(NAME)? :Female :Female :Female :Female
 

relative ...... 4:relative ...... 4 relative ...... 4 relative ...... 4
 

:Male relative.5 Male relative.5 Male relative.5 Male relative.5
 
'Other 6:Other 6 Other 6!Other 6
 

(specify) (specify): (specify): (specify)
 

231c.Where Field worker..l Field worker..l:Field worker..l Field worker..1
 
did the Pharmacy ...... 2 Pharmacy ...... 21Pharmacy ...... 2 Pharmacy ...... 2
 
packet :Shop .......... 3 Shop .......... 3 Shop .......... 3 :Shop .......... 3
 
come from?:Clinic/ :Clinic/ :Clinic/ :Clinic/ 

hospital ...... 4 hospital ...... 4 hospital ...... 4 hospital ...... 4 
:Traditional :Traditional :Traditional :Traditional 
:doctor ........ 5 doctor ........ 5:doctor ........ 5 doctor ........ 5 
:Qualified :Qualified :Qualified lQualified 
'doctor........ 6doctor........ 6doctor.........6doctor........ 6 
'Other 7:Other 7:Other 7:Other 7 

(specify) (specify) (specify) (specify) 
:Don't know ....8 Don't know ....8 Don't know ....8 Don't know ....8 

232. With Yes ........... 1:Yes .1:Yes ....... 1 
'R's per- I 

mission, No ............ 2:No ............. 2 No ........... 2:No ........... 2 
examine ' 

the :Child Child 'Child :Child 
child's :Not seen ..... 3 Not seen ...... 3:Not seen ....3 Not seen ....3 
arm and 
leg and 
record if
 
there is
 
vaccina­
mark.
 

21
 



SECTION - III
 

CONTRACEPTION
 

301. 	 Now I would like to talk about a different topic. There are
 
various ways or methods that a couple can use to delay or
 
avoid a pregnancy. Which of these ways or methods do you
 
know of or have you heard about? CIRCLE CODE 1 IN 302 FOR
 
EACH METHOD MENTIONED SPONTANEOUSLY. THEN PROCEED DOWN THE
 
COLUMN, READING THE NAME OF EACH METHOD NOT MENTIONED
 
SPONTANEOUSLY. CIRCLE CODE 2 IF METHOD IS RECOGNIZED, AND
 
CODE 3 IF NOT RECOGNIZED. THEN, FOR EACH METHOD WITH CODE 1
 
OR 2 CIRCLED IN 302, ASK 303 BEFORE PROCEEDING TO THE NEXT
 
METHOD.
 

TABLE-1
 

Methods :302. Have you ever:303. Have you
 
heard of (METHOD)? (has your hus­

:band) ever used
 
(METHOD)
 

(1) 	 (2) (3)
 

01. 	PILL
 

:Yes/SPONT ........ 1: Yes ......... 1
 
:Yes/PROBED ....... 2:
 
No.. ............. 3 No .......... 2
 

02. 	CONDOM
 
Yes/SPONT ........ 1: Yes ......... 1
 
:Yes/PROBED ....... 2:
 
'No............... 3 No .......... 2
 

03. 	FOAM TABLET/JELLY/EMKO/
 
CREAM/DIAPHRAGM 	 Yes/SPONT ........ 1 Yes ......... 1
 

,Yes/PROBED....... 2:
 
:No.. ............. 3 No .......... 2
 

04. 	INJECTION
 
Yes/SPONT ........ 1: Yes ......... 1
 
:Yes/PROBED ....... 2:
 
:No.. ............. 3 No .......... 2
 

05. I.U.D
 
:Yes/SPONT ........ 1 Yes ......... 1
 
:Yes/PROBED ....... 2:
 
:No............... 3 No .......... 2
 

06. 	FEMALE STERILI- ' 

ZATION Yes/SPONT ........ 1 Yes ......... 1 

1Yes/PROBED ....... 2:
 
:No.. ............. 3 No .......... 2
 

Contd...
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Table-i (Contd.) 

07. MALE STERILIZA-
TION :Yes/SPONT ........ 1: Yes ......... 1 

:Yes/PROBED ....... 2: 
No ............... 3, No .......... 2 

08. M.R. 
:Yes/SPONT ........ 1 
:Yes/PROBED ....... 2 

No ................3: 

Yes ......... 1 

No .......... 2 

09. SAFE PERIOD! 
Yes/SPONT ........ 1: 
:Yes/PROBED ....... 2 
No ............... 3: 

Yes ......... 1 

No .......... 2 

- ­ -- -- -­ - -- -- -­ - -- -- -­ - - - ­ - ­ - - - ­ - - ­ - - ­ - - ­ - - ­ - - ­ -- -

10. WITHDRAWAL 
Yes/SPONT ........ 1: 
:Yes/PROBED ....... 2: 
No ............... 3 

Yes ......... 1 

No .......... 2 

11. ABSTINENCE 
:Yes/SPONT ........ 1: Yes ......... 1 
:Yes/PROBED ....... 2: 
'No............... 3, No .......... 2 

12. OTHER 
Yes/SPONT ........ 1: 
:Yes/PROBED ....... 2: 
No ............... 3 

Yes ......... 1 

No .......... 2 

a. 
(Specify) 

Yes ......... 1 
No .......... 2 

b. 
(Specify) 

Yes ......... I 
No .......... 2 

c. 
(Specify) 

Yes ......... 1 
No .......... 2 
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304. INTERVIEWER: CHECK 303 AND TICK THE APPROPRIATE BOX 1 
-------------------------------------------------------­

1 
Not a single 

"Yes" circled 
(Never user) 

2 
At least one 

"Yes" circled 
(Ever user) 

(SKIP TO 307) 

305. Just to 
anything 
pregnant? 

be sure, 
or tried 

have you or has your husband ever used 

in any way to delay or avoid getting 

' 1 1 Yes 2 : No 

(SKIP TO 307) 

306. What have you used or done? 

START WITH 307). 
(CORRECT 302, 303 and 304, THEN 

307. : 
--------------------------------------------------------

INTERVIEWER: CHECK 213 AND TICK THE APPROPRIATE BOX : 
-------------------------------------------------------­

' 1 : Currently 
married 

: 2 : Not currently 
married 

(SKIP TO 312c) 

308. : 
-------------------------------------------------------

INTERVIEWER: CHECK 211 AND TICK THE APPROPRIATE BOX , 
-------------------------------------------------------­

1 
Not currently 

pregnant or' 
don't know 

2 Currently 
pregnant 

(SKIP TO 312c) 

309. Are you (or is your husband) currently using some family 

planning method or doing something to avoid a pregnancy ? 

1 Yes : 2 No 

24 
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---------------------------------------------------------

---------------------------------------------------------

310. What is that method ?
 

, CIRCLE BELOW THE METHOD THE RESPONDENT HAS MENTIONED I
 

01 Pill
 

02 Condom
 

03 Vaginal methcis(a)
 

04 Injection
 

05 IUD
 

06 Female sterilization
 
SKIP TO 311b
 

07 Male sterilization
 

09 Safe period
 

10 Withdrawal
 

11 Abstinence
 

12 Other
 
(Specify)
 

311a. For 
how long have you been using
 
(CURRENT METHOD)


continuously.
 

Months 
 Years
 

(SKIP TO 312a)
 

311b. How long ago did you (your husband) have the operation?
 

Months 
 Years
 

312a. At any time during the same month, do you regularly use any
 
method other than (CURRENT METHOD) ?
 

, 1 Yes 2 No
 

(SKIP TO 312c)
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312b. 	Which method is that ?
 

Additional method
 

312c. 	:INTERVIEWER: CHECK 303 AND TICK THE APPRPRIATE BOX
 
I BELOW.
 

' 1 1 Ever user : 2 1 Never user
 

(SKIP TO 313a)
 

312d. : INTERVIEWER: 	TICK IF THE LAST PREGNANCY WAS SINCE 
MAY 1986/BAISHAKH 1393 OR BEFORE 

, 1 : Since May 1986/ : 2 : Before May 1986/
 
Baishakh 1393 Baishakh 1393
 

(SKIP TO 313a)
 

312e. Have you used any contraceptive method since (last
 
(Name)
 

live birth) was born?
 

, 1 Yes 	 , 2 No
 

(SKIP TO 313a)
 

312f. What was the first method you used after the birth?
 

Method
 

312g. How many months after was born did you start
 
(Name)
 

using the method?
 

Months
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-------------------------------------------------------------

-------------------------------------------------------------

312h. Had your periods started again when you began the method?
 

1 Yes , 2 : No 

(SKIP TO 313a) 

312i. How many menstrual cycles did you have before you started 
the method? 

Number 

313a. 	IINTERVIEWER: Check 211 and tick the appropriate box below.:
 

, 1 : 	Currently : 2 : Not currently pregnant/ 
pregnant Not sure 

(SKIP TO LAST PREGNANCY TABLE) 

313b. Since your last live birth (marriage, if no live birth) have 
you had a pregnancy which miscarried or in which the baby 
was born dead? 

, 1 : Yes , 2 : No 

(SKIP TO 313f) 

313c. When did you become pregnant that time? 

B/E 

Month
i 	 i 

Year
 

313d. 	For how many months were you pregnant?
 

Number of months
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--------------------------------------------------------------

--------------------------------------------------------------

------------------------------------------------------------

313e. 	:INTERVIEWER: TICK IF THE LAST PREGNANCY WAS SINCE MAY
 
:1986/BAISHAKH 1393 OR BEFORE.
 

1 	 Since May 1986/ 2 Before May 1986/
 
Baishakh 1393 Baishakh 1393
 

(SKIP TO LAST PREGNANCY (SKIP TO 314a)
 
TABLE)
 

313f. :INTERVIEWER: 	CHECK BIRTH HISTORY TABLE AND TICK THE
 
APPROPRIATE BOX BELOW.
 

: 1 	 Birth since last 2 : Before May 1986/
 
May 1986/ Baishakh 1393 or No
 
Baishakh 1393 live birth
 

(SKIP TO 314a)
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------------------------------------------------------------------

--- ---- -- -- 

------------------------------------------------------------------

--

------------------------------------ ------------------- ---------

-----------------------------------------------------------------

-- --------------------------------------------------------------

-- --------------------------------------------------------------

Last Pregnancy Table
 

Currently pregnant Last pregnancy/birth
 
:since July 1985/
Interviewer: Check 209 and: 
 jAshar 1392
 

211 and tick the appro­
priate box 
 Yes No : :-> Yes No 

-


(SKIP 	TO 314a)
 
S-----------------


Check 	304 and tick :Ever user 
 Ever user
 
appropriate box
 

Never 	user , Never user
 

(SKIP 	TO 313n) (SKIP TO 313n)
 

313g. 	Before you became
 
pregnant had you :Yes No: Yes : No:
 
ever used a family ---- ---

planning method? 
 (SKIP 	TO 313n) (SKIP TO 313n)
 

313h. Which was the last , ­
method you used (method) (method)
 
before becoming
 
pregnant?
 

313j. Were you using Yes Yes
 
[METHOD] when you
 
became pregnant? No , No
 

(SKIP TO 3131) (SKIP TO 3131)
 

313k. When you became Then : : Then 
pregnant had you (clarify 313j) (clarify 313j) 
wanted to become Later 
 Later
pregnant then,
 
later or not at all?: Never , ,Never
 

(SKIP 	TO 314a) (SKIP TO 314a)
 

313]. 	How long before you Months ,: , Months :
 
became pregnant did (If less than one (If less than
 
you stop (Method)? month code '00') one month code
 

tool) 
2------------------------------------------------­
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313m. Why did you stop 

using method? 


:Became pregnant 

:(clarify 313j) 


Wanted to become 

:pregnant 


:Method made 'R' 

'sick 


'R' in poor 


health 


Menstrual 

problems
Ipr b em 


:_::Became pregnant
 
(clarify 313j)
 

Wanted to become
 
:_::pregnant
 

Method made 'R'
 
:sick
 

'R' is poor
 

:_::health
 

:Menstrual
 
_, :problems __
 

:Temporarily separa- Temporarily separa­
:ted from husband:_ : ted from husband:_: 

:Husband in-laws Husband in-laws 
:objected :_::objected ,, 

:No supplies :-!!No supplies 

.Did not think she :Did not think she
 
Icould become 

pregnant 


:Religious 

:reasons 


'Other_' 


(specify) 


,Don't know 


313n. 	Think back to when Then 

you became preg­
nant. At that time Later 

did you want to 
became pregnant Never 
or did you want 
delay until later Other 

I':could become
 
pregnant
 

::Religious
 
:reasons
 

:-:Other'_'
 
(specify)
 

::'Don't know
 

:Then '
 

: Later
 

:_:Never
 

:Other
 
becoming pregnant (specify) (specify)
 
or did you want
 
never to become
 
pregnant?
 

314a. 	: INTERVIEWER: CHECK 213 AND TICK THE APPRPRIATE BOX BELOW , 

Currently 
married 

: Not currently married 

(SKIP TO 315) 
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314b. :INTERVIEWER: Check 310 and tick the appropriate box below.:
 

Current user : Not current user
 

(SKIP TO 315)
 

314c. 	Do you intend to use a method to avoid pregnancy at anytime 

in the future? 

'1 : Yes 2 : No 

(SKIP TO 315)
 

3 : Other 
(specify)
 

(SKIP TO 315)
 

314d. What method do you think you will use?
 

Pill Female sterilization
 

Condom 	 M sterilization
Hale 


I Vaginal method Safe period
 

I Injection ' : Withdrawal 

IUD : : Abstinece 

Not sure 

Other 
(Specify) 

315. 	 In your opinion, should a young couple who have recently
 
become married, adopt family planning?
 

:1: 	Yes :2: No
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---------------------------------------------------------

316. : INTERVIEWER: CHECK 213 AND TICK APPROPRIATE BOX ,
 

, 1 : Currently , 2 : Not currently 
married married 

(SKIP 	TO 601)
 

317. 	 Do you think that your husband is in favour or not in favour
 
of using methods to avoid pregnancy?
 

, 1 1 	In favour , 2 : Not in favour 

3 : 	 Don't know 

318a. 	 INTERVIEWER: CHECK 211 AND TICK THE APPROPRIATE BOX
 
BELOW
 

Not
 

1 	 Currently 2 currently
 
pregnant pregnant
 

(SKIP 	TO 318c)
 

3 	 Unsure
 

(SKIP 	TO 318c)
 

318b. 	Would you like to have more children in the future in
 
addition to the one you are now expecting? (Tick the
 

response in 318e)
 

318c. 	Interviewer: Check 202b and 203b tick the appropriate box.
 

, 1 : 	Has at least one : 2 : No living child 
living child 

(SKIP 	TO 318g)
 

318d. Would you like to have more children in future? (Tick the
 

response in 318e)
 

j2
 



318e. Desire for children 

, 1 ; Yes , 2 : No 

(SKIP TO 318g) 

, 3 : Not decided , 4 : Other 
(specify)
 

(SKIP TO 318h) (SKIP TO 318h)
 

318f. Would you say that you definitely do not want to have (more)
 
children, or are you not sure?
 

:1: Definitely no more
 

:2 Not sure SKIP TO 401
 

:3: Other
 
(Specify)
 

318g. Would you say that you definately want a (another) child or
 
are you not sure?
 

1 : Definately more 

2 : Not sure
 

3 Other
 
(Specify)
 

318h. How long would you like to wait from now before the birth of
 
a (another) child?
 

(Years) (Months)
 

Other
 
(specify)
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SECTION - IV
 

SOURCE OF SUPPLIES/SERVICES
 

401. 	 : INTERVIEWER: CHECK 309 AND TICK THE APPROPRIATE BOX BELOW:
 

1 	 Currently : 2 : Not currently 
using using 

(SKIP 	TO 501)
 

402. 	 Check 310 and circle the appropriate code below, then
 
follow the SKIP instructions.
 

01 Pill
 

-----	 02 Condom
 

03 Vaginal methods(a) ,' (SKIP TO 406)
 

04 IUD .......... ..­

05 Injection 

06 Female sterilization (SKIP TO 407) 

07 Male sterilization 

09 Safe period
 

10 Withdrawal
 

11 Abstinence (SKIP TO 501)
 

12 Other
 
(Specify)
 

403. 	 Have you any in your house now?
 
method
 

1 : 	 Yes , 2 No 

(SKIP TO 405a)
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--------------------------------------------------------------

------------------------------------------------------------

-------------------------------------------------

-------------------------------------------------

----------------------------

404. Can you show them to me?
 

:1: Shown 2 Not shown
 

(SKIP TO 405b)
 

405a. INTERVIEWER: 	Show samples and then ask this question; is
 
it one of these? (PROBE)
 

1 ' Yes , 2 ' No
 

(SKIP TO 406)
 

3 Don't know
 

(SKIP TO 406)
 

405b. INTERVIEWER: 	Write down the brand name below ,
 

Brand
 

406. Thinking back to 
the last new cycle of pills, new condoms or
 

foam tablet you have had, who got the supply?
 

01 Respondent
 

02 Husband
 

03 Son daughter
 

04 Other
 

(specify)
 

407. Thinking back to the last time you got (a new cycle of
 
pills, new condoms, IUD inserted, etc.), from where do (did)
 
you (your husband) obtain the supply/service?
 

Pharmacy
 

Shop (specify the type below)
 

Traditional doctor (SKIP TO 501)
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I a Qualified doctor
 

Mobile camp
 

a ,' Depot-holders
 

Satellite clinic
 

,I ,I Clinic/hospital (
 

Name
 

Field worker (SKIP TO 408)
 

, ,I Other source 
 (SKIP TO 501)
 
(specify)
 

a Don't know 	 (SKIP TO 501) 

408. 	 Was the worker male or female?
 

, 1 : Male ' 2 Female
 

3 Don't know
 

409. 	 The last time you (your husband) got supplies did you (your
 
husband) collect the supply'from the worker's house or did
 
this worker come to your house to give you the supply?
 

Worker came Collected the 
1 to the house Lo , 2 : supply from the 

give the supply worker's house 
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---------------------------------------------------------

--------------------------------------------------------

SECTION - V
 

FIELDWORKER VISITS
 

501. 	 , INTERVIEWER: CHECK 213 AND TICK THE APPROPRIATE BOX ,
 

1 I Currently 2 ; Not currently 

married married
 

(SKIP 	TO 601)
 

502a. During the last six months, has any one visited you in your
 
home to talk to you about family planning or to give you any
 
family planning method?
 

1 Yes 2 : No 

(SKIP TO 503a) 

502b. Has a family planning worker visited you in the last six
 
months for another reason?
 

1 Yes 	 : 2 : No 

(SKIP 	TO 601)
 

503a. How many times did a family planning worker visit you in the
 
last six months?
 

Times visited
 

503b. When was the last visit?
 

Months ago
 

(Code '00' if in the last month)
 

504. 	 Did you receive any family planning supplies from th; worker
 
during that visit?
 

, 1 , Yes 2 No
 

(SKIP TO 506)
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505. What did you receive? Pills 

Condoms 

Other 

(Specify) 

506. How many cycles/condoms? 

507. Thinking back to all of the visits you have ever had from 
family planning workers, which methods uf avoiding pregnancy 
have you ever discussed during those visits? 

Method 

Pill 

Condom 

InjecLable 

IUD 

Female sterilization 

ISpontaneouslyl Reported 
:reported discussing 
:discussing after 

probing 

1 2 

1 2 

1 2 

1 2 

1 2 

Did not 
discuss 

3 

3 

3 

3 

3 

Mate sterilization 1 2 3 
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-------------------------------------------------------------

-------------------------------------------------------------

SECTION VI
 

MATERNAL CARE
 

601. 	 INTERVIEWER: CHECK THE BIRTH HISTORY TABLE AND TICK THE
 
APPROPRIATE BOX
 

' I At least one live 2 No live birth since 
birth since May May 1986/since 
1986/Baishakh 1393 Baishakh 1393 

(SKIP 	TO 604)
 

602. 	 Have you ever received a shot to pro.ect you and any babies
 
you might have against tetanus?
 

1 	 Yes ,-2 : No
 

(SKIP TO 608)
 

603. How many shots 	against tetanus have you received?
 

(SKIP 	TO 608)
 

604. (INTERVIEWER: 	 Write 
down the name of the last live birth,
 
then ask.
 

Thinking back to when you gave birth to
 

(name of last live
 

birth) had you received any shots to protect you and your
 
baby from tetanus at anytime before that birth? I mean, even
 
before you were pregnant with ?
 

(name of the last live birth)
 

1 Yes 	 , 2 : No 

(SKIP 	TO 607)
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605. 	 How many shots for tetanus had you had at anytime before
 
your last live birth, that is, before you had given birth
 
to 


(name 	of last live birth)
 

Number of shots taken
 

606. 	 PROBE: Does this include all of the shots you have had for
 
tetanus including shots that you had during other
 
pregnancies? (If respondent remembers other shots, correct
 
the number recorded in Q.605)
 

607. 	 Since was born have you had a shot
 
(name of last live birth)
 

to protect you or the next baby you have from tetanus?
 

Number of shots since last live birth
 

Maternal mortality questions
 

608. 	 Excluding yourself, how many sisters (same mother) do you
 
have who have ever been married and who are living?
 

Number
 

609. 	 Do you have any sisters born to your mother, who died after
 
they were married? If yes, how many?
 

Number
 

610. 	 So you have a total of sisters who have married (If no,
 
correct responses)
 

IF G09 ir 00, SKIP TO 701
 

611. 	 Did any of your sisters who died after they married die
 
while they were pregnant or giving birth or within 40 days
 
of delivery? If yes, how many?
 

Number
 

40
 



-- --------------------------------------------------------------

-- --------------------------------------------------------------

SECTION-VII
 

HUSBAND'S BACKGROUND AND HOUSEHOLD ASSETS
 

701. (Interviewer: Check 	213 and Tick the appropriate box).
 

,1 1 	 Currently , 2 : Not currently
married married
 

(SKIP TO 703)
 

702. 	 How old is your husband?
 

Years
 

703. Did your 	husband ever attend school ?
 

, 	Yes : I 1 No
 

(SKIP TO 706)
 

704. 	Was it a primary school, madrasa, secondary school or
 
higher that he attended last?
 

2: 	 Primary :3: High school
 
school
 

4 	: College/ , 5 1 Madrasa 
University 

:6: Don't know 	 :8 _ 
(Specify)
 

(SKIP TO 706)
 

705. 	 What was the highest class he passed ?
 

Class
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706. What is (was) the principal occupation of your husband ? 
(PROBE) 

--------------------------------------------------------­
--------------------------------------------------------­
--------------------------------------------------------­

707. Now I wish to ask you about any agricultural land that your 
household owns or uses. Do you have any land which is owned 
(and worked) by household members ? 

i1 Yes : 2 : No 

How much? 

708. Interviewer: record the construction materials 
dwelling structure under the given categories. 

of the 

Categories 

Roof 

Concrete Tin Katcha : Other (specify) 

WaJl 

Floor XXXXXXX ' 

709. Does your household (or any member of the household)have the 

following items ?
 

Yes No 

I T I 

I I I 

Almirah 


Table/Chair

Bench 

Watch/ 
clock
 

Yes No
 

Cot
 

I I I I 

I I I I Radio
 

Cycles/boat 

710. 	 Does your household own its homestead, that is, the land on
 
which your house is built?
 

Yes 	 2 : No 
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--------------------------------------------------------------

------------------------------------------------------------

-------------------------------------------------------------

711. 	 Since you have been married, how frequently do you do the
 
following things alone?
 

Once a :More than: Once a I Never
 
month 	or :once a : year or, 
more year less
 

Go to another part of 1 2 3 4
 
your village/town/city?
 

Go shopping/marketing? 1 2 3 4
 

Go to a health center or 1 2 3 4
 
hopital?
 

712. 	 Where do the adult 

defecate?
 

Flush 	toilet
 

I I Slab latrine
 

Pukka latrine
 

Other latrine
 

' Outdoors
 

members of your household usually
 

713. 	 What is the usual source of drinking water for members of
 
this household?
 

Piped inside dwelling
 

Piped outside dwelling
 

' Tubewell
 

Pond/tank/river/canel
 

S---- Other
 
(Specify)
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-------------------------------------------------------------

714. 	 TERMINATE THE INTERVIEW. WHEN YOU TERMINATE THE
 
INTERVIEW (AND BEFORE YOU LEAVE THE RESPONDENT):
 

CHECK BACK OVER THE SCHEDULE AND MAKF SURE THERE IS AN
 

ANSWER TO ALL APPLICABLE QUESTIONS, SKIP INSTRUCTIONS
 

ARE CORRECTLY FOLLOWED AND THAT THE RESPONSES ARE
 

ENTERED ELEGIBLY AND IN THE CORRECT FORM.
 

THANK THE RESPONDENT FOR HER TIME AND COOPERATION
 

TIME ENDED
 

INTERVIEWER'S COMMENTS:
 

SUPERVISOR'S COMMENTS:
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Appendix B
 

HOUSEHOLD WEALTH SCALE
 

Household wealth was measured creating a wealth scale based on
 
household characteristics and commodity ownership. Almirah
 
(Wardrobe), table/chair/bench, watch/clock, cot, radio were treated
 
as indices of household wealth in the survey. For each of those
 
items, a respondent was assigned a wealth score if her household
 
owned it. The score was assigned independently between the rural
 
and urban respondents. For the ith item, it was calculated as
 

Si =1-Ri for the rural respondent
 
and
 

Si =l-Ui for the urban respondent;
 

where Si = the assigned score for the ith item 
Ri = the proportion of households owning the 

item in the rural area 
Ui = the proportion of households owning the 

item in the urban area 

Four household characteristics were employed for scoring -­
two for the rural respondent and another two for the urban 
respondent. The ownership of agricultural land and the type of 
roof on the main dwelling house were considered as discriminating 
indices of household wealth for the rural area, and the ownership 
of homestead and the type of walls of the main dwelling house for 
the urban area. Thus, a rural respondent was assigned one score if 
her household owned agricultural land and one score if her 
household had the main dwelling house built with tin roof. 
Similarly, an urban respondent received one score if her household 
owned a homestead and one score if her household had the main 
dwelling house built with concrete walls. The scores for the 
household characteristics were calculated in the way the item 
scores were done. 

Finally, the sum of all scores received by a respondent for
 
both the household characteristics and the commodity ownership was
 
used as the scale measuring her household wealth status. Table lb
 
gives the distribution of ever-married women by their household
 
wealth status levels as assessed by the scale.
 



Table lb Percent distribution of ever-married women by
 
assessed wealth status levels
 

Wealth status Areas 
Sum of wealth scores levels 

Rural Urban 

< 0.50 Low 26.8 22.7 
1.50 - 1.49 Medium 29.1 66.6 
1.50 or over High 44.0 50.7 
N 8973 3077 

Note: Unweighted number of ever-married women. 

In the rural area, 26.8 percent of ever married women fell at 
the low level of the wealth scale, receiving a total score less 
than 0.50; 29.1 percent at the medium level (0.50 - 1.49); and 
44.0 percent at the high level (41.50 or above). For the urban
 
area the corresponding percentages were 22.7 percent for the low
 
level, 26.6 percent for the medium level, and 50.7 percent for the
 
high level.
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