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PREFACE 

One of the major objectives of the National Institute of Population Studies (NIPS) is to assist the 
Ministry of Population Welfare by assessing and evaluating the Population Welfare Programme. Thc 
Pakistan Demographic and Health Survey (PDHS) has been one of the major activities in this contcxt. 

This survey is a part of the worldwide exercise to assess the changing demographic and hcallh 
situation through 60 surveys in different countries. This effort is being coordinated by the Demographic and 
Health Surveys programme of IRD/Macro International Inc., Columbia, Maryland. Planning for the PDHS 
began in June 1990 and the survey was executed between December 1990 and May 1991. While the data 
processing was done simultaneously with the fieldwork, the tabulation was done during June and July 1'31 
and the preliminary report was released in August 1991. This survey, which is a follow-up of the Pakistan 
Contraceptive Prevalence Survey undertaken during 1984-85, was given high priority in the work plan ofthe 
Institute. 

The survey provides us with an up-to-date set of relevant data useful to evaluate population, hcalth 
and family planning programmes and to assess the overall demographic situation in the country. The results 
produced in this report provide social scientists, policy makers, and planners with a clear picture about thc 
cumnt level of demographic and health indicators and trends in the recent past and illuminate thc likely 
direction for the future. The importance of thcPDHS lies in the fact that it provides basic resource material 
for the Eighth Five-Year Plan presently being formulated. 

For undertaking this arduous task, the Institute cooperatcd with IRD/Macro International Inc., which 
provided technical assistance and data processing equipment. The Federal Bureau of Statistics providcd 
assistance in the selection of the sample and the fieldwork. The United States Agcncy for International 
Development (USAID) and the Government of Pakistan provided financial assistance and staff for thc 
execution of this activity. To all these agencies, NIPS is highly indebted. 

Since this project is a researchexercise, there could be diffcrences in the findings of this survcy and 
other data available from different sources. This is an understandable situation; qucstions havc cspccially 
been raised about the data on immunisations, the contraceptive method mix and fertility estimates. The uscrs 
of these data may use caution while interpreting these differenccs and may draw their own conclusions. 

Those who actually worked on the project from its inception to its completion dcscrve special 
appreciation. I am also thankful to Mr. K. U. Famqui and Mr. K. M. Chima for their interest, support and 
guidance during their stay at NIPS as Project Director. We also acknowledge the scrvices of Dr. A. Ghayur 
who worked as Principal Investigator for the initial pan of the project. 

Islamabad 
1992 

M. S. Jillani, Ph.D. 
Executive Director 
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SUMMARY OF FINDINGS 

The Pakistan Demographic and Health Survey (PDHS) was fielded on a national basis between the 
months of December 1990 and May 1991. The survey was carried out by the National Institute of Population 
Studies with the objective of assisting the Ministly of Population Welfare to evaluate the Population Welfare 
Programme and maternal and child health services. The PDHS is the latest in a series of surveys, making it 
possible to evaluate changes in the demographic status of the population and in health conditions nationwide. 
Earlier surveys include the Pakistan Contraceptive Prevalence Survey of 1984-85 and the Pakistan Fertility 
Survey of 1975. 

Until recently, fertility rates had remained high with little evidence of any sustained fertility decline. 
In recent years, however, fertility has begun to decline due to a rapid increase in the age at marriage and to 
a modest rise in the prevalence of contraceptive use. The total fertility rate is estimated to have fallen from 
a level of approximately 6.4 children in the early 1980s to 6.0 children in the mid-1980s. to 5.4 children in 
the late 1980s. The exact magnitude of the change is in dispute and will be the subject of further research. 
Important differentials of fertility include the degree ofurbanisation and the levelof women's education. The 
total fertility rate is estimated to be nearly one child lower in major cities (4.7) than in rural areas (5.6). 
Women with at least some secondary schooling have a rate of 3.6. compared to a rate of 5.7 children for 
women with no formal education. 

There is a wide disparity between women's knowledge and use of contraceptives in Pakistan. While 
78 percent of currently manied women report knowing at least one method of contraception, only 2 1 percent 
have ever used a method, and only 12 percent are currently doing so. Three-fourths of current users are using 
a modem method and one-fourth a traditional method. The two most commonly used methods are female 
sterilisation (4 percent) and the condom (3 percent). Despite the relatively low level of contraceptive use. 
the gain over time has been significant. Among manied non-pregnant women, contraceptive use has almost 
tripled in 15 years, fmm 5 percent in 1975 to 14 percent in 1990-91. The contraceptive prevalence among 
women with secondary education is 38 percent, and among women with no schooling it is only 8 percent. 
Nearly one-third of women in major cities are current users of contraception, but contraceptive use is still rare 
in rural areas (6 percent). 

The Government of Pakistan plays a major role in providing family planning services. Eighty-five 
percent of sterilised women and 8 1 percent of IUD users obtained sewices from the public sector. Condoms, 
however, were supplied primarily through the social marketing programme. 

The use of contraceptives depends on many factors, including the degree of acceptability of the 
concept of family planning. Among currently manied women who know of a contraceptive method. 62 
percent approve of family planning. There appears to be a considerable amount of consensus between 
husbands and wives about family planning use: one-third of female respondents reported that both they and 
their husbands approve of family planning, while slightly more than one-fifth said they both disapprove. The 
latter couples constitute a group for which family planning acceptance will require concerted motivational 
efforts. 

The educational levels attained by Pakistani women remain low: 79 percent of women have had no 
formal education. 14 percent have studied at the primary or middle school level, and only 7 percent have 
attended at least some secondary schooling. The traditional social structure of Pakistan supports a natural 
fertility pattern in which the majority of women do not use any means of fertility regulation. In such 
populations, the proximate determinants of fertility (other than contraception) are crucial in determining 
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fertility levels. These include age at maniage, breastfeeding, and the duration of postpartum amenorrhoea 
and abstinence. 

The mean age at marriage has risen sharply over the past few decades, fmm under 17 years in the 
1950s to 21.7 years in 1991. Despite this rise. maniage remains virtually universal: among women over the 
age of 35, only 2 percent have never married. Marriage palems in Pakistan are characlerised by an unusually 
high degree of consanguinity. Half of all women are married to their first cousin and an additional 11 percent 
are married to their second cousin. 

Breastfeeding is important because of the natural immune protection it provides to babies, and the 
protection against pregnancy it gives to mothers. Women in Pakistan breastfeed their children for an average 
of 20 months. The mean duration of postpartum amenorrhoea is slightly more than 9 months. After the birth 
of a child, women abstain from sexual relations for an average of 5 months. As a result, the mean duration 
of postpartum insusceptibility (the period immediately following a binhduring which themother is protccted 
from the riskof pregnancy) is 11 months, and the median is 8 months. Because of differentials in the duration 
of breastfeeding and abstinence, the median duration of insusceptibility varies widely: from 4 months Tor 
women withat least some secondary education to 9 months for women with no schooling; and from 5 months 
for women residing in major cities to 9 months for women in rural areas. 

In the PDHS, women were asked about their desire for additional sons and daughters. Overall, 40 
percent of currently married women do not want to have any more children. This figure increases rapidly 
depending on the number of children a woman has: from 17 percent for women with two living children, to 
52 percent for women with four children, to 71 percent for women with six children. The desire to stop 
childbearing varies widely across cultural groupings. For example, among women with four living childrcn, 
the percentage who want no more varies from 47 percent for women with no education to 84 percent for thosc 
with at least some secondary education. 

Gender preference continues to be widespread in Pakistan. Among currently married non-pregnant 
women who want another child. 49 percent would prefer to have a boy and only 5 percent would prefer a girl, 
while 46 percent say it would make no difference. 

The need for family planning services, as measured in the PDHS, takes into account women's 
statements concerning recent and future intended childbearing and their use of contraceptives. It is cstimatcd 
that 25 percent of currently married women have a need for family planning to stop childbearing and an 
additional 12 percent are in need of family planning for spacing children. Thus, the total need for family 
planning equals 37 percent, while only 12 percent of women are currently using contraception. The result 
is an unmet need for family planning services consisting of 25 percent of currently married women. This gap 
presents both an opportunity and a challenge to the Population Welfare Programme. 

Nearly one-tenth of childreninPakistan die before reaching their first birthday. The infant mortality 
rate during the six years preceding the survey is estimated to be 91 per thousand live births; the under-five 
mortality rate is 117 per thousand. Thc under-five mortality rates vary from 92 per thousand for major cities 
to 132 for ~ r a l  areas; and from 50 per thousand for women with at least some secondary education to 128 
for those with no education. 

The level of infant mortality is influenced by biological factors such as mother's age at birth, birth 
order and, most importantly, thelengthofthepreceding birth interval. Childrenborn less than two years after 
their next oldest sibling are subject to an infant mortality rate of 133 per thousand, compared to 65 for those 
spaced two to three years apart, and 30 for those born at least four years after their older brother or sister. 



One of the priorities of the Government of Pakistan is to pmvide medical care during pregnancy and 
at the time of delivery, both of which are essential for infant and child survival and safe motherhood. 
Lookingat children born in the five years preceding the survey,antenatalcare was receivedduringpregnancy 
for only 30 percent of these births. In rural areas, only 17 percent of births benefited from antenatal care. 
compared to 71 percent in major cities. Educational differentials in antenatal care are also striking: 22 
percent of births of mothers with no education received antenatal care, compared to 85 percent of births of 
mothers with at least some secondary education. 

Tetanus, amajor cause of neonatal death in Pakistan, can be prevented by immunisationof the mother 
during pregnancy. For 30 percent of all binhs in the five years prior to the survey. the mother received a 
tetanus toxoid vaccination. The differentials are about the same as those for antenatal care generally. 

Eighty-five percent of the births occurring during the five years preceding the survey were delivered 
at home. Sixty-nine percent of all births were attended by traditional or trained birth anendants, while 19 
percent were assisted by a doctor or nurse. 

The Expanded Programme on Immunisation in Pakistan has met with considerable succcss. Among 
children 12 to 23 months of age, 70 percent had received a BCG vaccination, 50 percent a mcasles vacci- 
nation, and 43 percent had received all three doses of DPT and polio vaccine. Only 35 pcrcent, however, had 
received all of the recommended vaccinations, while 28 perccnt had received none at all. Thirty-nine pcrcent 
of boys were fully protected, compared to 31 percent of girls. 

Sixteen percent of children under the age of five had been ill with a cough accompanied by rapid 
breathing during the two weeks preceding the survey. Children 6-1 1 months old were most prone to acutc 
respiratory inrections (23 percent). Two-thirds (66 percent) of children who were sick were taken to a health 
facility or provider. All but 15 percent of the sick children received some kind of trealment. 

About the same proportion of children (15 percent) had suffered from diarrhoea in the two wccks 
preceding the survey, with the highest incidence among children under two years of age. Nearly hall (48 
percent) were taken to a health facility or provider. About two of five (39 percent) children wilh diarrhoea 
were treated with oral rehydration solution prepared from ORS packets. Knowledge of oral rchydration 
therapy is widespread: 90 percent of mothers recognise ORS packets. Nearly two-thirds (63 percent) of 
mothers have used ORS packets at some time, and among these, three-quarters had mixed the solution 
correctly the last time they prepared it. 

Thirty percent of children had suffered fmm fever in the two weeks preceding the survey. Those 
most prone to illness were age 6 to 11 months. Two-thirds of children with fever wert taken to a health 
facility or provider. 

Inadequate nutrition continues to be a serious pmblem in Pakistan. Fifty percent of children undcr 
five years of age suffer from stunting (an indicator of chronic undernutrition), as measured by height for agc. 
The prevalence of stunting increasci with age, from 16 perccnt for childrcn undcr 6 monthsto 6 fpcrccn~ol  
four-year olds. The lowest prevalence is found in Punjab (44 percent), and the highest in Balochistan (71 
percent). The mother's level of education is an important factor; the prevalence of stunting varies from 18 
percent for mothers with some secondary education to 56 perccnt for mothers with no education. 

Acute undernutrition, low weight for height, is less of a problem in Pakistan rhan chronic 
undernutrition. Nine percent of children suffer fmm acute undernutrition (wasting). The prevalence of 
wasting does not vary substantially between geographic groupings. The largest differential is for mother's 
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education: 4 percent of children of mothers with some secondary school or higher education are wasted. 
compared to 10 percent of children of mothers with no schooling. 

A systematic subsample of households in the women's survey was selected to obtain information 
from the husbands of currently married women. The focus was on obtaining information about altitudes. 
behaviour. and the role of husbands regarding family planning. Husbands' responses concerning knowledge 
and use of contraception were remarkably similar to women's responses: about four-fifths knew of at least 
one method. two-thirds knew of a source of supply, one-fourth reported that they and theirspouses had used 
contraception sometime in the past, and about one-seventh were current users. 

Although a majority of husbands (56 percent) appmve of family planning, wives are more likely to 
favour family planning than their husbands. Since husbands usually have a predominant mle in family 
decision making, the family planning programme should increase efforts to educate and motivate husbands. 
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CHAPTER 1 

INTRODUCTION 

Abdul Razzaque Rukanuddin and Tauseef Ahmed 

This report gives the major findings of the Pakistan Demographic and Health Survey (PDHS) 
conducted from December 1990 to May 1991 on a nationwide basis. After the preliminary report, published 
in August 1991, this is the first in a series of reports on the PDHS findings with the objective of improving 
the Population Welfare Programme and health services in Pakistan. Besides presenting results at the national 
level, this report presents information by urban-rural areas and by province. Before presenting the major 
fmdings, this chapter discusses the physical features, people, culture, religion, language, population distri- 
bution and size, fertility and mortality levels, literacy and educational attainment, economy, population and 
family planning and health policies and programmes of the country. The objective of this presentation is to 
make the reader familiar with the historical, geographic, socioeconomic and demographic features of the 
country. 

1.1 Physical Features 

Pakistan, situated in the northwestern pan of the South Asian subcontinent, obtained independence 
from the British on August 14, 1947 after the subdivision of the Indian subcontinent. It is a land mass of 
diversified relief withvast plains in the Indus basin, a rocky expanseof plateaus in the southwest and majestic 
mountains in the north with beautiful valleys, snow-covered peaks and glaciers. Pakistan extends from 24" 
to 37"N latitude and from 61" to 75"E longitude. On its east and southeast lies India, to rhe north and 
northwest is Afghanistan, to the west is Iran and in the south, the Arabian Sea. It has a common frontier with 
Chiia on the border of its Gilgit Agency. Tajikistan, formerly in the USSR, is separated from Pakistan by 
a narmw strip of Afghan territory called Wakhan. 

This variety of landscape divides Pakistan into six major regions: the Northern High Mountainous 
Region. the Westem Low Mountainous Region, the BalochistanPlateau, the Potohar Uplands, and the Punjab 
and Sindh fertile plains. Pakistan is a land of great rivers like the Indus and its tributaries, large dams like 
Tarbela, and high mountain peaks like K2 (Mount Goodwin Austin - 8,6 11 metres) and Nanga Parbat (8,126 
metres). 

1.2 Climate, Rainfall, a n d  Seasons 

Pakistan has a continental type of climate, characterized by extreme variations of temperature 
depending on the topography of the country. Pakistan experiences a general deficiency of rainfall. Although 
it is in the monsoon region, it is arid, except for the southern slopes of the Himalayas and the submountainous 
tract where the annual rainfall varies between 76 and 127 cm. Balochistan is the driest part of the country 
with an average rainfall of 21 cm. 

There are four well-maked seasons in Pakistan, namely: 

1. Cold season (December to March) 
2. Hot season (April to June) 
3. Monsoon season (July to September) 
4. Post-monsoon season (October to November). 



1.3 Administrative Divisions 

The total land area of Pakistan is about 796.000 square kilometres. Pakistan is comprised of the 
provinces of Punjab. North West Frontier. Balochistan and Sindh and the Federally Administered Tribal 
Areas (FATA) ofthe north and northwest (see map, page xxiv). Each province is divided into administrative 
divisions, districts. tehsils and talukas. There were 16 divisions and 72 districts in the country in 1991. 
Islamabad, the capital of Pakistan. which lies in the northern part of the country at the bottom of the Margala 
hills near Rawalpindi, is a well-planned city which was constructed beginning in the 1960s. 

1.4 People, Culture, Religion, and Language 

Pakistan historically attracted migrants from many nations in the northwest and thenonheast. These 
include Dravidians, Aryans,Greeks,Turks,Persians, Afghans, Arabs and Mughals. Thedominant racial type 
in Pakistan is Indo-Aryans. 

In the cultural arena, Pakistan has inherited a rich heritage. A highly developed way of life was 
attained by the people of Pakistan in the Indus Valley Civilization about 5000 years ago which came to an 
end around ISM1 B.C. About 500 B.C., the northern city oTTaxila emerged as a famous centre of Buddhist 
learning and culture which existed for a thousand years. 

Pakistan is an ideological state which came into existence as a result of the demand for a separate 
homeland for the Muslims of the Indian subcontinent. The Muslim majority areas were mostly carved out 
into Pakistan. Therefore, the large majority of the population of Pakistan is comprised of Muslims. A 
negligible minority of Hindus is settled mainly in the border districts of Sindh. Christians are widcly sprcad 
throughout the country and form about three percent of the total population. The Parsis (Zoroastrians), who 
number about 20,000, are an economically notable minority, mostly settled in Karachi. The constitution of 
Pakistan guarantees the right of minorities to profess, practice and propagate their religion and cvery 
administrative position is open to them with the cxception of the Hcad of State and the Prime Minister. 

Urdu is the language most commonly spoken throughout the country. Balochi and Brohi are spokcn 
in most of Balochistan, Pushto in North West Frontier Province (NWFP) and also in some pans of 
Balochistan, Punjabi in Punjab, and Sindhi in the Province of Sindh. Saraiki is widcly spokcn in southem 
Punjab in the districts of Multan, Bahawalpur and Dera Ghazi Khan and adjoining areas in Balochistan, 
NWFP and Sindh. The medium of education is Urdu but English continues Lo be used in higher education 
and professional colleges, particularly in scientific and technical fields. English is widcly used for 
commercial, legal and other official busincss in the country. 

1.5 Population 

Population Size 

Pakistan is the ninth most populous country in the world after China, India, the former USSR, USA, 
Indonesia, Brazil, Japan, and Nigeria. The population of Pakistan was 16.6 million at the beginning of the 
twentieth century (in 1901). By the time of independence in 1947, the population was estimated to have 
doubled to 32.5 million. In the first decennial census (1951), the population of Pakistan was reported to be 
33.8 million while in the last decennial census in 1981 the population size was 84.3 million (see Table 1.1). 
In 1991, the population was estimated to be around 115 million with males comprising 52.5 percent of the 
population. The sex ratio of the population is estimated to be 11 1 males per 100 females. Since 
independence, the population has increased at an average growth rate of 2.9 percent per annum. The present 
growth rate of the population is estimated to be around three percent. 



Table 1.1 Pmlation size and distribution 

Distribution of populntion. intercensal change and avezage annual 
gmwth rate of population by residence. Pakistan, 1951-1981 

Census year 

Area 1951 1961 1972 1981 

Urban 
Rural 

Population (In 0%) 

Total 33.817 42.978 65.321 84.254 

Urban 17.8 22.5 25.4 28.3 
Rural 82.2 77.5 74.6 71.7 

Total 100.0 100.0 100.0 100.0 

Interrend percent change 

Urban 
Rural 

Total 

Average annual gmwth rate 

Urban 4.88 4.77 4.38 
Rural 1.84 3.32 2.58 

Toml 2.45 3.67 3.06 

Source: Population Census (hganisation (1985). 

Population Distribution 

The population of Pakistan is unevenly distributed among its various provinces. Punjab is the most 
densely populated pmvince with about one-qualter (26 percent) of the total land area of the country and more 
than half (56 percent) of the total population. The next most densely populated pmvinces are Sindh, with less 
than one-fifth (18 percent) of the land area and 23 percent or the total population and North West Frontier 
Province (NWFP) and the Federally Administered Tribal Area (FATA) with 13 percent of the land area and 
16 percent of the total population. Balochistan, which is the largest pmvince by area (with 44 percent of the 
total land area), has the lowest proportion of Pakistan's total population (5 percent). The population density 
in the country increased from 43 persons per square kilometre in 1951 to 106 persons per square kilometre 
in 1981 and further to around 145 persons per square kilometre in 1991. 

Urban-Rural Distribution 

Pakistan is predominantly an agricultural country with just over 50 percent of the work force 
employed in occupations related to agriculture. The 1981 Census reported that 72 percent of the total 
population lived in rural areas. However, urban gmwth over the years has been dramatic. The proportion 



urban increased from 18 percent in 1951 to 28 percent in 1981. In terms of absolute numbers, the urban 
population nearly quadrupled from 6.0 million in 1951 to 23.8 million in 1981. However, the intercensal 
average annual growth rate of the urban population declined from 4.9 percent for the period 1951-61 to 4.4 
percent for the period 1972-81, primarily due to a change in the definition of urban areas (see Table 1.1). 

1.6 Fertility 

Several attempts have been made in Pakistan to estimate fertility rates through direct as well as 
indirect techniques. A number of estimates have been made based on different sets of data, methods and 
assumptions. Given the trend in population gmwth, the inevitability of fertility as an important focus of 
population studies cannot be overemphaqized. But a major problem in Pakistan is the wide variations in 
fenility estimates derived fmm different sets of data (Rukanuddin and Famoqui 1988), reflecting problems 
in data inconsistency due to methodological and procedural differences. For instance, the direct fertility 
estimates bascd on the 1975 Pakistan Fertility Survey and the 1984-85 Pakistan Contraceptive Prevalcncc 
Survey are lower than the indirect estimates based on the Population Growth Surveys (conducted bctwcen 
1968 and 1979) and the Pakistan Demographic Surveys (conducted annually since 1984). Howcvcr, prior 
demographic surveys confirm the persistence of ahigh level of fertility in Pakistan but with a gradual dcclinc 
over time. The principal decline has been observed for the younger age groups and is attnbutcd primarily 
to an increase in the age at marriage. Changes over time in othcr proximate determinants of fenility in  
Pakistan such as contraceptive use and breastfeeding are less conducive to lowcr fcrtilily. Sincc 1974, 
surveys have estimated the crude birth rate to vary fmm 37 to 43 pcr thousand population and the total 
fertility rate to range between 5.9 and 6.9 children per woman. 

1.7 Mortali ty 

In Pakistan, the systematic study of trends, levels and differentials in mortality is impcdcd by a lack 
of reliable data. Although a system of vital registration has been in existence in the counlry since the last 
quarter of the 19th century, the recorded data suffer from errors in coverage and inaccuracies in the 
information pmvided. It isestimated that at the time of independence, the crude dealh rate (CDR) was around 
25 to 30 per thousand population. The decline in monality after thc Second World War has bccn very rapid, 
with the CDR falling to about 10 to 12 deaths per thousand in the 1980s. This has bccn due inter alia to 
improvements in the availability of food through higher levels of production, the effective control of 
procurement and distribution of food grains, and the increasing pace of socioeconomic dcvclopment. 
Epidemics have also been eliminated and diseases brought under control with the development of effective 
public health measures and medical services such as inoculation and vaccination programmes. 

The infant monality rate was around 150 to 180 deaths per thousand live births at thc timc of 
independence in 1947. This has declined to less than 100 in 1991. mainly due to improved health scrviccs 
and a successrul immunisation programme. Available evidence suggests that slightly morc than onc-third 
(36 percent) of all deaths occur during infancy in Pakistan. Moreover, one-third of all infant deaths occur 
withii one week of birth. An additional 22 percent of deaths occur in the second to fourth week. In othcr 
words. more than half of infant deaths are neonatal deaths that occur within four weeks of birth. Much could 
be done to eliminate some of the causes of neonatal deaths such as short birth intcrvals and high parity births. 

Maternal deaths, associated withcomplications of pregnancy and childbirth, are quite high. Four o l  
five deliveries are anended by traditional birth attendants or elderly women. Repeated and closely spaced 
pregnancies and births coupled with high parity pregnancies are found to res& in a high incidcncc of 
maternal deaths. In Pakistan it is estimated that around 500 maternal deaths occur per hundred thousand live 



Although a gradual decline in mortality has been taking place in the country, health care coverage 
is still insufficient. Only 55 percent of the population has access to health services. A significant 
augmentation of services is necessary in order to reduce mortality, especially in ~ r a l  areas. 

The life expectancy at birth has increased fmm 35-38 years at the time of independence to close to 
60 years around 1990. The single largest increase in longevity occurred after the 1960s. In the past, males 
inPakistan, on the whole, enjoyed a longer life expectancy (3-4 years longer than females) because of highcr 
female mortality at younger ages and during the reproductive years (although this result might have bcen 
affected by differential underreporting of mortality by sex). Recently this difference has been reduced. 

1.8 Literacy and Educational Attainment 

Pakistan has one of the lowest literacy rates (31 percent) in the world. Moreover, in 1985 there was 
a wide gap betweenmale (43 percent) and female (18 percent) literacy rates. The lowest female literacy rate 
(4 percent), as of the 198 1 Census, was obselved for Balochistan. The literacy ratc among ~ r a l  fcmalcs was 
only 2 percent in Balochistan and 4 percent in NWFP (Rukanuddin and ~ a & ~ u i  1988); 

The primary school enrolment ratio is also very low (49 percent). The corresponding figurcs for 
males and females are 63 percent and 35 percent, respectively. Primary education in Pakistan is furthcr 
characterized by drop-out and repeater rates which areconsidered to be among the highest in the world. Only 
50 percent of the students who enterprimary school complete the five years ofprimary school. Students, on 
the average, go to school for 1.7 years, which is very low compared to the average years of schooling inothcr 
developing countries (United Nations Development Programme 1991). 

1.9 Economy 

Pakistan is intrinsically an agricultural country with more than 70 percent of its population living in 
rural areas. Agriculture is the largest single sector of the economy, employing more than 50 percenl of the 
labour force. Agriculture accounts for 24 percent of the gmss domestic product (GDP) and 70 perccnt of 
export earnings (Rukanuddin and Farooqui 1988). Development in agriculture and industry has transformed 
the economy of Pakistan and moved the country toward self sufficiency in meting its basic nccds. 

In 1990-91. the average per capita income in Pakistan was about Rs 9000 (US$400). The avcrage 
rural monthly income per household in Pakistan is around one-third lower than the per household urban 
income. Moreover, it has been estimated that about 30 percent of the population in Pakistan live below the 
poverty line. Pakistan also has a low gross domestic savings rate of 13 percent of the GDP. The average 
annual growth rate of the GDP during the period 1985-90 was about 5.8 percent. 

1.10 Population and Family Planning Policies and Programmes 

Pakistan was a pioneer among the most populated developing countries in supporting and 
implementing family planning activities starting in the 1950s. Concem has been expressed in successive 
Five-Year Development Plans (1955-60 to 1988-93) about rapid population growth and provisions have been 
made to support a family planning programme to deal with this burgeoning problem. Different approaches 
and strategies have been adopted during each plan period to promote the concept of a small family norm and 
to encourage the use of modem methods of family planning. These strategies have varied in design. 
coverage, outreach, supervision and guidance. However, due to a lack of consistent government commitment 
and social and cultural constraints, the programme has not been adequately effective in providing family 
planning services or generating widespread demand for the adoption of contraceptives. Financial and 
operational obstacles have also hindered the coverage of the programme, which is in the range of 25-30 



percent of the total population. Family planning facilities are more concentrated inurban areas than in rural 
areas. The fertility inhibiting effect of the family planning programme has been low in Pakistan and 
contraceptive use has remained low despite the existence of the programme for the last three decades. 

The environmentforfamily planninginPakistan has beenquitedifficult. Factors which are generally 
associated with high fertility rates worldwide also pertain to Pakistan: high illitemcy and low educational 
attainment (particularly among females), poverty, high infant and child mortality, high maternal mortality, 
a preference for sons, poor access to health facilities, low socioeconomic status of women, ignorance, 
conservatism, fatalism and religiosity. These factors reinforced one another in maintaining high and stable 
fertility rates in the country. After many years of effort, the coverage of family planning services does not 
exceed one-third of the population. Various fertility surveys have found a wide gapbetween knowledge and 
the use of contraception in Pakistan. These surveys, however, have also indicated the existence of a potential 
demand for family planning expressed by Pakistani women (Population Welfare Division 1986). 

1.11 Health Policies and Programmes 

The Ministry of Health provides health care services thmugh government hospitals and other health 
outlets. The objective of the health policy is to reduce the incidence of morbidity and mortality by providing 
preventive and curative care to the whole population. Specific attention is given to reducing infant and child 
mortality. cunailing severe undernutrition among children and mothers, and improving child survival and safe 
motherhood. 

In order to combat high childhood morbidity and mortality due to infcctious and communicable 
diseases, an immunisation programme was initiated in 1978 to infants and young children against six 
common diseases and pregnant mothers against tetanus. This programme was greatly accelerated in 1982 
with the collaboration of the World Health Organisation and UNICEF. The Expanded Programme on Immu- 
nisation @PI) is a major component of this scheme to provide universal immunisation. 

High maternal mortality is a priority area for health policy and coverage is provided to mothers 
through ante- and postnatal services performed at maternal and child health centres. These efforts are 
complemented by projects focusing on child survival and nutritionaJ status through growth monitoring, 
adequate food supplementation and the promotion of breastfeeding. 

The govemmentiscommitted to improving the quality of health sewices and the coverageofprimary 
health care services, especially in the rural areas, through its Basic Health Units and Rural Health Centres. 
The provincial Health Depamnents of the respective provinces provide these services through their outlets. 
It was only in 1991 that the new health policy provided for family planning services to be offered through 
all health outlets as an integral part of health services. 
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CHAPTER 2 

SURVEY DESIGN AND IMPLEMENTATION 

TausetfAhmed, M. D. Mallick and Apedo Aliaga 

This chapter outlines various aspects of the design and implementation of the Pakistan Demographic 
and Health Survey-namely, the objectives and organisation of the survey, the sample design, the ques- 
tionnaire design, training and fieldwork, data processing, and implementation. 

2.1 Objectives of the Pakistan Demographic and Health Survey 

The primary objective of the Pakistan Demographic and Health Survey (PDHS) was to provide 
national- and provincial-level data on population and health in Pakistan. The primary emphasis was on the 
following topics: fertility, nuptiality, family size preferences, knowledge and use of family planning, the 
potential demand for contraception,the level of unwanted fertility, infant and chid mortality, breastfeeding 
and food supplementation practices, maternal care, child nutrition and health, immunisations and child 
morbidity. This infomation is intended to assist policy makers, administrators and researchers in assessing 
and evaluating population and health programmes and strategies. The PDHS is further intended to serve as 
a source of demographic data for comparison with earlier surveys, particularly the 1975 Pakistan Fertility 
Survey PFS) and the 1984-85 Pakistan Contraceptive Prevalence Survey (PCPs). 

2.2 Organisation of the Survey 

In April, 1990, the National Institute of Population Studies (NIPS), on behalf of the Government of 
Pakistan, signed a contract with the United States Agency for International Development (USAID) and 
IRD/Macro International Inc. (IRD), Columbia, Maryland, to carry out the Pakistan Demographic and Health 
Survey in collaboration with the Federal Bureau of Statistics. Statistics Division, Government of Pakistan. 
Technical assistance was provided by IRD for all phases of the survey through the Demographic and Health 
Surveys programme. The survey was funded by the United States Agency for International Development 
(USAID) and the Government of Pakistan. 

2.3 Sample Design 

The sample design adopted for the Pakistan Demographic and Health Survey is a stratified, clustered 
and syslematic sample of households. The universe consists of all urban and rural areas of the four provinces 
of Pakistan as defined in the 1981 Population Census, excluding the Federally Administcmd Tribal Areas 
(FATA), military restricted areas, the districts of Kohistan, Chitral and Malakand, and protected areas of 
North West Frontier Province (NWFP). The population of excluded areas constitutes about 4 percent of the 
total population. 

For theurban samde. the sam~linr! frame used was the master ~ a m ~ k ~ F 2 ~ a I t d  bv the Federal Bureau . . .  
of Statistics. This frame w k  developeb bydividing eachcity/town into enumeration blo& of approximately 
200-250 households with detailed and clearly recognizable boundary oarticulars and maps. The uodatinr! of 
the frame was done on the basis of the inforkatioi obtained from the 1988 Census of ~stablishn;ents. For 
the rural sample, the sampling frame used was the village list published by the 1980 Housing Census. The 
primary sampling units in the urban domain were enumeration blocks; in the rural domain they were 
mouzasldehs/villages. 



Sample Size and Allocation 

The PDHS sample is a subsample of the Federal Bureau of Statistics master sample, which includes 
7.420 primary sampling units (PSUs). Consideration in the selection of the PDHS sample was given to the 
population parameters and geographic levels for whichestimates were required, the resources available, and 
the expected rate of nomsponse. A sample of 8.019 households (secondary sampling units) was selected 
for coverage from 408 sample areas (PSUs). The distribution of primary samplingunits, secondary sampling 
units (SSUs), eligible women and eligible husbands and their actual coverage in the four provinces is given 
in Tables 2.1,Z.Z and 2.3. 

Stratification Plan 

Cities having a population of 500.000 and above (Faisalabad. Gujranwala, Hyderabad. Karachi. 
Lahore, Multan. Peshawar, and Rawalpindi) were included to form the domain for the major cities. Quetta. 
which had a population of less than 500,000 but is the capital of Balochistan, was also included as a major 
city. For the selection of the sample, each of these cities constituted a separate stratum which was further 
stratified into low, middle, and high income mas ,  based on information collected ineach enumeration block 
at the time theurbansampling frame was updated. For the remaining uhan citieshowns, divisions ofNWFP. 
Sindh, Punjab and Balochistan were grouped together to form a stratum. For the rural domain, each district 
in each province was considered a stratum, except in Balochistan where each division constituted a stratum. 

A two-stage stratified sample design was adopted for the survey. The sample PSUs from each urban 
stratum were selected with probability proportional to the number of households. The sample PSUs from 
each rural stratum were selected with probability proportional to the population enumerated in the 1981 
census. 

~- ~ - -- 

Table 2.1 Sample w v e m ~ c  for urban and rural arcas combined 

Coverage of primary sampling units (PSUs), secondary sampling units (SSUs), eligible w o m n  and eligible husbands. Plldsfan 
1990-91 

Number of SSUs Number of Number of 
Number of PSUs (households) eligible w-n c l i ~ b l c  husbands 

Not Not Not No1 
Rovina  Covered covered Total Covered wvend T o l  Covered covered Total Covered covered Total 

Punjab I55 0 155 2598 192 2790 22W 124 2331 461 103 564 
Sindh 110 0 110 2071 189 2260 1798 102 1WO 364 175 539 
NWFP 82 0 82 1609 147 17% 1665 24 1689 313 81 394 
Balochisran 60 1 61 915 298 1213 941 43 984 216 44 260 

T o l  407 1 408 71?3 826 8019 6611 293 6904 1354 403 1757 



Table 2 2  S m l c  w v m w  f a  urban 

CoVeIage of urban pdmpy sampling units (PSUs), secondary sampling units (SSUs). eligible women and eligible husbands. Pakistan 
1993-91 

Number of SSUs Numbn of Number of 
Number of PSUs (households) eligible womn eligible husbands 

Not Not Not Not 
Province Covered wvered Total Covered covered Total C a v e d  covered Total Covered covered Total 

Sindh T 70 
M 49 
0 21 

Total T 225 
M 120 
0 105 

T = Total 
M = Major city 
0 = Olher lnban 

Table 2 3  Sample wvaage for nual areas 

Coverage of rvral primary sampling units (PSUs), sewndary sampling unim (SSUs), eligible women and eligible husbanda. Pakistan 
1990-91 

Number of SSUs Number of Number of 
Number of PSUs (households) eligible womn eligible husbands 

Not Not Not Not 
M i n c e  Covered covered Total Covered c o v c d  Total C o v e d  covered Total Covered covered Total 

F'unjab 83 0 83 1420 74 1494 1212 53 1265 249 47 296 
Sindh 40 0 40 904 96 loo0 739 30 769 158 55 213 
NWFF 40 0 40 910 90 1032 916 12 928 169 30 199 
Bdochispn 19 1 20 357 118 475 360 15 375 82 12 94 



Households within each sample PSU were considered secondary sampling units (SSUs). A fixed 
number of SSUs were selected systematically with equal probability using a random start and a sampling 
interval: 18 SSUs from each PSU in the urban domain in the four provinces and in the rural domain of 
Punjab Province and 25 SSUs from each PSU in the rural domain of the remaining three provinces of Sindh, 
NWFP and Balochistan Unlike previous surveys in Pakistan, the PDHS did not allow the substitution of 
households in the case of nonresponse. 

From the selected sample of SSUs, a systematic subsample of one in three households was chosen 
for inclusion in the husbands' sample. The husbands of eligible women in these households were eligible 
to be interviewed. provided that they slept in the household the night before the interview. 

The sample was designed to produce reliable estimates of population and health indicators separately 
for Karachi and for urban and rural areas of Punjab. Sindh. NWFP and Balochistan. This objective required 
an oversampling of all urban areas as well as the provinces of NWFP, Balochistan and Sindh. 

Because of the nature of the PDHS sample, a separate weighting factor was required for every PSU. 
The weighting procedure has two major components: the design component and the response differential 
component, with the design component being the major one. The weights were standardized so that the 
weighted number of completed cases at the national level is equal to the unweighted total. AAer data entry, 
weights were applied to the households and individuals in each PSU. to insure that the weighted sample 
would properly represent the actual geographic distribution of the population of Pakistan. Weights for 
husbands followed the same methodology as weights for women,except that the husbands' nonresponse rates 
were used in the calculations. 

The target was to intelview 8,019 ever-mhed women age 15-49. The size of the target sample was 
based on an assumption of 1.1 eligible women per household and a nonresponse rate of 10 percent. 

A summary of the distribution of eligible women and eligible husbands by province and urban-rural 
residence is presented inTables 2.1.2.2 and 2.3. In general, the sample was adequate in size and sufficiently 
representative of the population to provide reliable estimates for the country as a whole. for urban areas, for 
rural areas, and for each province. However, for smaller groups, the sampling errors are generally higher. 
The calculated sampling emrs  for selected variables are shown in Appendix B. 

2.4 Questionnaires 

Three types of questionnaires were used in the PDHS: the Household Questionnaire, the Woman's 
Questionnaire and the Husband's Questionnaire (see Appendix D). The contents of the questionnaires were 
based on the DHS Model B Questionnaire, which is designed for use in countries with low contraceptive 
prevalence. Additions and modifications to the model questionnaire were made after extensive consultations 
with related ministries and interested organisations and with members of the PDHS Technical Advisory 
Committee. The questionnaires were translated from the original English version into the national language 
(Urdu) and three regional languages (Punjabi. Sindhi and Pushto). 

The Household Questionnaire listed all usual residents of a sampled household, plus all visitors who 
slept in the household the night before the interview. Some basic information was collected on the charac- 
teristics of each person l i s ~ ,  including their age, sex, marital status, education and relationship to the head 
of the household. The main purpose of this section of the Household Questionnaire was to identify women 
and men who were eligible for the Women's Questionnaire and the Husband's Questionnaire. In addition, 
the Household Questionnaire collected information on the household itself, such as the source of water, type 



of toilet facilities, materials used in the construction of the house, and ownership of various durable consumer 
g-. 

The Woman's Questionnaire was used to collect information from eligible womeb-that is, all 
ever-manied women age 15-49 who slept in the household the night before the household interview. Eligible 
women were asked questions about the following topics: 

Background characteristics 
Reproductive history 
Knowledge and use of contraceotion 
pregnancy and breastfeeding - 
Vaccinations and the health of children 
Marriage 
Family size preferences 
Husband's background 

In addition, interviewing teams measured the height, weight and arm circumference of all respond- 
ents' children under age five. The PDHS was the first national survey that collected demographic, health and 
anthropometric data simultaneously. Thequestionnaire was designed tobe completed in an average interview 
time of about 60 minutes. The actual mean time for the individual interview was 53 minutes. The interview 
time ranged from 47 minutes for women with no children born since January 1986 to 60 minutes for women 
who had three or more children during that period. 

Interviews were also conducted with a subsample of husbands of eligible women who were married 
at the time of the survey. The Husband's Questionnaire consist. of a subset of the questions on the Woman's 
Questionnaire, with particular emphasis on family planning, marriage, and family size preferences. 

2.5 Recruitment, Training and Fieldwork 

The selection of field teams was done at the regional level in order to insure that interviewers were 
accustomed to local dialects and cultural norms and were acquainted with localities in adjacent areas. The 
majority of field interviewers had received either a bachelor's or a master's degree. 

In September-October 1990, prior to the main survey, a pretest of the questionnaires and field 
procedures was canied out. A two-week training session for inkrviewers and supekisors was conducted at 
Punjab University, Lahore. The training session was followed by two weeks of fieldwork. A total of 309 
pretest interviews were completed in urban and ~ r a l  areas of all four provinces in Pakistan (Punjab. Sindh. 
Nonh West Frontier Province, and Balochistan). 

Training for the main survey took place in November-December 1990. Training was held simul- 
taneously at the Regional Training Institutes of the Ministry of Population Welfare in three cities-Karachi, 
Lahore and Peshawar. Staff members fmm the National Institute of Population Studies, the Federal Bureau 
of Statistics, the Regional Training Institutes and IRDlMacro International conducted the training sessions. 

Participants inthe training course included 16 statistical officersfromtheFederal Bureau of Statistics 
(FBS) and more than 80 female and male interviewers. The four-week training course consisted of instruction 
in general interviewing techniques and field procedures, a detailed review of the questionnaires. practice in 
weighing and measuring children, and practice interviews in the field. Trainees who performed satisfactorily 
in the training programme were selected as interviewers for the main survey. The female interviewers whose 
performance was rated as superior were selected as field editors. 



The fieldwork for the PDHS was carried out by 15 interviewing teams. Each team consisted of one 
field supervisor from FBS, one field editor, three female interviewers, one male interviewer and one ddver 
(see Appendix A for a complete list of survey staff). The fieldwork started in December 1990 and was 
completed by May 1991. Transportation for the field teams was provided by FBS, provincial Population 
Welfare Departments, and NIPS. Assignment of PSUs to the teams and various logistic decisions were made 
by the PDHS staff. Each team was allowed a fixed period of time to complete fieldwork in a PSU before 
moving to the next PSU. All the teams started their fieldwork close to or adjacent to their headquarters. 

The main duty of the field editors was to examine the completed questio~aires in the field and 
ensure that all necessary corrections were made. An additional duty was to examine the on-going interviews 
and verify the accuracy of information collected on the eligibility of respondents. Throughout the survey, 
PDHS staffmaintained close contact with all 15 teams through direct communication and spot-checking. The 
objective was to provide support in the field and advice to enhance data quality and the efficiency of 
interviewers. This objective was accomplished by communicating data problems and possible solutions to 
the interviewing teams, reminding interviewers about proper probing techniques, and examining the fieldwork 
of the supervisors. Each team supervisor was provided by FBS with the original household listing and the 
household sample selected by &mputer for each designated PSU. In case of any e m r  in the sample 
information, the supervisors contacted FBS headquarters to resolve the problem. 

2.6 Data Entry and Processing 

All completed questionnaires for the PDHS were sent to the National Institute of Population Studies 
for data entry and processing. The data entry operation consisted of office editing, coding, data entry and 
machine editing. Although field editors examined the completed questionnaires in the field, these were 
re-edited at the PDHS headquarters by specially trained office editors. This re-examination covered: 
checking all skip sequences, checking circled response codes, and checking the information recorded in the 
filter questions. Special attention was paid to the consistency of responses to age questions and the accurate 
completion of the birth history. A second stage of office editing comprised the assignment of appropriate 
occupational codes and the addition of commonly mentioned "other" responses to the coding scheme. One 
supervisor and five data entry operators were responsible for the data entry and computer editing operations. 
The data were processed using five microcomputers and the DHS data entry and editing programmes written 
in ISSA (the Integrated System for Survey Analysis). The data entry startedin the first weekof January 1991, 
withim one week of the receipt of the first set of completed questionnaires. The data entry was done directly 
from the precoded questionnaires. All data entry and editing operations were completed by July 1991. A 
series of computer-based checks were done to clean the data and remove inconsistencies. Age imputation 
was also completed at this stage. As in all DHS surveys, age variables such as current age, age at first 
marriage, and the ages of all living or dead children were imputed for those cases in which information was 
missing or incorrect entries were detected. 

The PDHS followed the DHS tabulation plan, in order to maintain comparability with other countries 
where DHS surveys have been conducted. Some additional tables were included to examine special topics 
included on the modified PDHS questionnaire. 

2.7 Field Problems 

Every survey is subject to a variety of field problems, which cannot be fully anticipated. The major 
problems encountered in the PDHS are highlighted below, with a discussion of their possible effects. 



Transportation: Each field team was assigned a vehicle to visit dispersed PSUs and to move quickly from 
one sample area to the next. Unexpected heavy rains during the months of March, April, and May brought 
landslides and flooding in Punjab, NWFP and Balochistan, causing substantial delays. Tube-boats were. 
therefore. hired in some areas. Several attempts were made to reach engulfed PSUs. At times, travel on foot 
for several miles was necessary to reach the designated PSUs. 

Security of Teams: The law and order situation in Sindh was at its worst fmm January through April. Teams 
in Sindh were advised to take full precautions before going to any disturbed rural PSU. In addition, local 
security officers had to accompany interviewing teams to several PSUs in Balochistan. One PSU in 
Balochistan could not be reached by a S idh  team because of the insecure situation and a lack of police 
protection for the PDHS team. 

Supervision: In some instances, the work of certain supervisors was found to be weak: they were not 
moving to new PSUs as planned; they lacked coordination among team members: they did not dispatch the 
questionnaires from completed PSUs on time; they gave unauthorized leave to interviewers; they sent in an 
incomplete set of questionnaires; and at times they did not help female interviewers to locate sample 
households. 

Funds: Funds for the fieldwork were often not released by responsible agencies in a timely fashion. These 
delays caused frustration for interviewers as they had to rely on borrowed money rather than their own 
salaries. A loan of Rs. 2 million fmm the Ministry of Population Welfare provided timely relief and faci- 
litated the full execution of the fieldwork. 

Timing: The actual fieldwork was planned to be completed before the month of Ramadan which started in 
March 1991. Due to the unformnate delays caused by heavy rains. almost all teams worked throughout the 
month of Ramadan without any break. 

Noncooperation: In a few areas in NWFP and Sindh, where thc main cash cmp is poppies or where dacoits 
reside, almost all households were apprehensive about talking to the interviewers, especially when questions 
were asked about household members and the ownership of durable consumer goods. PDHS team members 
were sometimes mistaken for members of the narcotics board or as television license examiners. 

Cultural Norms: In several PSUs in Balochistan and NWFP, respondents willingly completed the interview 
but refused to allow anthropornetric measurements to be taken. Most women did not want any outsider to 
touch their children. Moreover, mothers did not want others to know the weight and height of their children 
to protect them fmm the evil eye. 

Sample Selection: The sample for the PDHS was selected at FBS headqualters. Some errors were detected 
in the sampling interval for households in the overall sample and in the husbands' sample. These problems 
caused some delays and confusionin the field. Most of these problems resulted in short-term difficulties but 
did not deter the overall progress of the project. 

2.8 Coverage of the Survey 

Tables 2.4 and 2.5 show the results of the household and individual interviews for the women's 
sample and the husbands' sample. A total of 8,019 households wereselectedfor the women's sample. About 
90 percent of the selected households were successfully contacted and interviewed. The shortfall was 
primarily due to dwellings that were vacant or households which were absent when they were visited by 
interviewers. Of the 7,404 households found to be occupied (including listed dwellings that could not be 
found). 97 percent were successfully interviewed. In other words, once a household was contacted, it was 



Table 24  Ruulm of the h o d o l d  and individual intmicws for the women's sunple 

Pemnt  diatdbution of households md eligible rMmn in the umnen'a q l e  by nsultl of the household and individual interviews. 
and response m s ,  lccading to midencc and province. Pakistan 199091 

Result of interview Total Major Othn 
and n s p o n s  rate u r h n  city urban Rural h n j a b  Sindh NWFP Balochistnn Total 

Selected households for 
women's rumple 

Completed (C) 
Household present but no 

mmpefcnt respondent 
at home (HP) 

Refused (R) 
Dwelling not found ( D m  
Household absent (HA) 
Dwelling vacant/addrcss 

not a dwclling (DV) 
Dwelling destroyed (DD) 
other (0)  

Total percent 
Number 

Household response rate 
for women's rumple (HRR)' 

Eligible women 
Comleted (EWC) 
Not i t  ho&(Ew'NH) 
Refused (EWR) 
Partly mmvleted (EWPC) 

Total percent 
Number 

Ellglble women 
response rate (EWRR)' 

Overall response rate 
for women ( O R R ~  

-- Lsss than 0.05 pcrcent 
'using the number of households falling into specific response categories, the household response rate (HRR) is calculated as: 

%sing the number of eligible women falling into specific response categories, the eligible women response rate (EWRR) is 
calculated as: 

EWC 

EWC + EWNH + EWR + EWPC 

%he overall response rate for women (ORRW) is calculated as: 

ORRW = HRR EWRR 



Table 2 5  Rcaulta of the hausehold and individual in tmiem far the husbands' w 1 c  

P-nt distribution of holucholds and eligible husbands in ths h u h & '  svllpls by m u l u  of the household and individual 
interviews. and respons rues. d n g  to m i d e m  and povince, P & I ~  19W-91 

Reaidem Rovina 

Result of interview Total Major O h  
and responac rate urban city urban Runl Punjab Sindh NWFP Balochismn Total 

Selected households for 
husbands' sample 

Completed (CH) 
Household premt  but 
no compeknl respondent 
at home (HPH) 

Refused (RH) 
Dwelling n d  found (DNFH) 
Household absent (HAH) 
Dwelling v~~ant/ad&ers 
not a dwelling (DVH) 

Dwelling destroyed (DDH) 
Other (OH) 

Total percent 
Number 

Housebold response rate for 
husbands' sample (HRRH)' 

Eliglble husbands 
Completed (EHC) 
Not i t  horn (EHNH) 
Posmned (Em) 
~ e f i s e d  (Ek) 
Ppltly completed (EHF'C) 
Other (EHO) 

Toral percent 
Number 

Ellglble husbands 
response role (EHRR? 

Overall response rnle 
for husbands (OR& 

-- Less than 0.05 percent 
'using the number of households falling into specific response categories, tho household response rate fa the husbands' sample 
(HRRH) is calculated as: 

CH 

CHt HPH t RH t DNFH 

2 ~ s i n g  the number of eligible husbands falling into specific response caegraics. the eligible husbands' nsponse raw (EHRR) is 
calculated as: 

EHC 

EHC + EHNH + EHP + EHR + EHPC 

?be overall response rate for husbands (ORRH) is calculated as: 

ORRH = HRRH * EHRR 



almost certain to complete the household interview. The highest response rate for the household intewiew 
was recorded for NWFP (99 percent); the lowest was recorded for Balochistan (92 percent). In more than 
IS percent of the cases in Balochistan. either the dwellings were vacant or the households were absent due 
to the temporary migration of households because of severe cold weather in that region. 

In the interviewed households, 6.910 women were. identified as eligible for the individual interview. 
Interviews were successfully completed for 96 percent of the eligible women. The difference between the 
number of women targeted for interviewing and actual contacts was mainly due to the fact that the actual 
numberof eligible women perhousehold was lower than assumed in the sample design. The principal reason 
for nonresponse among eligible women was the failure to find them at home, despite repeated visits to the 
household. The refusal rate was low (only 1.2 percent). 

A sample of 1,757 husbands of eligible women was identified as being eligible for the husbands' 
interview. However. only 77 percent ofeligible husbands could be contacted and have interviews completed. 
The response rate was particularly low in Sindh where almost one-third of eligible husbands were not at home 
and in major cities where one-quarter of husbands were not at home. The major reason for the high level of 
nonresponse among husbands was their absence from the households and the fact that male interviewers could 
not contact them even after several visits. 



CHAPTER 3 

CHARACTERISTICS OF HOUSEHOLDS AND RESPONDENTS 

Taureef Ahmed and Syed Mubashir Ali 

A profile of the demographic and socioeconomic characteristics of the population in the sample 
households is presented in this chapter to provide background information about the respondents interviewed 
in the PDHS. The characteristics of the population are compared with those reponed from earlier surveys 
and censuses, wherever possible, to examine differentials and trends. 

3.1 Household Composition 

Data on the household composition of the de jure population are presented for urban and ~ r a l  areas 
inTable 3.1. The results show that households in Pakistan are predominantly headed by males.' Only seven 
percent of all households are headed by females. This figure is slightly higher than the corresponding six 
percent obtained in the 1979-80 Population, LabourForce and Migration Survey. 

Pakistani households tend to be large with an average of six to seven persons living and eating 
together in a single household. The typical household in Pakistan has an average of 6.7 persons, but about 
one-quarter (26 percent) of all households have four or fewer members. The breakdown by place of residence 
shows that there aremore members in urban households (7.2 persons)than in rural households (6.5 persons). 
These results are consistent with the findings of the Pakistan Contraceptive Prevalence Survey (PCPs) and 
thePopulation, Labour Force and Migration Survey (PLM). Thelowermean size of households in rural areas 
could be due partly to the migration of some household members to urban areas. 

Joint and extended family living arrangements are the norm in Pakistan. More than 60 percent of 
households have three or more related adults, while one-third have two related adults. Only one household 
in twenty had just one adult among the usual residents of the household. 

Another topic for which data are generally not available in Pakistan is the extent to which children 
live with families other than their own parents. In the PDHS, only one percent of households contained 
children under 15 years of age, who were not living with either of their natural parents. Many of these 
children are likely lo be domestic servants, although some may be adopted or foster children. 

'Respondents to the household questionnaire were asked to identify the head of the household themselves. No 
standard definition was provided since the objective was to determine who was the. head of the household according 
to the respondent's own definition of that concept. 



Table 3.1 Household cnnwsition 

Percent ditnbulim of households by sex of head of household. howcbold size. and 
kinship of household members, and the wcenrate of househol& with children not 
livingwith e i k  of their natural parend. m r d k g  to urban-rural residence. Pakistan 
1990-91 

Household Total Major Other 
charactetic urban city urban Rural Total 

Household head 
Male 92.1 
Female 7.9 

Total 100.0 

Number of usual members 
1 1.9 
2 4.6 
3 6.4 

9 + 
Total 

Mean sue 7.2 
1979-80 PLM mean sue 6.6 
1984-85 PCPs mean sizc 7.3 

Kinshlp of household members 
One adult 3.0 
2 related adults opposite sex 27.8 
2 related adults same sex 1.4 
3+ related adul~s 65.8 
Other 1.9 

Total 100.0 

Percentage of households with 
childron not living with eithcr 
of their naNrd parents 1 .O 

Number of househalds 2120 

U = Unknown; no information 

3.2 Age-sex Distribution of the Household Population 

As in many developing countries, data collection efforts in Pakistan are subject to age misreporting 
and heaping on certain ages due to digit preference. Because of these limitations, special attention was paid 
in the PDHS to minimizing age reporting enurs. Interviewers were given training in the techniques of 
probing to elicit age information that is as accurate as possible. Interviewers were also provided with 
reference calendars to help them in determining an approximate age for those respondents who were not able 
to repon their exact age or date of birth. One calendar listed the dates of major national and local events for 
the last fifty years. Another calendar showed how to conven seasonal and Islamic months into dates in the 



Gregorian calendar. Finally, interviewers were provided with an age conversion table to allow them to check 
the consistency of age and date of birth responses. In most mral areas, where knowledge about ages and dates 
of birth is not the norm, the PDHS interviewers were largely successful in estimating age information by 
using the calendars or calculating the ages of individuals relative to the age of any household member whose 
age could be determined. Nevertheless, errors in recording ages and dates of birth could not be totally 
eliminated. 

Table 3.2 shows the age distribution of the de facto male and female population enumerated in the 
PDHS and sex ratios by five-year age groups. Because of continuing high levels of fertility, Pakistan's 
population is relatively young (see Figure 3.1). The median age of the de facto population is 17.6 years. 
Some age misrepolting is evident from an examination of the age distributions. The sex ratios further help 
to highlight some of the errors in the data. The overall sex ratio for Pakistan is 1.08 males for each female. 
The sex ratios for the population as a whole are fairly stable up to age 40-44, but rather erratic thereafter. The 
relatively high sex ratio at age 45-49 (particularly in urban areas) suggests that in some cases in te~iewen 
may have "aged women in that age group across the 50-year age boundaly so that we women would be 
ineligible for the individual interview. 

Table 3.2 Household -!dm by age. msidma and sex 

Percent diavibutim of the dc fano houachold poplluim by five-year age group. according ul urban-md midwcc and sex. P & m  1990-91 

Toul u h  Major city Other urbm Runl  T a d  

Sex Sex Sex Sex Sex 
Age gmup Male Female ratio Male Female ntio Male Fmalc ntio Male Female ratio Male Female ratio 



Figure 3.1 
Population Pyramid of Pakistan 

Male F Female 

I 

8 6 4 2 0 2 4  6 8 
Percent 

PDHS 1990-91 

Table 3.3 Population by ane from selected sources 

Percent distribution of the population by age group, 
1990-91 PDHS. 1984-85 PCPS and 1981 census 

1990-91 1984-85 1981 
PDHS PCPS census 

4549 3.0 3.7 
50-54 3.2 3.1 3.6 
55-59 2.4 2.3 2.0 
60-64 2.7 2.6 2.7 
65-69 1.7 1.3 1.2 
70-74 1.7 1.3 1.4 
75 md over 1.6 1.4 1.7 

Total 100.0 100.0 100.0 

Souns: Original data horn Pakistan Conkaceptive 
Rcvalnrc Smvey; Population Census Organisation 
(1984) 



The overall distribution of the population by age is quite similar to that of the 1981 census and 
previous demographic surveys (see Table 3.3). The percentage of the population below age five, however. 
is smaller in the PDHS than in the other sources. This shift in age composition can be attributed paxtly to a 
reduction in fertility levels in the recent past. However, some of this shift is due to the omission of young 
children and displacement in their ages, particularly in rural areas (see the discussion of omission and age 
displacement in Chapter 4). It is interesting to note that despite substantial differences among the three 
sources in the first three age categories, the percentage of the total population that is under age 15 years of 
age is exactly the same (44.5 percent) in the 1981 census and in the PDHS. 

3.3 Marital Status 

The PDHS gathered information on the marital status of all household members age 15 and over. 
Examinationof the marital status data for the de facto population (see Table 3.4) reveals a consistent picture, 

Table 3.4 Household population by age, sex and marital status 

Percent distribution of the de faclo household population by marital status, a d i n g  lo age and sex, PaListan 
1990-91 

MALE 

Never Divorcedl 
married Married Widowed separated Missing Total Number 

15-19 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 
50-54 
55-59 
60-64 
6% 

Total 

FEMALE 

Never Divorced1 
AF Emup married Married Widowed scpantsd Miming Total Number 

15-19 
7.0-24 
73-29 
3034 
35-39 
4044 
45.49 
50-54 
55-59 
6064 
6 5 t  

Total 

Noa: Total includcs 14 males and 10 females whwc age is unknown. -- Less than 0.05 p x e n t  



relative to previous surveys, with regard to the universality of marriage for both males and females. Almost 
all females get married by their early thirties and males by their early forties. However, women tend to get 
married much earlier than men. For example, 60 percent of women age 20-24 are currently married but only 
23 vercent of men in that age ~arou are married. Females exhibit an earlier transition than males to - -  * 

widowhood or to being divorcedor separated. This finding is consistent with the cultural norm which permits 
the remarriage of widowed or divorced men but discourages the remartiage of women. The earlier transition 
of women 6 widowhood is also due to the age difference between husbands and wives and to higher male 
mortality in the older age groups. Nearly half of al l  women age 65 and over are widows, whereas only 19 
percent of men in that age gmup are widowers. 

3.4 Educational Attainment 

The level of educational attainment in a society is an important indicator of social development. 
Moreover, education is considered to be. a major factor underlying social status. Educational attainment has 
also been shown to have a significant effect on fertility behaviour, contraceptive use, infant and child 
mortality, morbidity and issues related to family health and hygiene. Table 3.5 presents the distribution of 
the household population age five and over by level of education, according to sex. age, place of residence 
and province. 

Education has been one of the few neglected sectors which has not caught up with the growing 
population in Pakistan. Table 3.5 shows that 43 percent of males and 68 percent of females have never 
attended school. Overall, less than one-third of males (30 percent) and one-fifth of females (20 percent) have 
attended only primary school, while 16 percent of males and 7 percent of females were reported to have 
reached secondary school or higher. On average, males have wmpleted 3.2 years of schooling, whereas 
females have wm~leted onlv 1.6 vears. The data indicate that males receive much more education than 
females. Such differentials akmok. prominent at higherlevels ofeducation. Men are 50 percent more likely 
than women to have attended only vrimary school. twice as likely to have attended middle school without 
going on to secondary school, and2:3 times as likely to have attended secondary school or higher education. 

The differentials in level of education according to age gmup provide an indication of the develop- 
ment in the educational attainment of the population over time. A steadily increasing percentage of bolh 
males and females have attended school and the increases are particularly dramatic at the secondary level of 
education and above. The sex differential in educational attainment continues to be significant for all ages, 
with little indication that the gap is decreasing, except in the youngest age group. 

The findings further indicate that one-half of males (51 percent) and four-fifths of females (79 
percent) in rural areas have received no education. Among both males and females, the relative urban-rural 
differentials are most pronounced at the highest educational level. The median and mean number of years 
of schooling an: slightly higher in major cities than in other urban areas. The urban-rural difference is 
undoubtedly due to a lack of facilities or their inaccessibility in rural areas, while male-female differentials 
could be attributed to cultural norms and the social constraints faced by women. Puniab and Sindh have 
relatively low percentages of females who have received no education, while ~ ~ N W F P  and ~alochistan more 
than 80 percent of females have never been to school. The level of educational attainment is much higher - 
for malei than for females in all provinces, but the disparity is particularly striking in NWFP. 

The PDHS also asked about the current status of school attendance for al l  persons under age 25. 
Table 3.6 presents the percentage of the de facto male and female population (age 6-24) who are enrolled in 
school by age, sex and place of residence. Overall, more than half(54 percent) of all school age children (age 
6-15) were currently enrolled inschool; the figures were 64 percent formales and 44 percent for females. The 
enrolment rate is much higher in major cities (75 percent) than in rural areas (46 percent) (see Figure 3.2). 
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B a c k p m d  No of Medim M u n  
m u . c ~ l i e  s d u w h  Rhnuy Middle Skmduy+ Mbshg TOW p o r n  Ye- Y W  

Age group 
5-9 
1014 
15-19 
20-24 
25-29 
30.34 
35-39 
40.44 
45-49 
50-54 
55-59 
60-64 
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Table 3.6 School enrolment 

Percentage of the de facto household population 6-24 years of age cumnUy enrolled in school by age, acx and urban-rural rcaidcncc. 
PaLism 1990-91 

Male Female Total 

Total Major Other Total Major Other Total Major Other 
Age group urban city urban Rural Total urban city urban Rural Total urban ciIy urhn Rural Total 

ercent 
. . 

75 

Figure 3.2 
School Enrolment by Age 
and Place of Residence 

16-20 21-24 
Age (Years) 

I Major City Other Urban Rural 1 
PDHS 1990-91 

Since the concentration of the population is relatively high in urban areas, there is a greater incentive for both 
public and private agencies to invest in setting up schools. The increased school enrolment in urban areas 
is likely to be a function of the greater availability and easy accessibility of educational institutions in general 
as well as higher educational aspirations for children in urban areas. 



At age 16-20. one in four children was still attending school. By age 21-24. fewer than one in ten 
was still in school. Table 3.6 shows the greater enrolment of male than female children at all ages. The sex 
differentials in emohnent are more pronounced in mral areas, and to some extent in small cities and towns. 
but nearly disappear in major cities. The sex differentials in enrolment increase with age, which at least 
partially reflects the greater dropout rate for female children. 

3.5 Housing Characteristics 

Selected housing characteristics are shown in Table 3.7 for households with at least one eligible 
woman who completed the interview. Electricity is nearly universal in urban areas (96 percent) while less 
than half of rural households (47 percent) were reported to have electricity. Overall. 61 percent of all 
households have electricity. 

The questionnaire included information on the source of drinking water for the household. A safe, 
accessible source of drinking water is important for the health and welfare of household members. Table 3.7 
shows that only 18 percent of all households have water piped inside their houses and 9 percent have water 
piped onto their property. In total, more than 90 percent of all households in major cities have access to 
running piped water. Piped water is available to only 63 percent of households in other urban areas and 15 
percent of households in ~ r a l  areas. In mral areas. nearly 70 percent of households obtain their drinking 
water from wells and tubewells, while 13 percent rely on rivers, canals and kames  for their drinking water. 

The use of different types of sanitation facilities varies greatly by place of residence. About 90 
percent of all households in major cities have flush toilets in their houses compared to 55 percent in other 
urban areas.' In contrast, the toilet facilities in rural areas are quite rudimentary. Seventy-two percent of 
rural households have no toilet facility at all and an additional 22 percent have only a pit latrine or a bucket. 

One of the more important socioeconomic indicators for survey households is the quality of their 
housing, asmeasured by the const~ctionmaterialof the walls and roofs. More than 92 percent of households 
in major cities have baked brick and cement walls, compared to only two-thirds of households in other urban 
areas. In contrast. 60 percent of ~ r a l  households live in houses with mud or unbaked brick walls and about 
16 Dercent of their houses have wooden or bamboo walls. Similarlv. a laree maioritv of households in maior - - .  
citiks (73 percent) live in houses with roofs made of concrete or Kirons or wood with bricks. ~ifty-eight 
percent of households in other urban areas live in houses which have the same type of roofing materials. The 
other extreme is reported in rural households, where the roofs of houses a& made primarily of wood or 
bamboo (72 percent). At the national level, a little more than one-third of households live in houses with 
cement and baked brick walls and roofs made with concrete or bricks with T-irons. 

Finally, the number of persons per room used for sleeping was calculated as a measure of crowding. 
At the national level, only 20 percent of households have 1-2 persons per mom and 37 percent of households 
have 3-4 persons sleeping in one room. At the other extreme, 20 percent of households have seven or mom 
persons sleeping in one room. On the average, five persons sleep in one room. The degree of crowding was 
nearly as great in urban areas as in rural areas. 

Flush toilets are defined as toilets in which water is carried down waste pipes, whether the water is piped into 
the toilet or poured in by buckets. 
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3.6 Presence of Household Durable Goods 

In order to obtain additional information on the socioeconomic status of households. household 
respondents were asked if specific household goods were present in their homes. Table 3.8 shows that 35 
percent of all households in Pakistan have a radio and a little more than one-quarter (27 percent) have a 
television. As excected. both these items show l a m  differentials between urban and rural areas, but the - 
differential for televisions is particularly prominent. 

Table 3.8 Household durable ewds 

Percentage of households possessing various durable wnsumer goods, by urbw-rural 
residence, Pakistan 199091 

Total Major Other 
urban city urban Rural Total 

Radio 
Television 
Refrigerator 
Room cooler 
Washing machine 
Water pump 
Bicycle 
Motorcycle 
Car, van or mctor 

( Number of households 1633 936 698 3796 5429 

Refrigerators, room coolers, and washing machines are all concentrated in urban areas. Only a few 
households i n ~ r a l  areas reported owning any of these items. Bicycles are the most commonly ownedmeans 
of transport in all areas. At the national level, 34 uercent of all households own at least one bicycle. About 
8 percent of all households have amotorcycle, but motorcycles aremore common inmajor cities (21 percent). 
Less than five percent of households own a car, a van or a tractor. 

3.7 Background Characteristics of Female Respondents 

Women were eligible for the individual interview if they were ever married, age 15-49, and stayed 
in the household the night before the household interview was conducted. Eligible women were asked their 
age, marital status, educational level, place of residence, work status and physical mobility, in addition to 
many other questions on demographic and health status. Table 3.9 presents informalion on Ule background 
characteristics of al l  6,611 eligible women who were interviewed. More than half of these women (57 
percent) were in the 20-34 age group, with the largest number in age 25-29. The age distribution of currently 
married women in their childbearing years from four sources is compared in Figure 3.3. The PDHS age 
distribution is closest to the age distribution for the PCPS. The relatively low proportion of currently married 
women age 15-24 in the PDHS is consistent with the evidence that the average age of marriage in Pakistan 
has been rising over time. 
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women (96 percent) were currently manied 
and only a negligible proportion were either 
widowed. divorced or separated. About 80 
percent of women had never attended school 
and only 7 percent were educated up to the 
secondary or higher levels. Almost 70 per- 
cent of women were residents of ~ r a l  areas. 
17 percent resided in major cities and the rest 
were located in otherurban areas. A majority 
of respondents (60 percent) were from Pun- 
jab. 23 percent were from Sindh, 13 percent 
from NWFP and 4 percent from Balochistan. 

The norm in Pakistan is for women 
to stay home and take care of the house and 
the children. It is not common for women to 
join the labor market and their mobility is 
often restricted. In the PDHS, only 17 per- 
cent of women were eponed to be currently 
working at the time of the survey and an 
additional 4 percent had worked only before 
marriage. Three-quaners of all women stated 
that they had never worked. To gauge the 
extent of their physical mobility, women 
were asked whether they would need to be 
accompanied by someone if they needed to 
go to a hospital or clinic for medical treat- 
ment. While one-quaner of women reported 
that they could go to a hospital alone, 71 
percent reported that they would need to be 
accompanied by someone. The restrictionon 
their physical mobility can be explained 
partly by cultural norms. An alternative 
hypothesis is that womenusually do not seek 
medical treatment for minor illnesses and 
they leave the house only when their illness 
has become serious. Under these circum- 
stances, they would need to be accompanied 
to go to a hospital. 

Table 3.9 Backnmund chnnmrislia of funale nsmdenu 

Weighted Unwcighted 
Weighted number of number of 
pmt wancn women 

Marltal slatus 
Manied 
Widowed 
Divorced 
Separated 

Rerldence 
Taal urban 

Major city 
Other urban 

Rural 

Pmvlnce 
Punjab 
Sindh 
NWW 
Balachirun 

Educallon r v e l  allended 
No education 
Primary 
Middle 
Scmdary 
Higher 

Wwk slatua 
Currently working 
Worked anly belore marriage 
W d e d  anly alwr marriage 
Worked before and ailor maniage 
Never waked' 
Missing 

Moblllty 
Could go to hospital alme 
Would need lo bc accanpnied 
Depends or miming 



Figure 3.3 
Distribution of Currently Married Women 

by Age, Pakistan, 1975-1991 

Percent 

0 I---- 
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Age 
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* Pop. Census 1881 +-  PFS 1975 

InTable 3.10, variations in the level of education by age group, place and province of residence, and 
work status are examined. In all age groups. no less than three-quarters of women reported that they had 
never attended school. In general, younger women were more likely to have anended school than older 
women. A comparison of educational attainment as measured by the 1975 PFS and the PDHS confirms that 
levels of educational achievement for women have been increasing over time. 

Even among women residing in major cities, 48 percent had no education and only one-quarter had 
attended a secondary school or a higher level of education. At the other extreme, 90 percent of women from 
rural areas had no education and only 1 percent had attended secondary school. The provincial educational 
pattern follows the general pattern of development. Punjab and Sindh, which are more developed, have a 
lower percentage of women who had no education and 8-9 percent had attended secondary school or gone 
beyond secondary school. In Balochistan. 96 percent of women had no education and only 1 percent had 
reached secondary school. 

Women who were currently working were the least educated group. Eighty-fourpercent of working 
women had never been to school and only seven percent had some secondary or higher education. The 
highest average level of education was exhibited by those who worked only before marriage or both before 
and after marriage. Those who worked just after marriage also had a relatively high level of education: 13 
percent reported that they had attended secondary school or a higher level of education. 



Table 3.10 Level of education 

Percent distribution of evs-married women by the highest level of education attended, according to selected 
background chsrscteristics. Pakistan 1990-91 

Background 
characteristic 

No 
education Rimary Middle S m d n y  Higher Total Number 

Residence 
Toral urban 

Major city 
other urban 

Rural 

Provlnce 
F'unjab 
Sindh 
NWFP 
Balochistan 

Work status' 
Currently working 
Worked only before marriage 
Worked only after marriage 
Worked bcfore & after marriage 
Never worked2 

Total 

-- Less than 0.05 percent 
'Excludes 21 women with missing ~nformation on work status. 
'"Never worked" means that the woman is not currently working and she did not work either before marriage or just 
aftex marriage. 

3.8 Exposure to Mass Media 

As an indicator of exposure to mass media, each woman interviewed was asked whether she usually 
reads a newspaper, watches television, or listens to radio at least once a week. Table 3.11 shows that 14 
percent of women read a newspaper weekly, 30 percent watchTV and 27 percent listen to radio. 

As expected, there is a close association between the level of education and exwsure to the three 
types of media. The low level of exposure to radio and TV among uneducated women may be explained by 
their lack of access to these facilities. There is also a large differential in media exposure between urban and 



rural women. Women in major cities are more likely to watch TV (78 percent) than to read newspapers (43 
percent) or listen to the radio (47 percent). In contrast. rural women listen to radio (21 percent) more than 
they watch TV (13 percent) or read newspapers (5 percent). Women from mall cities or towns follow a 
panem similar to women from major cities, however exposure to all forms of media is the highest in major 
cities. 

Women in Sidh are more exposed to all types of media than women in other provinces. Women 
in Punjab have a pattern of media exposure similar to the national pattern. More than four times as many 
women in NWFP are exposed to radio and TV as are exposed to newspapers, while Balochi women are most 
often exposed to radio. In general, Balochi women have the least access to these media, pehaps because of 
a lack of media facilities in Balochistan and because of the large geographical area over which the population 
is dispersed. 

Table 3.1 1 Exmsure to mass media 

Percentage of ever-mmied women who usually read a newspaper. watch 
television, or listen to radio at least once a week by selected background 
:haracteristics. Pakistan 1990-91 

Read Watch Listen Number 
Background newspaper TV to radio of 
characteristic weekly weekly weekly women 

Residence 
Total urban 

Major city 
Other urban 

Rural 

Provlnce 
Punjab 
Sindh 
NWFP 
Balochistan 

Education level attended 
No education 
k a r y  
Middle 
Secondary 
Higher 

Total 
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CHAPTER 4 

FERTILITY 

Fred Arnold and Mehboob Sultan 

One of the major objectives of the PDHS is to estimate fertility levels, trends and differentials. 
Information on fertility will help to determine the impact of changes in the use of family planning and 
other changes in the proximate determinants of fertility. The fertility estimates presented in this chapter 
are based on the reported birth histories of ever-manied women 1549 years old who were interviewed 
in the PDHS. Respondents were first asked to report the aggregate number of sons and daughten they 
had ever given birth to in their lifetime. To encourage complete reporting, women were asked separately 
about children still living at home, those living elsewhere and children who had died. The birth history 
also obtained information on the sex, date of birth and survival status of each child. This information was 
used to calculate measures of eumnt fertility and fertility trends over time, as well as cumulative mcasures 
of the number of children ever born. In addition, estimates of birth intervals and thc mother's age at the 
initiation of childbearing were calculated from data on the timing of births. 

To obtain complete and accurate information on reproduction, interviewers were trained to probc 
carefully to facilitate the respondent's recall and to check any documents that may include birth dates for 
children. Moreover, for any intervals of more than three years between births, interviewers were required 
to record the reason for the long interval to help identify any live births that may have been missed during 
that time period. 

In spite of the precautions taken, the PDHS is subject to the same types of errors that are typical 
of all retrospective demographic surveys. These include the underreporting of births (particularly for 
children who died immediately after birth or at a very early age) and the mistiming of births. Thcse typcs 
of problems are particularly prevalent in countries such as Pakistan where the level of female literacy is 
low. In previous demographic surveys in Pakistan, births have bccn misplaced away from thc survey date 
because of a pattern of exaggerating children's ages that increases with age (Retherford, et al. 1987). A 
further complication in the PDHS is the displacement of births out of the most recent five-year pcriod 
(from 1986 to the time of the survey). This has been a significant pmblem in many DHS surveys in other 
countries (Arnold 1990). The apparent reason for this type of displacement is that interviewers were 
trying to avoid a lengthy set of questions on health that were asked only about children born since January 
1986. Because of the needs of policy makers for more detailed health data, the health section has been 
lengthened in recent DHS sulveys and the displacement problem persists. Moreover, since height, weight 
and arm circumference measurements were also taken only on living children born in 1986 or later. thcre 
is an even stronger incentive for moving the dates of children's births out of that time pcriod. In the 
PDHS, displacement was a serious problem, with nearly twice as many births being reported in 1985 as 
in 1986 (see Appendix C, Table C.4). For this reason, fertility and mortality rates in this report are 
presented for six-year periods, so that the transference of most displaced births will occur within a singlc 
time period rather than across time period boundaries. 

The omission of recent births has been a feature of all retmspective demographic surveys in 
Pakistan. This pmblem is often attributed to inaccurate reporting by respondents. In the PDHS, the 
omission of recent births may be compounded by the underenumeration of births by interviewers who are 
trying to circumvent the health questions and to avoid weighing and measuring young children. The 
decline in the average annual number of births from 1556 in 1982-85 to 1145 in 1986-90 (Appendix C. 
Table C.4) is undoubtedly due in part to the omission of children born in the five years before the survey. 



It is difficult, however, to correct the fertility estimates for the incomplete reporting of births since some 
of the estimated fertility decline is a real phenomenon and an unknown portion is attributable to data 
errors. 

4.1 Fertility Levels and Trends 

Until recently, fertility rates in Pakistan have remained high with little evidence of a sustained 
fertility decline (Shah and Cleland 1988; Rukanuddin and Famoqui 1988; Shah, Pullum and Irfan 1986; 
Retherford and Alam 1985). In recent years, however, fertility has begun to decline in response to a 
rapidly increasing age at marriage and a rise in the prevalence of contraceptive use. Various summary 
measures of fertility have been calculated from the PDHS to provide a complete picture of recent fertility. 
including the crude birth rate (CBR), the general fertility rate (GFR), age-specific fertility rates (ASFR) 
and the total fertility rate (TFR). These estimates are described in the following sections. 

Crude Birth Rate 

The crude birth rate (per thousand population) is the least sophisticated measure of fertility, but 
it is the most commonly used and easily understood. Several attempts have been made to cstimate the 
CBR in Pakistan, but there is still no agreement on its precise magnitude. In the PDHS. the CBR is 
calculated by summing the product of the age-specific fertility rates and the proportion of women in each 
age group out of the total de facto (male and female) population at all ages. Since the ASFRs relate to 
births during the past six years, the CBR calculated from the PDHS pertains to the samc pcriod and is 
centered on the years 1987-88. 

Table 4.1 shows the crude birth rates for selected years derived from various surveys. The PDHS 
estimates a CBR of 35 per thousand population. The CBRs estimated from previous surveys an: 39 for 
the 1968-69 National Impact Survey (NIS), 41 for the 1975 Pakistan Fertility Survey (PFS), and 37 for 
the 1984-85 Pakistan Contraceptive Prevalence Survey (PCPs). The Pakistan Demographic Survey (PDS) 
estimated a CBR of 43 for each year during the period 1984-87 and 40 for 1988. The PDS ratcs arc, 
however, based on indirect measures involving the matching of vital events and are considcrcd to be on 
the high side. 

The CBRs by residence indicate that fertility is slightly higher in rural areas (36) than urban areas 
(34). The provincial differentials are also worth noting. The lowest CBR is observed for Sindh (33) and 
the highest for Balochistan (38). Karachi had a slightly higher CBR (36) than major cities as a whole 
(34). This may be due to an age-sex distribution which favours higher fertility or the somewhat lower 
level of contraceptive prevalence in Karachi than in other major cities. 

Comparing the CBRs from the 1984-85 PCPs and the 1990-91 PDHS, it is obscrvcd that thcre 
was a small decline of four percent in the CBR between the two s u ~ c y s .  The CBR declined in each typc 
of place of residence and each province, except for major cities and for Sindh where it exhibited a slight 
increase. 

It should be noted that the CBRs obtained from various sources are the by-products of 
methodological procedures, response errors, enumerator biases, problems of coverage and sampling errors, 
which may be of different nature and magnitude in different surveys. However, it appears that the fertility 
transition at least started in Pakistan after the mid-1970s. 



Table 4.1 Crude birth rates accordinr! to selected surveys 

Crude birth rate per thousand for selected surveys 1968-1991. Pakistan 

Urban-nual residence 1990-91 1984-85 1975 1968-69 
and province PDHS PCPS PFS MS 

Residence 
Total urban 33.7 U U U 

Major city 33.5 32.6 U U 
Other urban 34.0 38.5 U U 

Rural 35.6 37.1 U U 

Provlnce 
Punjab 35.5 37.6 U U 
Sindh 32.8 32.0 U U 

Karachi 36.2 U U U 
NWFP 35.3 36.4 U U 
Balochistan 38.3 45.4 U U 

Total 35.0 36.6 40.5 39 

Note: The period covered by the CBR estimates is six years prior to the 
interview for the PDHS and one year prior to the interview for the other three 
surveys. The estimated crude birth rate from the PDHS for one year pior to 
the survey is 34.2. 
U = Unknown; no information 
Source: Population Planning Council of Pakistan (1976). Population Welfare 
Divisan (1986) 

General Fertility Rate 

The general fertility rate (GFR) is calculated by dividing the number of births occuning during 
a specific period of time by the number of women of reproductive age (15-49 years of age) and 
multiplying the result by 1.000. The PDHS estimated the GFR to be 177 for the country as a whole-that 
is, 177 births to every 1,000 women (see Table 4.2). The observed GFR is higher in rural areas (184) 
than urban areas (163). Within urban areas, the GFR is lower in major cities (157) than in other urban 
areas (170). The highest GFR is obsewed in Balochistan (201), followed by Punjab and NWFP (178 
each) and Sindh (171). The GFR for Pakistan was almost the same in the PDHS and the PCPs with an 
increase in urban rates and a slight decrease in mral rates between the two suweys. 



Table 4.2 C m n t  fcrtiliQ 

Ag-specific and cumulative fertility a s  and the crude birth rate f a  the six y m  prcccding the survey, by urban-rural residence 
and province and for Kanchi. Pakistan. 199091 

Tmal Major Other 
urbm city urban Runl  Punjab Sindh NWFP Balochislnn Kanchi T a d  

15-19 
2024 
25-29 
3034 
35-39 
4044 
45-49 

TFR 15-49 
TFR 15-44 
GFR 
CBR 

Nore: Rates are enlcvlnted for all women 15-49, using inf-lion on women's age and marital status from the household 
questionnaire and on the number of binhs fmm the woman's questionnaire. Figures in brackets are partially buncated rates. 
'Based on fewer than 5M person-months of exposure 
b ~ a s e d  on fewer than 250 person-mnths of exposure, rates not shown 
TFR: Total fertility rate expressed per woman 
GFR: General fertility rate (births divided by number of women 15-44), expressed per 1.C00 women 
CBR: Crude birth rate, expressed per 1.000 population 

Age-Specific and Total Fertility Rates 

Although the GFR is a more refined measure than the CBR, both are crude summary measures. 
The changes observed in these rates may not provide a complete picture; better estimates of fertility can 
be obtained by examining the age-specific fertility rates (ASFRs) and the total fertility rate m). 

A historical series of fertility estimates from four national surveys is shown in Table 4.3. The 
total fertility rate (TF'R) is a summary measure that indicates the number of children a woman would bear 
during her reproductive years if she were to experience the age-specific fertility rates prevailing at the time 
of the survey. Mathematically, the TFR is five times the sum of the age-specific fertility rates for each 
five-year age group. The Pakistan Contraceptive Prevalence Survey (PCPS) includes only currently 
married women in its sample, whereas the other three surveys interviewed ever-married women. In order 
to calculate the fertility rates for all women, it is assumed that no bilths occur outside of marriage. 



I Table 4.3 Current fertility accordm~ to selected surveys 

Age-specific fertility rates for selected surveys 1975-1991, Pakistan 

1990-91 1984-85 1979-80 1975 
Age group PDHS PCPS PLM PFS 

I Total fertility rate. 15-49 5.4 6.0 6.5 6.3 

Source: Alam. Irfan and Farooqui [I9841 and Population Welfare Division 
(1986) 

According to the Pakistan Fertility Survey (PFS) and the Population, Labour Force and Migration 
Sumey (PLM), the total fertility rate in the 1970s was between 6.3 and 6.5 children per woman. The 
PCPs recorded a drop to 6.0 children per woman and the PDHS registered a further decline to 5.4 children 
per woman (a decline of 10 percent since the 1984-85 PCPs and 15 percent since the 1975 PFS).' 
According to the PDHS, if current age-specific fertility rates were to remain unchanged in the future, the 
average woman in Pakistan would have 1.6 children by the time she reaches age 25,2.9 children by age 
30, more than four children by her thirty-fifth birthday, and 5.4 children by the end of her childbearing 
years. 

Trends in age-specific fertility rates are somewhat erratic, although fertility is generally lower in 
the two most recent surveys (see Table 4.3 and Figure 4.1). A comparison of the fertility estimates from 
the PFS and the PDHS shows that fertility declined most rapidly (by more than one-third) in the 15-19 
age group, reflecting a panern which is consistent with the increasing age at marriage. Substantial fertility 
declines are also evident at ages 20-39. 

'It should be noted, however, that the average TFR estimated by the Pakistan Demographic Survey for 1984-1988 
(6.9 children per woman) would suggest that fertility has not yet begun to decline in Pakistan (Federal Bureau of 
Suuistics 1990). 



Figure 4.1 
Age-Specific Fertility Rates 

Pakistan, 1970-1991 

Births per 1.000 Women 

- PDHS 1990-01 (8 yrs) - PCPS 1984-85 (1 yr) - P L M  1979-80 11975-79) * PFS 1075 11970-75) I 
SOUICO: Alan!. Irlan and Faroaqul 119841; 
Population Welfare Dlvlslon (1988) 

Differentials in fertility by type of place of residence are shown in Table 4.4 and Figure 4.2. 
Overall, urban areas have lower fertility rates than ~ r a l  areas and within urban arcas major cities have 
lower fertility. Fertility rates in urban and ~ r a l  areas were very similar during the prime childbearing 
years (ages 2@34), but differences in urban and ~ r a l  fertility levels are striking in the youngest and oldest 
age groups (see Table 4.2). Overall, at current fertility rates, the average woman living in a large city can 
be expected to have nearly one child less than her mral counterpart (4.7 children compared to 5.6 
children). 

Provincial differences in fertility are quite modest. The TFR for women age 15-49 ranges from 
5.1 in Sindh to 5.8 in Balochistan. For women age 15-44. the range of fertility estimates is even more 
reshicted. At the provincial level, it is preferable to compare the estimates of fertility at ages 15-44 rather 
than 15-49 since the age-specific fertility rates at age 45-49 are based on only a small number of years 
of exposure. to the risk of pregnancy. An additional reason for focusing on the 15-44 age gmup is that 
the TFR which includes women age 45-49 uses data which are progressively truncated as one moves back 
in time. 

A separate estimate of fertility is shown for Karachi, which has a total fertility rate of 5.0 for 
women age 15-49 and 4.9 for women age 15-44. While Karachi's fertility is lower than the national 
average, it is somewhat higher than the fertility reported for other major cities in Pakistan. As noted 
earlier, this finding is consistent with the fact that the reported contraceptive prevalence rate for Karachi 
is lower than that reported for other major cities. 



to the geographical area in which a woman resides 
but also to her educational attainment. Women 
without any formal education have a TFR that is 
nearly one child higher than women who have 
aaended primary school and two children higher 
than women who have gone beyond the middle 
school level (see Table 4.4). 

Table 4.4 also shows the mean number of 
children ever born to women age 40-@-that is. 
women who are approaching the end of their child- 
bearing years. A comparison of this cumulative 
measure of childbearing with the TFR gives a 
rough indication of the trend in fertility over the 
last several decades. For all women, the total 
fenility rate is exactly one child less than the mean 
number of children ever born. This difference 
provides further evidence that fertility has started 
to decline in Pakistan, although if there are errors 
in recording recent births in the birth history, the 
decline may not be as rapid as the comparison 
suggests. The differences between the two meas- 
ures are greatest for women in Sindh and Punjab as 
well as for those living in urban areas (particularly 
in Karachi and other major cities). Therefore, 
women in these areas appear to be leading the way 
in the early stages of the fertility decline. Educa- 
tional attainment is strongly related to both cumu- 
lative and current fertility levels, suggesting that 
educated women have been experiencing lower fer- 
tility for a long period of time. 

The most direct way of observing fertility 

Table 4.4 Pmilin, by background characteristics 

Total fertility raw for the six years preceding the survey. 
and mean number of children ever born (CEB) to women 
40-49 years of age, by selected background characteristics. 
Pakisw 1990-91 

Background 
characteristic 

Total Mean no. 
fertility of CEB 

rate (women 40.49) 

Residence 
Total urban 

Major city 
Other urban 

Rural 

Provloce 
Punjab 
Sindh 

Karachi 
NWFP 
Balochistan 

Education level attended 
No education 
Primary 
Middle 
Secondary+ 

Total 

Note: Figures are calculated for all women 15-49, using 
information on women's age and marital status from the 
household questionnaire and on the number of births from 
the woman's questionnaire. 

ty rates over time based on the PDHS birth history data (see Table 4.5). The trend in fertility over a 
period of more than two decades can be seen for women age 15-34. Only partial information is available 
for older women because of truncation in the data for earlier time periods. The lowest estimated fertility 
rate in every age group is observed for the most recent six-year period. A comparison of the two most 
recent periods reveals that estimated fertility has fallen most rapidly (by over fony percent) in the youngest 
and oldest age groups. Fertility also reponedly declined by more than one-quarter in every other age 
group. Declines of the magnitude shown for the middle and older age groups seem unlikely given the 
continuing low level of contraceptive prevalence in Pakistan. The fertility decline in these age groups is 
probably exaggerated by errors in the coverage and timing of births in the PDHS. This conclusion seems 
particularly warranted in light of the experience of previbus demographic surveys in Pakistan. In 
evaluating the quality of three large-scale national demographic surveys and the 1981 census, Retherford 
et al. (1987) noted that the estimated TFR fell below five children per woman during the two years 
preceding each of the surveys. However, there was no credible evidence that fertility had actually fallen 
during any of these periods. The authors concluded that fertility was severely underestimated in the five- 
year period preceding each survey. 



Figure 4.2 
Total Fertility Rate (TFR) and Mean 

Number of Children Ever Born (CEB) 

Urban 
Rural 

0 1 2 3 4 5 6 7 
Number of Births 

PDHS 1990-91 

Table 4.5 Fertilitv trends 

Age-specific fatility rates for dx-year periods preceding the survey, by 
mother's age at the time of birth. Pakistan 1990-91 

Number of years precedmg survey 

Mother's age 0-5 6-11 12-17 18-23 

Note: Age-specific fertility rates are per 1,000 women. Figures in brackets are 
partially truncated rates. 
U = Unknown; no information 
'Based on fewer than 250 person-months of exposure. rates not shown 
h s e d  on fewer than 500 personmonths of exposure 



Table 4.5 also shows that fertility registered modest gains in the two earliest intervals between six- 
year periods. Fenility may have actually risen over that time period but possible data ermrs again need 
to be considered in interpreting the results. The apparent rise in fertility in the earlier periods may be due 
to a commonly observed tendency among older women to underreport early births or to displace the birth 
dates of those children forward in time (Potter 1977). 

The pattern of fertility change over time discussed above is also evident for women with marital 
durations of less than 10 years, but estimated fertility has fallen steadily over time for women mamed 
mom than 15 years (see Table 4.6). In the most recent six-year period, the estimated fertility rate declines 
consistently as the duration of mamage increases. Women who have been married for more than 15 years 
reported sharply lower fertility than women with shorter marriage durations. 

Table 4.6 Fertility bv marital duration 

Fenility rates f a  ever-married women by duration since first marriage in years 
for skyear paiods preceding the survey, Pakistan 1990-91 

Number of years preceding survey 
Mmiage duration 
at birth 0-5 6-1 1 12-17 18-23 

Note: Rates in parentheses are based on fewer than 500 person-months of 
cxposurc. 
NA = Not applicable 
'Based on fewer than 250 person-months of exposure, rates not shown 

4.2 Children Ever Born 

The cumulative number of children ever born is shown in Table 4.7 for all women and for 
currently married women. The figures for all women are calculated by assuming that all binhs occur 
within marriage. Women in their childbearing years in Pakistan have had an average of three children 
and c m n t l y  married women have had an average of just over four children. The steady increase in the 
average number of children ever born by age is a normal function of the family building process. Women 
who are currently at the end of their childbearing years have had, on average, more than six births. 
Monality has had a significant impact on family size, however, since the average woman age 40-49 has 
had one child who died by the time of the survey. Taking the difference between the mean number of 
children ever born (6.6) and the mean number of children surviving (5.6). it is seen that, overall, there has 
been a loss of 15 percent of births among currently married women age 40-49. 

Early childbearing is relatively rare in Pakistan. Only 12 percent of women in the 15-19 age 
group have ever had a child and even in the 20-24 age group only a minority of women have ever given 
binh. Eventually, however, nearly all women bear children. Among currently married women age 35-49, 



only three percent have never had a child. This low level of childlessness indicates that primary sterility 
is low in Pakistan. This is consistent with the findmgs of a low level of primary sterility in the 25 DHS 
surveys carried out from 1986 to 1989 (Arnold and ~ l a n c  1990). 

Thlc 4.7 (h i ldm s v u  ban .nd living 

Numbcr of Ehildm ever h 
Numkr Moan M u n  no. 

of no. of of living 
Age 0 I 2 3 4 5 6 I 8 9 IOt  T c d d w o m e n C E B c h i l d m  

ALL WOMEN 

CURRENTLY MARRIED WOMEN 

Although c m n t l y  married women age 45-49. on average, have had 6.6 children. the range of 
family sizes is quite wide. Ten percent have had fewer than three children and an additional 13 percent 
have had three or four children. About one-quarter (24 percent) have had five or six children and another 
quarter (26 percent) have had seven or eight children. At the high end of the spectrum, more than one 
in four women have had nine or more live births and one in six women have had 10 or more binhs. More 
than half of currently married women age 45-49 have had at least seven live births. 

Cumulative fertility for currently married women has shown some signs of a decline over time 
in every age group except age 15-19 (see Table 4.8). Although the overall mean number of children ever 
born was identical in the 1975 Pakistan Fertility Survey and the 1984-85 Pakistan Contraceptive 
Prevalence Survey, the mean number of children ever born declined slightly during that period in the 



majority of age groups. Between the 1984-85 PCPs and the 1990-91 PDHS. the overall mean number 
of children ever born declined from 4.3 to 4.1. Because of a decline in mortality during that period, 
however, the mean number of surviving children remained constant at 3.5 children per woman. In fact, 
the mean number of surviving children actually increased from 3.2 to 3.5 between the time of the 1975 
PFS and the 1984-85 PCPs, again due to a decline in mortality between the two surveys rather than to 
an increase in the cumulative number of children ever born. 

Table 4.8 Children ever born accordine to selected surveE 

Mean number of children ever born and children still living for cunenlly married women, by age 
group. selected surveys 1975-1991. Pakistan 

Mean numba of Mean n u m b  of 
children ever born living children 

1990-91 1984-85 1975 1990-91 1984-85 1975 
PDHS PCPs PFS PDHS PCPs PFS 

'Includes currently married uornen age 10-14 
Suurrc. Puphtiurt Welfare Divisiun (1986) iud Pupulatiurl P1annir.g Council uf Pakilan ((1976) 

Differentials in cumulative fertility by selected socioeconomic characteristics of respondents and 
their husbands are shown in Table 4.9. The largest differentials are observed for the woman's educational 
attainment. Women with some secondary school education or higher have 1.4 fewer children, on average, 
than women with no education. For the oldest age group (age 35 or higher) this differential widens to 
more than two children per woman. Differentials in fertility are less pronounced for the husband's 
education, particularly for men whose wives are in the youngest age groups. Women whose husbands are 
in professional, technical, clerical or service jobs have a relatively small number of children ever born. 
It is surprising, however, that the woman's own work experience is only weakly related to her cumulative 
fertility. 



Table 4.9 Mean number of children ever born 

Mean number of children ever born by background characteristics of cwenlly 
married women and their husbands acmding to age. Pakistan 1990-91 

Background 
cheracteristic 

Aee of woman 

Woman's education 
No education 
Primary 
Middle 
Sacondary+ 

Woman's work status1 
Currently working 
Worked previously 
Never worked 

Husband's education 
No education 
Primary 
Middle 
Secondary+ 

Husband's weupatinn 
Professional, technical 
Administrative, managerial 
Clerical 
Sales 
Service 
Agriculture, fishing 
Production, transportation, labor 
Not classifiable 

Total 

'"worked previously" means that the woman is not curenlly working and she worked 
before maniage and/or just after marriage. "Never worked means that the woman 
is not currently working and she did not work either before maniage or just after 
maniage. 

4.3 Birth Intervals 

Previous research has demonstrated that children born too close to the time of a previous birth are 
at increased risk of dying. The risk is particularly high when the interval between births is less than 24 
months. Previous birth intervals for children born in the five years preceding the survey are shown in 
Table 4.10. The median interval since the previous birth is 29 months. One of every three births o c c u d  
less than 24 months after the previous birth and half of those had very short birth intervals of less than 
18 months. Another one-third of binhs (36 percent) had previous birth intervals of two years and the 
remaining one-third (31 percent) had intervals of three years or more. 



Table 4.10 Birth intcrvala 

Pcmnt disuibution of births in the five y-s preceding the avrvcy by numkr of months since p i o u s  birth, aced ing  to 
selected background characferistics. Paldstan 1990-91 

Background 
Number of months since previous birth 

Blrth wder 
2-3 
4-6 
7+ 

Sex of prlw blrth 
Male 
Female 

Suwlval of prlor blrth 
Living 
Dead 

Residence 
Total urban 

Major city 
Other urban 

Rural 

Province 
Punjab 
Sindh 
NWFP 
Balochistan 

EducaUoo level attended 
No education 
Knuuy 
Middle 
Seconduy+ 

Total 

Total 
- 

100.0 
100.0 
100.0 
100.0 

100.0 
100.0 
100.0 

100.0 
100.0 

1 00.0 
100.0 

100.0 
100.0 
100.0 
100.0 

100.0 
1W.O 
100.0 
100.0 

100.0 
100.0 
100.0 
100.0 

100.0 

Median 
months since Number 

previous of 
birth births 

Note: First-order births an excluded. The interval for multiple binhs is the number of months since the preceding pregnancy 
that ended in a Live bilth. 

The median birth internal is relatively short for younger women, for urban residents, for women 
living in Balochistan and for women who had received some formal education. In Balochistan, birth 
intervals are relatively short for both modem (urban, educated) women and traditional women. This 



fmding is probably due to a complex set of circumstances includ'mg negligible contraceptive use in 
Balochistan and a later age at marriage and shorter breastfeeding among modem women. Birth intervals 
are also shorter than average for second and third order births. Second and third order births were also 
most likely to be in the high risk pup--that is, binhs occurring within 24 months of the pmeding binh. 
As expected, children whose prior sibling had died before the time of the survey had the shonest previous 
birth intervals. A majority of children whose prior sibling had died were born less than 24 months after 
the birth of the previous child. 

4.4 Age at First Birth 

The age at which a woman bears her first child has imponant demographic and health 
consequences. On the demographic side, early initiation into childbearing is generally a major determinant 
of large family size and rapid population growth, particularly in countries in which family planning is not 
widespread. On the health side, bearing children at an early age entails significant risks to the health of 
both the mother and the child. Early childbearing also tends to restrict educational and economic 
opportunities for women. 

Table 4.1 1 presents the distribution of Pakistani women by their age at first birth. The majority 
of women in Pakistan did not have their first birth until after their twentieth birthday. Childbearing before 
age 15 has always been uncommon and it is becoming increasingly rare over time. More. than one-fifth 
of women age 25-49, however, had their first birth before age 18 whereas about 40 percent had their first 
birth during their teenage years. In recent years, there. has been a rapid decline in the extent to which 
women begin childbearing during their teenage years. For example, whereas 42 percent of women age 
25-29 had their first birth before age 20, only 30 percent of women age 20-24 had their first child that 
early. 

Table 4.11 Age at fmt birth 

I Percent distribution of ever-manicd w a n  by age al fmt birth, sccording to cumnt age. Pakistan 1990-91 

I Median 
Women Age at Brat birth Number age at 
with no of first 
birth <I5 15-17 18-19 2B21 22-24 25+ Total womn birth 

-- Less than 0.05 percent 
aLea than 50 percent of the women have bad a birth by the beeinning of the age group. 

Differentials in the age at first binh are shown in Table 4.12. The median age at first birth for 
all women age 2549 is 21.3 years. Overall, there is little variation in the median age at first binh by 
place of residence or by education, except for women who have attended the highest education level. For 
the youngest age group, the median age at first birth is lowest in rural areas, in Balochistan and among 



Table 4.12 Are at fvst birth by bachound chsractnistics 

Median age at fust birth among women aged 25-49 years, by current age and salcstcd background 
characteristics 

Cunent age 
Background AW 
characteristic 25-29 30-34 35-39 40-44 4549 25-49 

Residence 
Total urban 

Major city 
Other urban 

Rural 

Provlnce 
Punjab 
Sindh 
NWFP 
Balochistan 

Education lev el attended 
No education 
Primary 
Middle 
Secondary+ 

women with little or no education. These panems, however, are not regular across all age groups.' The 
most consistent pattern is the late initiation of childbearing among women who have gone beyond middle 
school. 

4.5 Teenage Fertility 

Some infonnation on teenage fertility was already presented in the section on age at first birth. 
More detailed findings on teenage fertility are discussed in this section. Table 4.13 presents information 
on the childbearing experiences of women age 15-19. Column one shows the percentage of teenagers who 
are already mothers; column two shows the percentage who are pregnant with their first child. The sum 
of these two columns indicates the percentage of young women who have already begun childbearing. 
Overall, one in eight teenage women was a mother and another four percent were pregnant with their first 
child at the time of the sulvey. The proportion who have started childbearing increases with age. For 
example, at ages 15 and 16, only six percent of women have begun childbearing. After age 16, the 
proportion increases steadily to a level of 31 percent by age 19. While these figures demonstrate that 
there is a substantial amount of teenage childbearing in Pakistan, it is noteworthy that more than two-thirds 
of women who are 19 years old have not begun childbearing. Early childbearing is particularly 
characteristic of rural women and women who have not attended school. Regional differences in early 
childbearing are not as pronounced, but women in Balochistan are somewhat more likely to begin 
childbearing early than are women in other provinces. 

m e  results for women age 45-49 should be interpreted cautiously since in demographic sweys older women 
often omit their fust birth (particularly if the child died) or report the timing of their fmt birth erroneously. 



Table 4.13 Teenage fertility 

Percentage of fccnsgQS 15-19 who arc mothers or pregnant with tbeu fust 
child. by selected background characteristics. Pakistan 1990-91 

Percentage who are: 
Percentage 

Pregnmt who have Number 
Background with fust begun of 
characteristic Mothers child childbearing teenagers 

Age 
15 
16 
17 
18 
19 

Residence 
Total urban 
Major city 
Other urban 

Rural 

Provlnce 
Punjab 
Sindh 
NWFP 
Balochistan 

Education level 
attended 
No education 
Primary 
Middle 
Secondary+ 

Total 

-- Less than 0.05 percent 

Teenage women who have begun childbearing are not likely to have had more than one birth (see 
Table 4.14). Only one respondent age 15-17 had two or more births and fewer than 10 percent of women 
age 19 had given birth to more than one child. Overall, 88 percent of women 15-19 have never given 
birth and only three percent have delivered more than one child. These findings suggest that the recent 
increase in the average age at first marriage in Pakistan has had a dampening effect on early childbearing 
and caused the large majority of women to delay childbearing at least until they have completed their 
teenage years. 



Table 4.14 Children ever born to teenaners 

Paccnt dishibution of teenagers 15-19 by number of children ever h (CEB). 
accodng to single year of ag6 Pakistan 1990-91 

Number of children 
ever born Mean Number 

number of 
0 1 2+ Total of CEB teenagers 

Total 87.8 9.2 3.0 100.0 0.2 1720 

-- Less than 0.05 percent or mean less than 0.05 children 
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CHAPTER 5 

KNOWLEDGE AND USE OF 
FAMILY PLANNING 

Nasra M. Shah and Syed Mubashir Ali 

In a counuy with a persistently high population growth rate such as Pakistan, the level of knowledge 
about family planning and the use of family planning methods remain very important demographic issues. 
Information on contraceptive use by various methods is of particular importance to policy makers, pro- 
gramme managers and researchers for formulating future programme strategies. An assessment of the extent 
of knowledge and use of contraception, therefore, constituted one of the primary objectives of the PDHS. 
This chapter describes women's knowledge of modem and traditional contraceptive methods as well as of 
their sources, the level of contraceptive use and the timing of contraceptive initiation, accessibility of family 
planning services and the cost of contraceptive methods. Differentials in knowledge and use according to 
demographic and socioeconomic characteristics of the respondents are also discussed. 

5.1 Knowledge of Family Planning Methods and Sources 

Levels and Trends 

The question used to elicit knowledge about family planning was phrased: "Now I would like to talk 
about family planning-the various ways or methods that a couple can use to delay or avoid a pregnancy. 
Which ways or methods have you heard about?" The respondent was first asked to report all the methods 
she knew without any prompting. Once she completed her spontaneous reporting, the interviewer read out 
the names and a short description of the remaining methods on the list and asked if she knew each one of 
them. In this way, her "complete" knowledge of contraception was obtained. The contraceptive methods 
included in the survey are shown in Table 5.1. 

Almost four-fifths of ever-married and currently manied women reported knowledge of at least one 
method. Almost a l l  the women who reported such knowledge knew of a modem method. One-quarter of 
all women knew of a traditional method, mostly periodic abstinence or withdrawal. Female sterilisation, the 
pill, and injection were the best known methods. A distinction canbemade, however, between prompted and 
unprompted knowledge. If just unprompted knowledge is considered, only about half of all women reported 
that they knew any method. 

Women who reported knowing of a method were asked if they knew where they could go to obtain 
the method. Of allcurrently manied women, 25 to 30 percent knew where they could obtain the pill, an IUD. 
or an injection. The largest percentage (37 percent) knew where they could get sterilisation services. In the 
case of periodic abstinence, only 9 percent of women knew where to get advice on how to use this method. 



Table 5.1 Knowledge and source of conusceaive methods 

Pcrccntsge of ever-married women and currently married women who h o w  specific mneaceptive mcthodn end who 
h o w  a source (for information or services), by specific method. Pakistan 1990-91 

Ever- C m n l y  
d e d  muried 

Ever-married women Currently manid women womn womn 
-- 

Contraaptive Know Unprompted Rompled Know Unpmmpted Prompted Know a Know a 
method method knowledge knowledge method knowledge knowledge source source 

Any method 

Any modern method 
Pill 
IUD 
Injection 
Vaginal method 
Condom 
Female sterilisstion 
Male sterilisation 

Any trndltlonal method 
Periodic abstinence 
Withdrawal 
Other 

Number of women 

NA = Not applicable 

Cornoarison of the level of conlraceulive knowledge in lhe PDHS with earlier survevs reveals some 
unusual pat&ns. The comparisons are. not s&aightfonuard,-since some sumeys included responses 
about specific methods, while others included only the respondent's spontaneous (unprompted) knowledge. 
Looking only at unprompted knowledge, the percentage of currently manied women who reported knowing 
about any method fluctuated from 76 percent in the 1975 Pakistan Fertility Survey (PFS) to 26 percent in the 
1979-80 Population, Labour Force and Migration Survey (PLM) to 49 percent in the 1990-91 PDHS. 
Looking at prompted and unprompted knowledge combined, the percentages still vary greatly, from 97 
percent ofmarried womeninterviewed in 1968-69 in the National Impact Survey-when the family planning 
programme was only four years o l d - 4  62 percent in the 1984-85 Contraceptive Prevalence Survey and 78 
percent in the PDHS (see Table 5.2). Thus, it appears that the overall level of contraceptive knowledge, 
which showed a decline in the last two decades, has made headway in recent years, assuming that the 
measurement in the PDHS was of the same quality as in the earlier surveys. The reason for the fluctuations 
in the level of contraceptive knowledge is unclear, however, it is possible that the social climate that 
influences the respondent's reporting of knowledge of contraception might have become more restrictive 
beginning in the late 1970s. as was pointed out by analysts of the 1979-80 Pakistan Population, Labour Force 
and Migration Survey (Swmro et al. [1984]). 



Table 5.2 Trends in contraceptive knowledge 

Percentaec of cvrrentlv marricd women who know smcific 
conriace&e methods: 1990-91 PDHS. 1984-85 P C ~ S .  and 
1968-69 MS 

Contraceptive 1990-91 1984-85 1968-69 
method PDHS PCPS NIS 

Any method 
Pill 
IUD 
Injection 
Vagind method 
Condom 
Female sterilisatlon 69.7 50.6 47.9 
Male sterilisation 20.2 18.8 36.7 
Periodic abstinence 17.8 5.8 13.7 
Withdrawal 14.3 9.0 16.5 

Note: Figures are for total knowledge; i.e.. knowledge bared on 
unprompted (spontaneous) and prompted responses. 
U = Unknown; no information 
Source: Population Welfare Division (1986); Saomro el al. 
119841. 

Differentials in Knowledge 

Table 5.3 shows the knowledge of modem contraceptive methods and the source for methods among 
currently married womenby selected background characteristics. Interms of respondent's age, women 30-39 
years, who are likely to have the greatest need for contraception, reported the highest levels of knowledge 
(8 1 percent had heard of a modem method). Only 66 percent of women age 15- 19 knew of a modem method 
of contraception. 

There are large differences in reported knowledge between urban and rural areas (see Figure 5.1). 
Ninety-four percent of currently married women residing in major cities knew of at least onemodem method 
of contraception and three-fourths knew where to obtain a method. Among ~ r a l  women. 71 percent knew 
of a modem method and 34 percent knew where to obtain a method. A comparison with earlier surveys 
indicates that the u~'ban-Nd differential in knowledge of family planning has increased over time (data not 
shown). While women in the provinces of Punjab, Sindh and NWFP had knowledge of modem methods 
ranging from 74 to 83 percent, only 37 percent of the Balochi women reported knowing of a modem method. 
Similarly, only about half as many Balochi women knew a source for a modem method as women in the other 
provinces. 



Table 5.3 Knowledge of modern mntracn,tive method9 and source for 

P a ~ t a g e  of m t l y  manied women who know at l u s t  one modern 
mntraceptive method and who know a s o w  (for information or services). by 
backgmund eh-terirticr. Pakistan 1990.91 

Know 
Know Know source for Number 

Background any amodern modem of 
characteristic method method' method women 

Resklence 
Total urban 

Major city 
Othn urban 

Rural 

Education level attended 
No education 
h a r y  
Middle 
Secondary+ 

Work status' 
Clmcntly waking 
Waked before marriage only 85.8 
Waked a£tw mmriage only 81.9 
Wakcd before and 75.7 
dtw maniagc 

Ncvea worked 78.5 

Total 77.9 

'Includes pill. IUD, injection, v a g i d  method9 (diaphragmffoM/jelly). 
mnQm f d  stdination md d c  ~urilisdm 
%xcludes 21 womm arith miaai  infmmtion on wak  suuua. "Never 
worked" m a  that the woman is not m t l v  workine ud ahc did ml work " 
cithw before marriage or just after mudage. 



Figure 5.1 
Knowledge of Modern Contraceptive 

Methods and Sources among Currently 
Married Women by Residence 

Percent 

Major City Other Urban Rural 

1 Know a Modern Method Know a Source I 

PDHS 1990-91 

The major difference in contraceptive knowledge by education is between women withno education - - 
and those who have at least some education. Only 73 percent of women with no education knew of a modem 
method, compared with 92 percent of those who had gone to primary school and 95 percent of those who had 
received at least some education at the secondary level. Similarly, only 38 percent of the women with no 
education knew where to obtain a method, compared with 82 percent of the ones with secondary or higher 
education. 

Fially,  the relative level of contraceptive knowledge of working and nonworking women does not 
show any clear pattern. One might expect working women to have greater exposure and knowledge; 
however, the results in Table 5.3 indicate that this is not always the case. Women who worked only before 
or after marriage are more likely to know a modem contraceptive method (86 percent and 82 percent. 
respectively) than those who have never worked (78 percent), but those who have never worked are slightly 
more likely to know a modem method than those who are currently working (73 percent). Earlier research 
in ~ a k i s t i  has shownthat working women typically belong tothe lower socioeconomic stratum (Shah 1986) 
and are likely to be less knowledgeable about contraception. This is consistent with the finding inTable 3.10 
that working women are the least educated group avid. 



5.2 Contraceptive Use 

Ever Use of Family Planning Methods 

In the PDHS all respondents who knew at least one method were asked whether they had ever used 
the known methods. This was further probed by asking whether they "ever used anything or tried in any way 
to delay or avoid getting pregnant." Table 5.4 shows that one-fifthof ever-married and of currently manied 
women had used a contraceptive method at some time in the past. Sixteen percent of currently manied 
women had used a modem method. while 9 percent had used a traditional method. Periodic abstinence was 
the most commonly used traditional method. 

Fable 5.4 Ever use of mntrlception 

'ercentage of ever-married and of currently married women who have ever used any canaaceptive method, by specific 
nethod and age. Pakistan 1990-91 

Age of woman 
2oneaceptive 
nethod 15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total 

4ny method 

4nv modern method 
P[U 
IUD 
Injection 
Vaginal method 
Condom 
Female sterilisaticm 
Male sterilisaicm 

4ny tradllional method 
Periodic abslinence 
Withdrawal 
Other 

rlumber of women 

Any method 

Any madern method 
Pill 
IUD 
Injection 
Vaginal method 
Condom 
Female sterilisation 
Male stailisation 

Any trldltlonnl method 
Periodic abstinence 
Withdrawal 
Other 

Number of women 

EVER-MARRIED WOMEN 

CURRENTLY MARRIED WOMEN 

-- k s  than 0.05 percent 



The most commonly used modem methods were the condom (7 percent), followed by the pill (5 
percent) and female sterilisation (4 percent). Less than one percent of the women reported ever having used 
a vaginal method such as the diaphragm, spermicides, or suppositories and a negligible proportion (0.1 
percent) reported the use of male sterilisation. 

In terms of age, one-fifth or more of ever-married and of currently married women age 30-44 had 
used a modem method. Contraceptive use rates were highest in the age group 35-39, where knowledge was 
reported to be the highest (Table 5.3). A low use rate was observed among the youngest women: only 2 
percent of those age 15-19 had ever used a modem method. The use of traditional methods was highest (13- 
14 percent) in the age group 35-39. followed by 10 percent in the adjacent age groups 30-34 and 40-44. 

Levels of ever use from the PDHS are considerably higher (21 percent) than those estimated from 
previous surveys. Data from the 1968-69 National Impact Survey WS),  the 1975 Pakistan Fertility Survey 
(PFS), the 1979-80 Population, Labour Force and Migration Survey (PLM) and the 1984-85 Pakistan 
Contraceptive Prevalence Survey (PCPs) show levels of ever use among currently married women to be 12 
percent, 11 percent, 5 percent, and 12 percent, respectively (Soomro et al. [1984]; Population Welfare 
Division 1986). While differences in the methods asked about and in the implementation of the surveysmay 
account for some of the differences, it seems likely that there has been a substantial recent increase in theever 
use of contraception in the country. 

Current Use of Family Planning Methods 

Regarding current use at the time of survey,' 12 percent of currently married women reported that 
they were using some method to delay or prevent pregnancy (see Table 5.5). Three-fourths of the current 
users were using a modem method and one-founh a traditional method. The most widely used method was 
female sterilisation (4 percent), followed by the condom (3 percent) and the IUD (1 percent). Less than one 
percent were using either the pill or injection (a recently introduced method). 

'1n the PDHS, no reference period was defmed for current use. The woman was asked whether she or her husband 
were currently using a method. 

59 



rable 5.5 Cunent use of wntr~ception 

Percent distribution of cunmtly married women by current use of wntraccptivc methods, according to age, Pakistan 
1990-91 

Age of woman 
Conaacepjve 
method 15-19 20-24 25-29 30-34 35-39 40-44 4549 Total 

Any method 2.6 6.3 9.6 13.4 20.4 15.8 11.8 11.8 

Any modern method 1.9 3.8 7.4 9.6 15.8 12.8 10.3 9.0 
Pill 0.2 0.8 0.8 0.7 0.9 0.8 .. 0.7 
IUD 0.4 0.7 1.8 1.9 1.4 1.1 0.4 1.3 
k&ction 0.4 0.4 0.4 0.6 1.6 1.1 1.1 0.8 
Vaeinal method .. -. .- .. 0.1 .. .. .. - 
Condom 
Female sterilisation 
Male stailisation -- -. .. 0.1 0.2 .. .. .- 

Anv traditional method 0.7 2.5 2.3 3.8 4.5 3.0 1.5 2.8 
~ & d i c  abstinence 0.5 0.7 1 .O 1.6 2.6 1.7 0.4 1.3 
Withdrawal 0.1 1.1 1 .O 1.9 1.8 1.3 0.3 1.2 
Other .- 0.6 0.3 0.3 0.2 -. 0.8 0.3 

Not currently using 97.4 93.7 90.4 86.6 79.6 84.2 88.2 88.2 

Total 
Number 

-- Less than 0.05 percent 

The level of contraceptive use varies with the age of women, increasing fmm less than three percent 
for manied women age 15-19 to a high of 20 percent for women 35-39. and decreasing thereafter. It is 
assumed that younger women are less likely to use contraception because they have recently started their 
families. while older women. whose current use is more than the national average. are more likelv to use due - 
to the pressure of frequent pregnancies and large family size. Younger women typically use a temporary 
method such as the condom. oeriodic abstinence, or withdrawal, while sterilisation is more common among 
older women (8 percent of women age 35-44 have been sterilised). It is notable that even among women a& 
35 and over, the condom is the second most widely used method. 

Table 5.6 shows the convace~tive use rates (ever use and current use) among non-oremant women. - . - 
A total of 22 percent of non-pregnant currently manied women reported that they had ever used contraception 
while 14 percent were currently using various methods (1 1 percent modem methods and 3 percent traditional 
methods). Among modem methods, female sterilisation (a permanent method) was used most frequently (4 
percent), followed by the condom (3 percent), RID (2 percent), injection and the pill (1 percent each). 
Modem methods had been used by 17 percent of non-pregnant women and traditional methods had beenused 
by 10 percent. The most prominent modem method among ever-users was the condom (8 percent), followed 
by the pill (5 percent), sterilisation and the IUD (4 percent each), and injection (3 percent). 



Table 5.6 Use of mncaception by n o n - m e m t  

Percentage of currently married nm-pregnant women 
who have ever used and are currently using a 
wnbaceptive method, by specific method. Pakistan 
1990-91 

Concaceptive 
method 

Ever Currently 
used using 

Any method 

Any modern method 
Pill 
IUD 
Injection 
Vaginal method 
Condom 
Female sterilisation 
Male sterilisation 

Any traditional method 
Periodic abstinence 
Withdrawal 
Other 

Never used/Not currently using 

Total 
Number of women 

-- Less than 0.05 percent 
NA = Not applicable 

The level of contraceptive use reported in the PDHS represents a substantial increase from that 
reported in either the 1975 PFS or the 1984-85 PCPS. Both these surveys calculated contraceptive use for 
currently married non-pregnant women; the results from all three surveys, calculated on this basis, are given 
in Table 5.7. Contraceptive use among married, non-pregnant women has almost tripled in 15 years, from 
5 percent in 1975 to 9 percent in 1984-85 and 14 percent in 1990-91. In particular, female sterilisation has 
gained importance over the last two decades. Only 1 percent of manied non-pregnant women were reported 
in the 1975 PFS to have been sterilised; in the 1984-85 PCPS, this had increased to 2.6 percent and by 1990- 
91. to 4.2 percent, a fourfold increase in 15 years. 



Pable 5.7 Trends in contraceptive use 

Percentage of currently married. non-pregnant women age 15-49 
who are mently using I con~aceptive mothad, 1990-91 PDHS. 
1984-85 PCPs and 1975 PFS 

Contra~eptive 1990-91 19U-85 1975 
method PDHS PCPS PFS 

Any method 

Any modern method 
Pill 
IUD 
Injection 
Vaginal method 
Condom 
Female sterilisation 
Male stailisation 

Any tradltlonal method 
Periodic abstinence 
Withdrawal 
other 

Number of women 

Note: Figures for the PFS include use of prolonged abstinence 
as "other," which is analogous to the PCPs and PDHS, since 
there was no probing of methods. 
-- Less than 0.05 percent 
U = Unknown; no information 
Source: Population Planning Council of Pakistan (1976); 
Population Welfare Division (1986:88). 

The condom, the second most widely used method, has gained in popularity compared to the pill. 
This may be due to the general availability of condoms through a commercial social marketing programme, 
Social Marketing of Contraceptives (SMC). Similarly. IUD use has doubled from 0.8 percent in the 1984-85 
PCPS to 1.5 percent in the 1990-91 PDHS. The introduction of the Copper T into the programme has 
probably been the principal reason for this increase. 



Sodoeconomic Differentials in Current Use of Family Planning 

Table 5.8 shows the sociodemographic differentials in current contraceptive use. As in previous 
surveys, alarge urban-rural differential continues to exist (see Figure 5.2). The proportion of married urban 
women using a modem method (19 percent) is almost four times greater than that of rural women (5 percent). 
The urban-rural diffemtial holds for each method; for example, 9 percent of the women in major cities have 
been sterilised, compared to 6 percent of women in other urban areas and 2 percent of women in rural areas. 
It should also be noted that in both rural and urban areas, current use of any method has increased since the 
1984-85 PCPS, which showed a rate of 16 percent for urban and 5 percent for rural areas. 

Residence 
Tad urban 25.7 18.7 1.4 

Major city 31.0 22.3 1.4 
Otheruttmn 18.8 13.9 1.4 

Rural 5.8 4.8 0.4 

Education 
No education 77. 6.2 0.5 
PrLna~y 17.8 14.0 1.5 
Middle 29.5 21.7 1.6 
Secondary+ 38.0 25.9 1.1 

Number d 
livlng chlldren 
0 0.1 0.1 -- 

In terms of provincial variation. Balochi women reported the lowest level of current use--only 2 
percent were using modem methods, which is consistent with the low level of contraceptive knowledge 
among Balochi women. In contrast. 10 percent of women in Punjab were using modem methods. 



Figure 5.2 
Current Use of Modern Contraceptive 

Methods among Currently Married Women 
15-49 by Residence and Province 

Percent 

Urban Rura l  Pun lab  
R E S I D E N C E  

Slndh NWFP Balochletsn 
PROVINCE 

PDHS 1990-81 

Another major differential that continues to hold is related to women's education. A strung positive 
relationship exists between education and the level of current use (see Figun: 5.3). The percentage ofharried 
women using a modem contraceptive method increases from 6 percent of women with no education to 26 
percent of women with secondary or higher education. This same association exists in the case of condom 
use and the use of uaditional methods, with use being much greater among women who have attended 
secondary or higher education. The relationship is less obvious for female sterilisation and many of the other 
methods; the percentage of sterilised women, for example, was almost the same among those who attended 
primary school and those who attended secondary school or higher. 

Finally, a positive association exists between the number of living children a woman has and current 
use. This was especially marked regarding use of female sterilisation. Only 2 percent of the women with 
three children had been sterilised, compared with 5 percent of those with four or five children and 9 percent 
of those with six or more children. 



Figure 5.3 
Current Use of Modern Contraceptive 

Methods among Currently Married Women 
15-49 by Education 

Percent 

No Educ. Primary Middle Secondary+ 
EDUCATION 

PDHS 1890-81 

Number of Children at  First Use of Contraception 

Inorder to investigate whenduring the family building process couples become motivated to initiate 
family planning use, the PDHS included a question for all women who had ever used a method as to how 
many living children they had when they first used a method. Overall, less than half (46 percent) of those 
who had ever used family planning initiated use when they had fewer than thre.e living children (see Table 
5.9). As expected, very few women initiated contraceptive use before they had any cnildren (0.5 percent). 
There appears to be a slight tendency for younger women to have initiated family planning use at lower 
parities than older women. A larger proportion of women living in major cities (34 percent) staned using a 
method when they had fewer than four children than women living in other urban areas (19 percent) and those 
living in rural areas (5 percent). Users in NWFP staned using a method much later than their counterparts 
in other provinces. Women who attended secondary school or a higher level of education started using a 
contraceptive method earlier than women with no education. 



Table 5.9 Number of childm at first use of mntraccp(ion 

Pcrccnt diabibution of cvu-rrupdcd w o r n  by number of living children at the ti- of first use of conlmception. according to 

selected background characteristics. PakiaIan 1W091 

Never Number of Living children d the tim of fist use 
uacd of mnuaception Number 

Background w n m -  of 
characteristic ffiption 0 1 2 3 4 5 6 7+ Missing Total women 

Resldeoce 
Total urban 

Major city 
Other urban 

Rural 

Province 
Punjab 
Sindh 
NWFP 
Balochistan 

Education level attended 
No education 
Primary 
Middle 
Secondary+ 

Tolal 

- Less than 0.05 percent 

Use of Social Marketing Brand Condoms 

The increase in condom use documented in the PDHS may be attributed at least partially to the active 
social marketing of this method. Table 5.10 shows that more than one-third (36 percent) of all couples who 
were using condoms were using the social marketing brand (Sathi). 18 percent were using the brand 
distributed in the govement ' s  family planning programme (Sultan) and 8 percent were using other brands. 
These figures underestimate the importance of the social marketing brand of condoms, as well as the other 
brands, since they include the responses of women who did not know the brand of condoms used by their 
husbands. When we consider only those respondents who knew the brand name of the condoms their 
husbands were using, 58 percent reported Sathi, 29 percent reported Sultan and 13 percent reported the use 
of other brands. 



( Table 5.10 Brand names of wndoms 

I Percent disnibution of condom users by brand names of condoms currently boing usod. according to 
urban-rural residence, Pakistan 1990-91 

Residence 
Other Don't 

Sathi Sultan brand know Total N u m h  

Total urban 
Major city 
Other urban 

Rural 

Nole: Excludes three women with information missing an brand name. Figures in parentheses are 
based on 25 to 49 unweighted women. 
-- Less than 0.05 percent 

5.3 Knowledge of the Fertile Period 

Earlier in this chapter it was reported that 18 
percent of the currently manied women had heard about 
periodic abstinence as a method of contraception and 9 
percent knew where to get information about this meth- 
od (see Table 5.1). A total of 5 percent of currently 
manied women reported that they had ever used period- 
ic abstinence as a method of contraception (see Table 
5.4). The successful use of periodic abstinence as a 
method of contraception is, to some extent, dependent 
on a woman's knowledge of the fertile period. Table 
5.1 1 shows respondents' knowledge about the time dur- 
ing the menstrual cycle when a woman is most likely to 
get pregnant. Only five percent of all ever-married 
women could correctly identify the fertile period as 
being in the middle of the cycle. Even among the wom- 
en who said they have used periodic abstinence, less 
than one-third had accurateknowledge about the time a 
woman is at the highest risk of pregnancy. 

Table 5.11 Knowledge of fertile period 

Percent distribution of ever-married women and 
women who have ever used periodic abstinence by 
knowledge of the fertile period during the ovulatory 
cycle. Pakistan 1990-91 

Ever- Ever users 
Perceived married of periodic 
fertile period women abstinence 

During menstrual period 1.7 3.4 
Right after period ends 6.9 38.7 
Middle of her cycle 5.2 31.8 
lust before period begins 1.3 8.2 
At any time 0.6 0.2 

Don't know 

Total 
Number 

Some remarks about the comprehensibility of this question are in order. The question dealing with 
the fertile period presented a special difficulty and often had to be repeated in order to be understood. It is 
therefore not surprising that 84 percent of the women said they did not know when the fertile period occurs. 
In a society where two-thirds of women have received no education (see Table 3.5) and knowledge about the 
reproductive period is obtained through informal social channels, it is not unusual that only a few women 
reported accurate knowledge of the fertile period. It follows that in order for periodic abstinence to be used 
as a programme method. a major educational effort would have to be implemented. 



5.4 Age at Sterilisation 

Some information about the age and time at which women obtain sterilisation operations is given in 
Table 5.12. Of the total women who reported sterilisation. 45 percent were sterilised less than four years 
before the survey, anotherone-third (34 percent) weresterilised4-7 yearsbeforethe survey and the remaining 
one-fifth were sterilised eight or more years before the survey. For those sterilised in the most recent time 
wriod-the four years before the survey-the data show that half of the sterilised women had the owration 
before they were age 35 and about one-third had the operation in their late 30s. It is difficult to assess trends 
in the age at sterilisation since the PDHS only interviewed women age 15-49 at the time of the survey. Thus, 
for the period eight or more years before thesurvey, there are no women age 45-49 and very few age 40-44, 
since these women would have been age 53-57 and 48-52. respectively, at the time of the survey. A recent 
study sponsored by the Family Planning Association of Pakistan, however, found that the age, as well as the 
parity. of sterilised women showed a declining trend (Rehan, n.d.). 

Table 5.12 Timine of sterilisation 

Percent distribution of sterilised women by age at the time of sterilisation, according to the number of years 
since the operation. Pakistan 1990-91 

Age at time of operation Number 
Years since of Median 
operation <25 25-29 30-34 35-39 40-44 45-49 Total women age1 

-- Less than 0.05 percent 
' ~ e d i a n  ages have been calculated only for women less than 40 years of age to avoid problems of censoring 

5.5 Source of Supply and Accessibility of Contraception 

In order to evaluate the relative importance of various types of family planning service delivery 
mechanisms, the PDHS included a question about where current users obtained their methods. Overall, the 
govemment supplied over half (56 percent) of all modem methods used, while the private sector supplied 30 
percent (see Table 5.13 and Figure 5.4). Four percent of users obtained their methods from other sources, 
while 10 percent (mostly condom users) did not know the source of their methods. 

The mix of public vs. private sources varied according to the method used. For clinical methods 
(IUD and sterilisation), the govemment was by far the major source of supply; 85 percent of sterilised women 
and 81 percent of IUD users said that they had obtained services fmm a govemment source. More than half 
(53 percent) of the users of injection also got their supply fmm a govemment source. Users of supply 
methods (the pill and condoms) were less dependent on the government for their supply. 



Table 5.13 Source of supply 

Percent diseibution of cunent users of modem contraceptive methods by most recent source of 
supply or information. acmrding to specific method. Pakistan 1990-91 

Source of supply 
or information 

Total government 
HospitaVclinic 
Family Welfare Centre 
Other government 

Total prlvate 
Doctor 
Hospital 
Drugstore 
Other shop 
TBA 

Total other sources 
Friendshelatives 
Other sources 

Don't knowlmlsslng 

Total 
Number 

Female All 
Pill IUD Injection Condom sterilisation methods' 

-- Less than 0.05 percent 
AU methods include vaginal methods and male sterilisation, which are not shorn separately. 

As for specific sources, Family Welfare Centres, the main institutional structure through which 
contraceptives are provided, are an important source of services: 35 percent of IUD users and 21 percent each 
of users of the pill and injection are served by Family Welfare Centres. Government hospitals and clinics are 
the major source for female sterilisation, serving 78 percent of the women. These facilities served a large 
proportion of IUD and injection users as well. Drugstores and other shops are the major sources for pills and 
condoms (48 percent of pill users and 43 percent of condom users). A substantial proportion (38 percent) 
of women who use injection receive their shots from a private doctor or hospital. Thus, government and 
private sources are active in supplying various types of contraceptives. To facilitate the accessibility of 
contraceptive methods, both these sources need lo be expanded. 



Figure 5.4 
Sources of Family Planning among Current 
Users of Modern Contraceptive Methods 

u 
Private 30% 

PDHS 1990-91 

The easeof obtaining a contraceptive method is an important factor in establishing contraceptive use. 
Thus, in the PDHS, eachcurrent user of amodemmethod was asked how long it took to travel from her home 
to the dace where the method was obtained. These same questions were also asked of nonusers who knew 
of a source for family planning. The results are pmented in Table 5.14. 

Table 5.14 Time o scum d wwly for modem contnrceptivc methods 

Pemnl d~svltuoun of N-1 uren of modem mcthods of fmlly plannmg, nmurcrr of modem mcthods, md all ever rnsrncd woma 
knowtng my rncthcd md a so-. by umc to ruch %oum of o~pply, scmrdmg lo "ban lural renldcna. Ptk~sun 1990 91 

Evcr-married women who 
C u m 1  urcn of modem methods Nonusen of modern mdhodr know a mtnccptivc method 

Minuter Tau1 Mapr Olhcr T a d  Major Other T a d  Major Other 
10 sow- urbn city uhul R u d  T a d  u h  cily u h  Rural T a d  u h  city urban Rural T a d  

Don't know time 4.1 4.2 3.9 2.3 3.4 5.9 4.9 7.3 6.0 6.0 5.3 4.6 6.4 5.6 5.5 

Nnc: Table cxcludu wrmcn who &not know r ~ a ~ c .  Tablc also ududcs tho= who mentioned friends, relatives, or othcn as the 
wroc. Although the time to get o a m d d e  dinic or field worker war not asked, it is assumed that these scums arc within IS minutes 
of the wamn's h-. Nmusss d modem methodl md ever-married women r h o  know a mntnepivc  method exdud. cunmt users of 
uditiaul method& 



In terns of how long it took the current users of modem methods to reach a source of supply, mral 
women reported a median of 61 minutes. compared with 30 minutes reported by urban women. About 63 
percent of the rural users of modem methods said that it took them an hour or more to reach the facility from 
where they obtained their contraception, compared with 22 percent of the women in major cities and 39 
percent in other urban areas. Differentials by time to reach a source reported by those who were not using 
modem methods and by all women who know a method were similar. 

5.6 Cost of Contraception 

The PDHS included a question for current users of the pill, IUD, condom, injection and female 
sterilisation about the cost of their methods. The results are presented in Table 5.15. Caution should be 
exercised in interpreting these data since the number of users is small. 

I Table 5.15 Costs of contraceptive methods 

Average wst of contraception for current users and the percentage receiving method for 
free by contraceptive method, Pakistan 1990-91 

Average wst (Rupees) Number of users 
Percent 

Conuaccptivc For those Who receiving 
method Total1 who pay Total1 paid free 

Pill (one packet) 7 (8) 35 29 15.5 
IUD insertion 59 (loo) 79 46 41.2 
Injection 87 (102) 42 35 15.1 
Condom 1 1 80 64 19.7 

Sathi (1) (1) 37 34 (9.8) 
Female sterilisation 756 2740 199 55 72.4 

Note: Table excludes users who did not know the mst of their method. Figures in 
parentheses are based on 25 to 49 unweighted women 

Includes those who received method free 

A majority of the female sterilisations (72 percent) and 41 percent of the IUD insertions were 
provided freeof charge, presumably by govemment hospitals orclinics, while alargcmajority ofwomen who 
were using the pill, injection, or condoms had to pay for the selvices. The cost of pills and condoms is fairly 
low as a result of government subsidies: on average, one condom costs the user one rupee (for those who 
paid), while a cycle of pills costs eight rupees. The cost of an injection or an IUD insertion is substantial 
(about 100 ~pees ) .  In recent years injection has become a popular method and programme administrators 
would be well advised to encourage additional free or subsidized sewices for this method. Finally, those who 
paid for the sterilisation operation paid, on average, over 2,700 rupees. The high cost of this method puts it 
well beyond the reach of most couples. Hence, the programmeemphasis on the provisionof free sterilisations 
is well placed. 
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CHAPTER 6 

FAMILY PLANNING ATTITUDES 

Abdul Razzaque Rukanuddin and Mehboob Sultan 

A positive attitude toward family planning is one ofthe basic prerequisites for contraceptive use. 
This chapter discusses the interpersonal communication among husbands and wives about family planning; 
attitudes of couples toward family planning; whether they heard a family planning message on radio or 
television; their perceptions about theeffectiveness of family planning messages in persuading couples to use 
family planning; and their attitudes toward family planning messages on radio or television. 

6.1 Discussion of Family Planning Among Couples 

Although husband-wife discussion of family planning is not a necessary condition for adopting 
contraception, earlier research in Pakistan does indicate that interspousal communication on family planning 
creates interest in and support for regulating fertility through contraceptive use (Shah 1974). 

All currently married nonsterilised women who knew a contraceptive method were asked how often 
they talked with their husbands about family planning in the past year. The-quarters of the women (74 
percent) said they had not discussed this topic with their husbands in the previous year. Of the remaining 26 
percent who had discussed the topic, 21 percent discussed family planning once or twice while 5 percent 
discussed it more often (see Table 6.1). A relatively high percentage of women age 30-39 (31 percent) 
reported that they had discussed family planning with their husbands, which is consistent with the greatcr use 
of contraception in this age group (20 percent). Women in their early and late reproductive years were least 
likely to have communicated with their husbands on family planning. 

Substantial differences were also found on the basis of urban-rural residence, province, and 
educational attainment. Women in major cities were more than twice as likely as women in rural areas to 
have discussed family planning with their husbands (41 percent versus 20 percent). Similarly, women in 
Punjab were most likely to have discussed family planning (28 percent), followed by women in Sindh (25 
percent), Balochistan (23 percent) and NWFP (17 percent). The findings of relatively low interspousal 
communication in Balochistan and NWFP are consistent with the low level of contraceptive use reported in 
these provinces. 

As expected, the extent of husband-wife communication about family planning was positively related 
with the educational aaainment of women. For example, women with some secondary or higher education 
were more then twice as liiely to have discussed family planning with their husbands as women with no 
education (46 percent versus 21 percent). Women with secondary or higher education were also more likely 
to have discussed family planning with their husbands at least three times during the last year (16 percent) 
than women with a lower level of education or with no education at all. 



Table 6.1 Discussion of family plnnninp, bv couples 

Percent diptibution of evnently married nonsterilised women who h o w  e comaceptive 
method by the number of times family planning was discussed with their husbands in the year 
preceding the survey, according to background characteristics. Pakistan 1990-91 

Number of times 
family planning discussed 

Once Three Number 
Background or or more of 
characteristic Never twice times Totd women 

Resldence 
Totd urban 
Major city 
Other urban 

Rural 

Provlnce 
F'unjab 
Sindh 
NWFP 
Balochistan 

Education level attended 
No education 
k a r y  
Middle 
S e m n d q  + 

Total 

6.2 Attitudes of Couples Toward Family Planning 

Data on attitudes toward family planning were collected by asking women whether they and their 
husbands approved or disapproved of couples using a method to delay or avoid pregnancy. Table 6.2 presents 
information on the extent of consensus between women's anitudes and those of their husbands. It should be 
noted that the husbands' actual attitudes (reported in Chapter 12) may differ from their wives' perceptions 
of their attitudes. However, a wife's perception concerning her husband's attitude is important as it affects 
her decision with regard to the use of family planning. 



Table 6.2 Attitadu of oowle~ towud f u d ~  dnnning 

h n t  diauibudon of wivu' approval of family planning by thch pentption of their husbands' anitude toward family planning. 
among c m n t l y  married nonstdiscd women who know of a mntmeptive method, locording to selected background 
chlracanstics. Pakistan 1990-91 

Wanan approvca Wanan disapproves 

Husband Husbmd': Husband's 
Both dir- attitude Husband attitude Both Number 

approve approvsr unknown approves u n h o m  disapprove 0th Tarl of womm 

Reddence 
Total urban 

Major dty 
Other urban 

Rural 

Provlna 
Punjab 
Sindh 
NWFP 
Balochistan 

Education level attended 
No education 

Rimary 
Middle 
Secondary + 

Total 

--Leas than 0.05 percent 

Table 6.2 shows that 62 percent of currently married, nonsterilised women who knew of a 
contraceptivemethod approved of family planninguse, while 38 percent disapproved of it. Women perceived 
their husbands to be somewhat less favourable toward family planning. While 28 percent of women said they 
did not know their husband's attitude, half of the rest thought their husband disapproved of family planning. 
?here appears to be a considerable amount of consensus between husbands and wives about family planning 
use. One-third of female respondents reported that both they and their husbands approved of family planning 
and 22 percent said they both disapproved. The latter couples constitute the hard core cases in which family 
planning acceptance seems unlikely, unless concerted motivational efforts are made to bring about an 
attitudinal change. Only 15 percent of women reported an opposite opinion to that of their husbands, and in 
such cases the husband was usually reported to have a less favourable attitude toward family planning. 



Attitudes toward family planning use differ little by the age of the wife. However, urban women are 
more likely than rural women to approve of family planning (see Figure 6.1). The approval of family 
planning by both husband and wife was more than twice as high (53 percent) in urban than in rural areas (24 
percent). Conversely, disapproval by both husbands and wives was higher in rural areas (26 percent) than 
in urban areas (16 percent). Rural women were less likely to know their husband's attitude than urban 
women, a fact which is consistent with the lower level of communication about family planning in rural areas. 

Considering family planning approval by province, about 60 percent of women in Sindh. Punjab, and 
NWW approved of family planning use, compared with only 47 percent of women in Balochistan. The 
highest proportion of disapproval by both husband and wife was reporled in Balochistan (32 percent). 
followed by Sindh and Punjab (23 percent each) and NWFP (19 percent). 

Figure 6.1 
Approval of Family Planning among 

Currently Married Women by Residence 
and Education 

Percent 

70 

Other 
Urban 

Rural N O  E ~ u c .  Primary Mlddle 

RESIDENCE EDUCATION 
Not.; Based on cur ren l ly  married non- 
sterlllwd women age 16-49 who know e method. 

PDHS 1990-91 

Education of women is a crucial variable which is related to the approval of family planning by both 
husband and wife. Overall, only 55 percent of uneducated women app&ed of family ;la&ng 
with 89 percent of women with secondary education. Approval by both husband and wife was the lowest (27 
percent) among women with no formal education. As education increased, the proportion of women who 
reported that both they and their husbands approve of the use of family planning increased from 43 percent 
in the case of primary education to 55 percent in the case of middle school and 70 percent for secondary and 
higher education. 



6.3 Family Planning Messages on Electronic Mass Media 

The Population WeIfm Programme (PWP), keeping in view the low literacy rate-particularly 
among females-and the rural residence of most of the population, has utilised the electronic mass media to 
publicise family planning messages. For more than six years, the PWP has been regularly using radio and 
television to promote the concept of a small family norm and to disseminate information on family planning, 
maternal and child health, and breastfeeding. The effolt to spread family planning information through the 
electronic mass media has succeeded in reaching only one in five ever-married women (21 percent) at the 
national level (see Table 6.3). One in twenty women (5 percent) had heard a family planning message only 
on radio and the same pmportion had seen a message only on television. About one in nine women (1 1 
percent) had heard a message on both radio and television in the month preceding the survey. This indicates 
that the electronicmedia have yet toplay amajor role indisseminating the family planning message to a large 
segment of the illiterate and Gral ~ p u l a t i o n ~  

Table 6.3 Family plannin~ messazes on radio and television 

Percent distibution of ever-married women by whether they have heard a family planning message 
on the radio or television in the month preceding the survey. according to background 
characteristics, Pakistan 1990-91 

Heard family planning message 
on radio or on television 

Number 
Background Radio Television of 
characteristic Neither only only Both Total women 

Residence 
Total urban 

Mgm city 
Other urban 

Rural 

sin& 
NWFP 
Balochistan 

Educatlon level attended 
No education 
primary 
Middle 
Sewndary + 

Total 

Urban-ruml differentials in media coverage were quite prominent. One of eight rural women (13 
percent) had heard a family planning message on radio or television compared to two of five urban women 
(39 percent). In major cities, close to half of the women (46 percent) had heard a family planning message 
on radio or television during the preceding month. 

Among the provinces, a larger proportion of women (32 percent) in the comparatively more 
urbanised province of Sindh had heard a family planning message, followed by NWFP (19 percent) and 



Punjab (18 percent). Women in Balochistan were least likely to have heard family planning messages (10 
petrent), probably because of the low population density and the relatively low level of coverage by mass 
media 

Exposure to family planning messages through the electmnic mass media was positively correlated 
with educational attainment. Only 16 percent of the uneducated respondents reported that they had heard a 
family planning message on radio or television, whereas more than half (52 percent) of the women with 
secondary education had heard a message. The proportion hearing a message on radio alone declined with 
increasing education and the proportion hearing a message on TV or on both radio and T V  increased with 
increasing education. 

Table 6.4 Perceived effectiveness of mass media messages on use of family planning 

Percent distribution of the perceived effectiveness of family planning messages in persuading couples to 
use family planning, among ever-married women who have heard a radio or television message about 
fmily plsnning, ~ccading to selected background charact-tics. Pakistan 1990-91 

Perceived effectiveness 

Background Not Don't 
characteristic Effective effective know Missing Total Number 

Ape 

Residence 
Total urban 

Major city 87.1 7.8 4.6 0.5 100.0 532 
Other urban 79.2 14.0 5.6 1.2 100.0 263 

Rural 74.0 9.2 15.1 1.7 100.0 606 

Provlnce 
Puniab 
sin& 
NWFP 
Balochistan 

Education level attended 
No education 74.9 11.7 12.2 1.2 100.0 811 
primary 87.8 6.8 5.2 0.2 100.0 224 
Middle 85.5 4.1 8.1 2.3 100.0 112 
Secondary + 86.7 7.8 4.2 1.2 100.0 253 

Total 79.9 9.6 9.3 1.2 100.0 1401 

Table 6.4 presents the views of ever-married women about the effectiveness of the family planning 
media messages they heard on radio or saw on television. Eighty percent of the women who heard a message 
reported that these messages were effective, while 10 percent reported that they were not effective and 9 
percent did not know. The differentials in perceived effectiveness by various social and demographic 
characteristics were generally small. The youngest women (15-19 years) and theoldest women (45-49 years) 

78 



were less likely to find the messages effective than women at other ages. Rural women were less likely to 
fmd the family planning messages effective. Women in Balochistan and women with no education were least 
likely to rate the messages as effective. 

6.4 Acceptability of Family Planning Messages on Electronic Mass Media 

Women were further asked whether or not they considered it acceptable for family planning 
information to be provided on radio or television. Slightly less than half (48 percent) of the women said that 
these messages were acceptable to them, while 20 percent said they were not acceptable and the rest (32 
percent) were not sure. Younger women, rural residents, women with no education, and women in Balo- 
chistan were less likely thanother women to think it was acceptable to broadcast family planningmessages 
on radio or television (see Table 6.5). Attitudes toward the acceptability of family planning messages on the 
electronic mass media are highly favourable among women living in major cities and among women who 
have gone beyond primary school. 

Table 6.5 Acceptability of media messages on family olanning 

Percentage of ever-married women who believe that it is acceptable to have messages about family planning on radio or 
television, by age and selected background characteristics. Pakistan 1990-91 

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

Residence 
Total urban 

Major city 
Other urban 

Rural 

Province 
Punjah 
Sindh 
NWFP 
Balochistan 

Educntlon level anended 
No education 
Primary 
Middle 
Secondary+ 

Total 

6.5 Intentions About Future Use of Contraception 

Information on intentions to use contraception in the future can assist family planning administrators 
in reaching prospective users and providing them with contraceptives of their choice. Similarly, information 
on method preference and the reasons for nonuse is helpful in planning future strategies and improving the 



operational modalities of the family welfare programme. Such information also provides an estimate of the 
potential demand for family planning services in the country. 

In the PDHS, all cumntly married pregnant women and non-pregnant women who were not using 
contraception at the time of interview were asked about their future intentions regarding the use of family 
planning and their method preference if they intended to use. If they did not intend to use family planning 
at any time in the future, they were asked why they did not intend to use. Seven of 10 (71 percent) currently 
married nonusers reponed they do not intend to use contraception in the future (see Table 6.6). One of six 
(16 percent) said that they would use in the future and 13 percent were not sure about their intentions. Seven 
of 10 of the intended users (69 percent) said they would use contraception within the next 12 months, one- 
quarter (25 percent) reported they would use at a later stage, and 7 percent were not sure when they would 
stan using contraception. 

Table 6.6 F u m  mnhacemive use 

Pc-nt distribution ofintentions to uac f a d y  planning in the f u m  by paat experience with mntraoeption, among cunsnlly manicd 
women who are not cumntly using any mtraceptive mthod, according to number of living child~n. Pakistan 1990-91 

Number of Living children' 

Intention 0 1 2 3 4 5 6 7+ Total 

Never used contreepllon 
lntends use within 12 months 0.3 
Intends use later 4.7 
Intends - unsure time 0.3 
Unsure as to intent 13.9 
Does not intend use 80.1 

Previously used cootreeplloo 
lntends use within 12 months -- 
Intends use later .. 
Intends - unsure time .. 
U n s w  as to intent .. 
Does not intend we 0.7 

Total percent 100.0 

Currently married nonusers 
lntends use within 12 months 0.3 
Intends usc 1-1 4.7 
Intends - unsure time 0.3 
Unsure as to intent 13.9 
Does not intend use 80.8 

Total percent 100.0 
Number 601 

-- Less than 0.05 perccnt 
' Includes oumnt pegmncy 



The proponion of women who intend 
to use does not indicate a consistent trend by 
parity, although women with three or fewer 
children are less likely to express an intention 
to use family planning in the future. Among 
women who never used contraceptive methods 
before, three-qualters reported that they did not 
intend to use in the future. In contrast, amajori- 
ty of those who used in the past (but are not 
currently using) intended to use contraception 
again in the future. 

6.6 Reasons for Nonuse of 
Contraception 

Currently-married women who do not 
intend to use contraception in the future were 
asked to indicate the main reason for their in- 
tentions. The largest proportion of women (43 
percent) said they did not intend to use con- 
traception since they wanted more children (see 
Table 6.7). This reason was given by nearly 
two-thirds (64 percent) of women less than 30 
years of age, but only one-quarter of women 
age 30 and over. 

Religious reasons were cited by the 
next largest group of women (13 percent), fol- 
lowed by lackof knowledge about family plan- 
ning (1 1 percent). Although Pakistani society is 
considered to be male dominated, relatively 
few women (6 percent) mentioned their hus- 
band's opposition to the adoption of family 

Table 6.7 Reason8 for not intaading t o w  contrsception 

Parccnr disrribudon of main  MOM for not intending to use 
mlception, among nonconewpting cmently m a n i d  
women who do not intend to w in the future. according to age. 
P&sm 1990-91 

Age 
R e w  for not intending 
to use conhaception 15-29 30-49 Total 

Wants children 
Lack of knowledge 
Husband opposed 
Costs too much 
Wony about side effects 
Health concerns 
Hard to get methods 
Religion 
O p p d  to family planning 
F~alistic 
Othcrpeople opposed 
Inhequent sex 
Difficult to get pregnant 
MmopusaUhad hysterectomy 
honvenicnt 
Other 
Don't know 

Total 
Number 

-- Less than 0.05 p e m t  

planningmethods as the main Gason they do not intend to use contraception. The proportion of women with 
a fatalistic attitude (3 percent) was less than might be expected. A significant proportion of older women 
reported their actual or perceived sterility as the main reason for not intending to use contraception in the 
future. 

6.7 Preferred Future Method of Contraception 

Among the women who reported their intention of using contraception in the future, one of six (17 
percent) reported female sterilisation as their preferred method of contraception (see Table 6.8). Less than 
half (45 percent) said they preferred to use modem spacing methods: injection (16 percent), the pill (13 
percent), condoms (10 percent), and the IUD (7 percent). About onequarter of these respondents did not 
know what method they preferred for future use, 4 percent mentioned traditional methods (2 percent periodic 
abstinence and another 2 percent withdrawal), while 8 percent gave other answers. Almost none of the 
respondents indicated male sterilisation or vaginal methods as their preferred method. 



Table 6.8 F ' r e f d  method of wntrace~tion for 
future usc 

Percent distribution of pnfemd wnuaceptive 
method among currently married non-contra- 
ccpting women who intend to use in the future, 
according to intended timing of future use, 
Pakistan 1990-91 

Intend to use 

In next After 
F'refenad method 12 12 
of contraception months month$ Total 

Pill 14.5 
IUD 8.7 
Injection 17.5 
Diaphragm/Foam/Jelly 0.3 
Condom 10.4 
Female sterilisation 18.9 
Periodic abstinence 2.4 
Withdrawal 1.5 
Other 7.9 
Don't imow/missing 17.9 

Total 100.0 
Number 602 

Note: Total includes 59 women who intend to use 
in the future, but who are unsvn when they will 
use. 
-- Less than 0.05 percent 

The choice of prefemd methods was generally similar for those who intended to use within 12 
months and for those who intended to use later, although the women in the latter gmup were less likely to 
state a preference for any specific method. Overall, a sizeable number of women did not know what method 
they would prefer to use. This suggests that method-specific knowledge needs to be disseminated to enable 
women to make informed choices about the use of various methods. 
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CHAPTER 7 

PROXIMATE DETERMINANTS OF FERTILITY 

Zeba Sathar and Tauseef Ahmed 

Analyses of reproductive behaviour cannot omit the important role of factors related to exposure to 
the risk of pregnancy. The traditional social structure of Pakistan largely suppons a natural fertility regime 
in which the majority of women do not use any means of fertility regulation. Especially in suchpopulations. 
other proximate determinants of fenility are more crucial in influencing fertility levels. An inquiry into these 
determinants and their patterns is important in examining the course of sociodemographic change. Previous 
studiesof thepmximatedeterminantsof fertility inPakistan have pointed toward age at marriageandduration 
of breastfeeding as extremely important variables in this particular cultural context (Karim 1990, Khan 1991. 
Sathar 1984). Of equal significance are postpartum amenorrhoea and sexual abstinence which lead to 
insusceptibility to the risk of pregnancy. These factors are also closely associated with fertility patterns, 
especially in the eady months after a bilth. This chapter examines pattems and trends in all of the inter- 
mediate variables for which data were collected in the PDHS, to highlight their effect on fertility levels in 
Pakistan. 

7.1 Marriage Patterns and Trends 

All ever-married women interviewed in the PDHS were asked to give their age at the time they 
staned cohabiting with their husbands. Pmbing was used to differentiate the nikah (the maniage contract 
ceremony) from the actual rukhsati (the departure for the husband's household, i.e., consummation of the 
marriage). It is not until cohabitation begins that women are considered to be exposed to the risk of 
pregnancy. The length of time women are exposed directly affects overall fertility; for example. a later age 
at marriage for females would result in a shorter period of exposure to childbearing (provided other factors 
are equal). Thus, any change in marriage patterns that results in later age at marriage for women can play an 
important mlc in reducing fertility, particularly in a country like Pakistan, which has a low level of contra- 
ceptive prevalence. 

In the PDHS, only 25 percent of women age 15-19 and 60 percent of women age 20-24 had ever been 
married (seeTable7.1). Oncemarriages wereenteredinto, however, they tended to remainquite stable. Less 
than one percent of women were divorced or separated at the time of the survey and less than two percent 
were widowed. The fact that marriage is a social obligation and nearly universal in Pakistan is supported by 
the finding that 98 percent of women age 35-49 had married. 

A comparison of the proportion of women who had never been married derived fmm the PDHS and 
the 1979-80 PLM indicates that substantial changes in marriage patterns took place between the two surveys. 
Although the proportion of women never married mse for every age gmup, the changes are particularly 
striking at ages 20-29, which has traditionally been the peak childbearing period for women in Pakistan. 

Changes in marriage pattems over time are also evident from an examination of changes in the 
singulate mean age at maniage (SMAM). The singulate mean age at marriage computed from various 
soums for males and females is presented in Table 7.2. The SMAM for females has risen by five years 
duringthe lastthreedecades (from 16.7 years in 1961 to 21.7 years in 1990-91). The SMAM formales mse 
by three years over the same period. 



Table 7.1 Current marital status 

Percent dihbution of women by current marital status, according to age. 1990-91 PDHS and 1979-80 PLM 

1990-91 PDHS 1979-80 PLM 

Never Percent 

Age married Married Divorced Widowed Separated Total Number never married 

15-19 
20-24 
2529 
30-34 
35-39 
40-44 
45-49 

Total 

-- Less than 0.05 percent 
Source: Sathar. Ali and Zahid (1984) 

Table 7.2 Mean age at marriage 

Singulate mean age at marriage for selected sources 1951.1991, 
Pakistan 

I source Male Female Difference 

1951 Census 22.3 16.9 5.4 
1961 Census 23.3 16.7 6.6 
1972 Census 25.7 19.7 6.0 
1981 Census 25.1 20.2 4.9 
1976 PGS 25.2 20.0 5.2 
1988 PDS 24.9 20.6 4.3 
1990-91 PDHS 26.5 21.7 4.8 

Table7.3 showsthedistributionof ever-married womenby the proportionmarried by pdcularages. 
Early marriage (before age 15) has never been prevalent, but it occurs even less frequently among the 
youngest age groups. The proportion married by age 18 or age 20 has also declined sharply when comparing 
women age 30-34 to those age 20-24. The median age at marriage for each of the five-year age groups from 
age 2549 indicates very little variation for different cohorts. This apparent lack of change is partly due to 
the fact that the median cannot be calculated for women under age 25 since the majority have not yet been 
manied. The median age at marriage, however, will necessarily be higher than 20 years for women who are 
currently in the 20-24 age group. 



Table 7.3 Aee at first marriage 

Percentage of women ever-married by exact age 15. 18. 20. 22. and 25. and median age at frst mmiage. acmrding IO 
current age. Pakistan 1990-91 

Percentage evermarried by exact age: Percent 
Current never Medim 
age 15 18 20 22 25 married Number age 

NA = Not applicable 
%ss than 50 percent of women in the age group were mmied by the beginning of the age group. 

Differentials in Age at Marriage 

Table 7.4 presents differentials in themedian age at marriage forvarious groups of women. Overall, 
for women age 25-49, the median age at marriage is 18.6 years. This figure is slightly higher in urban areas 
(19.1 years) than in mral areas (18.4 years). Among Pakistan's four provinces, the median age is highest in 
NWFP and Punjab and substantially lower in Balochistan and Sindh. Finally, there is a positive association 
between the median age at marriage for women and their educational attainment: women with no education 
many four years earlier, on average, than women with secondary or higher education. 



Table 7.4 Medim age at fist marriage 

Median age at fmt m.rri.ge among women age 2549 years, by current age and background 
charactaistiu. PaLism 1990-91 

Background 
charaftaistic 

Cuncnt age 
Women 

25-29 30-34 35-39 4044 4549 2549 

Residence 
Total urban 
Major city 
omcr mbm 
Rural 

Province 
Punjab 
Sindh 
NWFP 
Balochism 

Educstlon level mended 
No education 
b a r y  
Middle 
Secondary + 

Total 

Note: Rgures in p m t h e s w  are based on 25 to 49 weighted cases. 
' B d  on fewer than 25 unweighted cases. medim not ahown 

Ideal Age at  Marriage 

The PDHS included questions asking ever-married womenabout what they considered to be the ideal 
age at marriage for women. The median ideal age at maniage was 18.4 years (see Table 7.5). Although ages 
20-21 were considered ideal by the largest percentage of women (23 percent). more than one-quarter said it 
is ideal for a woman to get married at age 15 or earlier. There is a strong positive association between the 
stated ideal age at maniage and the actual age at which women got married. Nevertheless, most women who 
got married at a relatively young age (under 18) report an ideal age at maniage that is greater than their own 
age at marriage. Overall, the wide range of responses suggests that there i s m  consensus about what the ideal 
age at marriage is for women in Pakistan, despite a trend toward increasing age at maniage for females over 
the last three decades. 



Table 7.5 l&al age at marriue for women 

Percent dismiution of cva-manid women by ideal age at marriage for women and median ideal age at mamiage, according 
to actual age at fvst maniagc. Pakistan 1990-91 

Actual age at k t  maniage 
Ideal age at first 
marriage for women < 15 15 16-17 18-19 20-21 22-23 24+ Total 

< 15 
15 
16-17 
18-19 
20-21 
22-23 
24 + 
Non-numeric response 

Total 
Number 
Median age 

Marriage Between Relatives 

One of the most salient aspects of maniage patterns inPakistanisthe frequency of marriage between 
blood relatives (i.e., consanguineous marriages). There is some evidence that wusin marriage may affect 
both fertility and the health of children. For example, Bittles et al. (1992) found that unions between close 
biological relatives in Pakistan were characterised by higher fertility as well as higher mortality among the 
offspring of such marriages. Shami and Zahida (1982) found significantly higher pregnancy wastage and 
longer first birth intervals in wnsanguineous marriages. 

Data on maniage between relatives are shown in Table 7.6 and Figure 7.1. It should be noted that 
such data have not previously been available for Pakistan at the national level. The PDHS presents 
documented evidence of the widespread prevalence of cousin maniage in Pakistan. Sixty-one percent of aU 
marriages are wnsanguineous unions between first or second cousins; this is one of the highest rates reported 
anywhere in the wodd (Bittles 1990; Bittles et al. 1991). First cousin marriages occur more frequently on 
the father's side (30 percent), but are also common on the mother's side (21 percent). 

There is a negative association between current age and maniage between relatives. The incidence 
of consanguineous marriage is higher among younger couples than older ones. More specifically, women 
age 35 and above are more likely to have married nonrelatives than women under age 35. It appears, 
therefore, that the traditional pattern of cousin maniage continues to be adhered to on a wide scale.' The 
continued popularity of cousin marriage may be related to the increasing size of dowries. Some parents may 
not be able to afford a large dowry, but if a daughter marries her cousin, the size of the dowry may be smaller 
and the dowry can be kept within the family. Further investigation of this phenomenon is needed. 

It should benoled, however, that the greaterpoportion of consanguineous marriages among younger women may 
p d l y  reflect the fact that such maniages are more common for women who many at younger ages. The percentage 
of consanguineous marriages for the younger age whom may decline over lime as mae women in those cohorts get 
married. 



Table 7.6 Maniage between relatives 

Percent distribution of evcr-married women by relationship to their husbands, according to background characteristics. 
Pakistan 1990-91 

First cousin 

Background Father's Mother's Sewnd Other Not 
charactaistic side side cousin relation related Missing Total Number 

Age a t  marriage 
< I5 
15 
16-17 

Residence 
Total urban 
Major city 
Other "rbm 

Rural 

Provlnce 
Punjab 
Sindh 
NWFP 
Balochistan 

Educatlon level attended 
No education 
b a r y  
Middle 
Suondary + 

Total 

-- Less than 0.05 percent 

Women who many at an early age are more likely to marry cousins. For example, cousin marriages 
were contracted by 67 percent of women who got married before age 16 compared to 57 percent of women 
who got manied at age 18 or above. There is also a clear relationship between residence and consanguinity. 
Women residing in major urban areas are least likely to have married a cousin, and those living in rural 
Pakistan are most likely to have done so. The difference is more pronounced for marriage with a cousin from 
the father's side, indicating smnger adherence to the traditional marriage pattern in mral areas. Rural 
residents may also have a greater desire to keep the dowry on the father's side of the family. Consanguineous 
maniages are relatively less popular in NWFP, although even in that pmvince a majority of women many 
a close relative. 



Figure 7.1 
Marriage Between Relatives and Between 
Nonrelatives among Ever-Married Women 

15-49, Pakistan and Major Cities 

Firm1 Cousin First Cousin 
Fsthar'm Side SOU Father'. Side 21% 

First Coumln 
First CousIn 

Mothmr'm aid* 17 

Mothmr'm 8idm 21 
8msond 

Cousin 9% 

Other Rmlativm 2% 

Smcond Cousin 11% 
0 t h ~  Rslativ* 1% Nonrdative 57% 

Pakistan Major Cities 

PDWS 1990-91 

As expected, more educated women tend to many nonrelatives more oftcn than women with no 
education. ~ n f a c t ,  women with a secondary or higher cdu&ion and thosc living in major citics arc mom 
likely to marry a nonrelative than a relative. These results are supported by the findings of a survey in 
Karachi which found that women who were educated or employed were less likely to have married relatives 
(Sathar and Kazi 1988). With the exception of the pattern across age groups, which reflects a trend toward 
more consanguineous unions over time, all other factors indicate that more modem womcn are less likely to 
enter consanguineousunions. Women who many later, those who are exposed to urban influences and thosc 
who are more educated are less likely to marry relatives. 

Another factor which has thus far been undocumented is the extent of polygynous marriages in 
Pakistan. Polygyny is legal in Pakistan, although according to (he Muslim Family Laws Ordinance 
promulgated in 1961, the husband needs to obtain written permission from his first wife to marry a second 
wife. Even though polygyny is legal, less than five percent of currently married women reported that their 
husbands had more than one wife Vable 7.7). Only 0.2 percent of women reported that their husbands had 
more than two wives (data not shown). The prevalence of polygynous mamages is low in all groups, with 
the highest proportion found in the 45-49 age group, especially in rural areas. Among the provinces, 
polygymus unions are most common in Balochistan (12 percent) and least common in Punjab (3 percent). 
Not surprisingly, female education shows a negative association with polygyny, but an erratic pattern is 
evident in some age groups due to the small number of cases. 



Table 7.7 Polvmny 

Percentage of cmnlly  married women in a polygynous union, by age and selected background charactuistics. Pakistan 
1990-91 

Background 
charactuistic 15-19 20-24 25-29 30-34 35-39 4044 45-49 Total 

Residence 
Total urban 
Major city 
Other inban 

Rural 

Education level attended 
No education 
h l u y  
Middle 
Semndary + 

Total 

Number 

-- LCSS than 0.05 percent 

7.2 Breastfeeding and Postpartum Infecundibility 

Breastfeeding has anegative effect on fertility through the mechanism of lactational infecundibility. 
Since the majority ofwomen in Pakistan have traditionally breastfed their children for fairly long periods of 
time. lactational infecundibility has helped to keep fertility in check. Declines in the period of lactation in 
Pakistan would lead to shorter birth int&vals and to an increase in fertility unless other factors compensate 
for its effects. 

Breastfeeding 

The PDHS provides an opportunity to assess whether the prevalence and length of breastfeeding are 
declining in Pakistan. More than half (57 percent) of children under three years of age were being breastfed 
at the time of the survey (see Table 7.8). More than 80 percent of children were being breastfed during the 
fmt year of their lives. In the second year of life, breastfeedig declines rapidly, but 42 percent of children 
were still being breastfed in the last two months of their second year of life. On average, Pakistani mothers 
breastfeed their children for 20 months, which is slightly less than the mean duration of 22 months estimated 
in the 1975 PFS for surviving children (Shah 1984). Breastfeeding is usually supplemented at an early age 
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less than 30 years of age have a median duration of 7 amenorrhoea-that is four months shorter than older 
women. Rural women have a median duration that is 
twice as long as urban women. Education is negatively 
associated with the duration of amenorrhoea: women 
with at least some secondary education have a median 
duration of amenorrhoea of 3.1 months compared to 7.9 
months for women with no education. Table 7.9 also 
shows wide differentials for provinces. Women in Sindh 
and Balochistan experience only five months of amen- 
orrhoea. while the median is six months in Punjab and 
nine months in NWFP. For postpartum abstinence, there 
are only small differences in the median values, and the 
differentials in insusceptibility follow closely the pat- 
tern of differentials in amenorrhoea. 

Two indicators of the termination of exposure 
to the risk of childbearing are shown in Table 7.10. The 
first indicator concerns fecundity as measured by evi- 
dence of menopause. The lack of a menstrual period for 
six months among women who areneither pregnant nor 
postpartum amenorrhoeic is taken as evidence of meno- 
pause and therefore infecundity. Only two percent of 
women in their thirties have already reached meno- 
pause. By the mid-forties (age 44-45), nearly one-quar- 
ter of women are menopausal and the proportion in- 
creases rapidly in the late forties. 

The second indicator is a crude measure of 
infertilitv. based on the number of women who have not 

Table 7.10 Termination of exposure to the risk of 
prewmcy 

Indicators of menopause and infertility among cur- 
rently married women 30-49 years of age. by age. 
Pakistan 1990-91 

Age Menopause' 1nfeniliiy2 

30-34 
35-39 

40-41 
42-43 
44-45 
46-47 
48-49 

Women 30-49 

'Percentage of non-pregnant, non-amenorrhoeic 
currently manied women whose last menstrual period 
occurred six or more months preceding the survey or 
who report that they are menopausal. 
2Perccntage of currently married women in their lirst 
union of six or more years' duration, ncver having 
used conhaception, who did not have a birth in h e  
six years preceding the survey and who are not 
pregnant. 

had a birth in the six years preceding the survey and who wcre not pregnant at the time of the survey. Since 
the survey does not include a complete history of marriage and contraceptive use, the figures are based only 
on women in their first union of six ormore years' duration who havenever used contraception. Even in their 
early thirties, nearly one in every six of these women is estimated to be infertile. The infertility rate rises 
rapidly for women in their forties, from 42 percent of women age 40-41 to 86 percent of women age 48-49. 
By age 44-45, nearly two-thirds of women are estimated to he infertile. 
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CHAPTER 8 

FAMILY SIZE PREFERENCES 

Syed Mubashir Ali and Abdul Razzaque Rukanuddin 

This chapter examines women's preferences concerning family size and the gender of their children. 
The analysis is based on responses of ever-married women of reproductive age to questions about: (a) 
whether the respondent wants more children. and if so, how long she would prefer to wait before the next 
child, and @) if she were to start afresh, how many children she would want. Pregnant women were asked 
about their desire for additional children after the one they were expecting; thus, they were treated as if they 
had already reached the next parity. 

In order to ascertain the extent of sex preference, two additional questions were asked. One gathered 
information on the preferred sex of the next child and the other on the ideal number of children by sex. Two 
other issues examined were the frequency of unwanted or mistimed births and the effect that theprevention 
of such births would have on fertility rates. Answers to these questions provide an assessment of the need for 
family planning senices. 

Do family size preferences play an important role in accounting for actual reproductive behaviouff 
Demographers differ on the empirical application of this attitudinal construct. Although some have agreed 
that these responses are useful in predicting future fertility in developed countries, they believe that the 
responses may not be meaningful indeveloping countries (Hauser 1967; Lightboume and MacDonald 1982; 
Westoff and Ochoa 1991). 

The critics argue that the responses to questions on Cenilily preferences reflect unformed, ephemeral 
views which are held with little conviction. Moreover, they believe that the responses do not take into 
account the effect of social pressures or the attitudes of other family members, particularly the husband, who 
may exert a major influence on reproductive decisions. 

In Pakistan, where the contraceptive prevalence rate is still low (12 percent) and other social 
pressures, particularly from the woman's husband and mother-in-law apparently have an influence on 
reproductive decisions, the criticisms may hold true to some extent. However, a comparison of husbands' 
and wives' attitudes about family size in the PDHS showed that their responses are quite similar (see Chapter 
12). Moreover, many demographers are of the opinion that the responses to the questions on fertility 
preferences could be of practical value provided the questions are correctly framed and presented (Gay 197 1; 
Warc 1974). Farooq (1981) suggests that in developing countries where the contraceptive prevalence rate 
is low, observed fertility may not reflect the actual demand for children, but family size preferences would. 

8.1 Desire for Children 

This section examines the potential need for contraceptive services for spacing as well as limiting 
births. Such aneed is ascertained by the responses of currently mamed women who want either to mace their 
next birth or to cease ~hildbearin~alto~ether. 

The majority of currently married women want to stop having children or want to delay the next birth 
(see Table 8.1 and Figure 8.1). This indicates that there is a general awareness of the need to regulate the 
level of fertility and a willingness to do so. More than one-third (36 percent) of women reponed that they 
wanted no more children at all in the future. An additional 18 percent said that they wanted to wait at least 



Table 8.1 Fertility preferences by number of livinn children 

Percent distribution of currently married women by desire for more children, according to number of living childrcn, 
Pakistan 1990-91 

Number of living children1 
Desire for 
more children 0 I 2 3 4 5 6 7+ Taa l  

Have another soon' 
Have another later3 
Another undecided when4 
Undecided 
Up IO Allah 
Want no more 
Sterilised 
Dcclared infecund 
Missing 

Total 
Number 

- -  Less than 0.05 percent 
Ilncludes current pregnancy 
2Wana next birlh within two years 
3Wane next birth after two or more years 
41ncludcs timing up to Allah and other non-numcric rcsponscs 

two years before having another child. In other words, a majority of women can bc considcrcd to bc 
potentially in need of family planning sewices. Only 23 percent of womcn wanted anolher child within two 
years. Moreover, 13 percent indicated that the decision was "up to Allah." An analysis ofthc 1984-85 PCPS 
(data not shown) indicated a pattern of preferences similar to that found in thc 1990-91 PDHS. 

The continuing importance accorded to childbearing in Pakistan is evident from thc PDHS data. 
Among all childless women, 85 percent definitely want children and nine-tenths of thc women dcsiring 
children want a child within two years. However, the proportion who want anolhcr child wilhin two ycars 
drops sharply to 38 percent for women already having one child. Thcrcaflcr, thc dcsirc to bear additional 
ch i ldren  within t w o  years  decreases gradual ly as thc number o f  l iv ing  chi ldrcn incrcascs. 

As shown in Table 8.1 and Figure 8.2 the proportion of womcn who do not want morc childrcn wos 
strongly associated with the number of living children. Although largc lamily s i x  norms continuc to prcvail 
in Pakistan, about one-half (52 percent) of womcn at parity four and almost thrcc-quarters (71 pcrccnt) of 
women at parity six want to stop childbearing.' 

' These figures include srerilised women who make up  5 percent of womcn a t  parity four and 9 pcrccn: of womcn 
a t  parity six. 



Figure 8.1 
Fertility Preferences among 
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Figure 8.2 
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A fatalistic approach to childbearing is evident among a small minority of women. About 13 percent 
of women stated that the decision about whether or not to have another child is up to Allah. Only two percent 
of women are undecided about having another child. Therefore. a large majority of women were able to 
estimate their preferences with regard to future childbearing. 

Table 8.2 presents the percent distribution of currently married women by their desire for children 
according to age. Since age and the number of living children are highly correlated variables, future fertility 
preferences by age closely follow the pattern already observed between future fertility preferences and the 
number of living children in Table 8.1. 

Table 8.2 Ferriliw preferences by age 

Percent distribution of currently married women by desire for more children, according to age. Pakistan 1990-91 

Age of woman 
Desire for 
more children 15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total 

Have another soon' 
Have another lak8 
Another undecided when3 
Undecided 
Up m Allah 
Want no more 
Sterilised 
Declared infecund 
Missing 

Total 
Number 

-- Less than 0.05 percent 
'Wants next birth within two years 
'wants next birth afta two or more years 
h l u d e s  timing up to Allah and other non-numeric responses 

The desire to stop having children increases with age and the desire to space births decreases with 
age. In other words, the-potential need for family planning scrvices is greatest among older women for 
limiting children and among younger women for spacing births. The total potential need is greatest for 
women age 35 and over. However, even among women in their twenties about half want to either stop 
childbearing or delay their next birth for two or more years. 

Table 8.3 presents the percentage of currently married women who want no more children by the 
number of living children and selected background characteristics. This table reveals that a higher proportion 
of women in urban than in rural areas want no more children (52 and 35 prcent respectively). This differ- 
ential becomes more prominent when rural women are compared with the women living in major cities. Thc 
differential in preferences between major cities and other urban areas disappears for women with six or more 
children. By the time they have had six or more children, more than four of five urban women want to stop 
childbearing, whether they live in major cities or other urban areas. 



Table 8.3 Desire to smp havim children 

Percentage of currently manied women who want no more children, by number of Living children and selected background 
characteristics, Pakistan 1990-91 

Number of Living children' 
Background 
characteristic 0 1 2 3 4 5 6 7+ Total 

Resldence 
Total urban 0.8 4.5 28.7 55.0 66.4 76.8 84.7 82.3 52.3 

Major city 1.0 6.5 33.2 59.3 72.1 79.5 84.8 82.2 54.3 
0 t h  urban 0.5 2.0 20.8 49.1 58.6 73.4 84.5 82.5 49.7 
Rural 2.0 3.5 10.8 27.3 44.7 57.0 64.7 70.4 34.6 

Pmvlnce 
F'unjab 1.7 3.8 17.6 40.8 60.4 71.8 81.4 83.1 44.4 
Sindh 1.6 3.8 15.4 33.0 39.5 54.8 62.3 63.6 35.8 
NWFP 1.9 4.7 19.2 26.6 41.7 54.1 62.2 72.0 36.7 
Balochistan .. 0.1 0.5 2.8 15.7 10.8 21.0 24.1 9.2 

Education level 
attended 
No education 2.0 3.2 13.4 30.0 46.6 58.7 68.5 72.6 38.2 
Primary -. 8.9 9.6 39.4 52.8 78.0 80.2 82.6 42.2 
Middle 1.2 0.8 35.7 59.9 67.9 61.5 89.1 91.2 47.9 
Secondary + 1.3 5.4 37.4 59.6 84.2 91.0 98.7 97.4 50.9 

Total 1.7 3.8 16.6 35.8 51.5 63.3 71.1 74.2 39.9 

Note: Women who have been sterilised are considered to want no more children. 
-- Less than 0.05 percent 
'Includes current pregnancy 

Among the provinces, women in Punjab have the strongest preference to stop childbearing (44 
percent want no more children), followed by NWFP (37 percent) and Sindh (36 percent). Balochi women 
indicated the least potential demand for fertility control, since only 9 percent said they did not want more 
children. 

There is an inverse association between educational level and the percentage of women who want 
no more children. While only 38 percent of uneducated women want to stop childbearing, the corresponding 
proportion was 48 percent for women with middle level education and 51 percent for those. with secondary 
or higher education. These educational differentials were also evident among women classified by their 
existing number of children. The largest differential in percentage terns was found for women at parity four 
where the differencebetween the largest figure (for women who have secondary or higher education) and the 
smallest figure (for those having no education) is 38 percentage points. Even among women with no 
education, however, nearly half want to stop bearing children after they have had four children. 

8.2 Sex Preference for Children 

Previous studies in Pakistan have found a strong preference for sons among manied couples (Mi 
1989a.b: Sathar 1987; M i e r  1984; DeTray 1984). The desire to have more sons than daughters is an out- 
come of the value attached to sons for socioeconomic and cultural reasons. In rural areas, sons are valued 
for the help they provide for parents on farms. Sons in general are desired for carrying forward the family 
name and providing security for their parents during old age. 



The PDHS results confirm that there is a continuing preference for sons in Pakistan (see Table 8.4). 
Yet nearly half of all women who want another child say that the sex of the next child does not matter to 
them. Among those who prefer a child of a particular sex, however, ten times as many prefer a son to a 
daughter. Among childless women, more than two-thirds do not have a preference about the sex of their first 
baby. This is consistent with the fact that social pressures in Pakistan place demands on a newly married 
woman to prove her fertility by producing a child, rather than specifically giving birth to a son. Among 
women who already have children, the proportion who desire a son for the next child increases with the 
number of daughters in the family. Moreover, a very strong desire for a son is obsewed among women with 
two or more children all of whom are daughters. Almost all (at least 92 percent) of these women want a son 
for their next birth. Among women with two or more children without a daughter, at most three-fifths (57 
percent) at any parity wish for a daughter. In general, an increasingly large percentage of respondents with 
at least one daughter showed no preference regarding the sex of the next child as the number of sons 
increased. 

Table 8.4 Preferred sex of next child 

Percent distribution of preferred sex for the next child among cunently marrid non-pregnant 
women who want another child, according to number of living children and sons. Pakistan 
1990-91 

Number of living 
children and sons Male Female 

Preferred sex 
- 

- 

No children 

One child 
No sons 
One son 

Two children 
No sons 
One son 
Two sons 

Three children 
No sons 
One son 
Two sons 
Three sons 

Four children 
No sons 
One son 
Two sons 
Three or more sons 

Five children 
Less than two sans 
Two or three sons 
Four or more sons 

Total 

Does not 
maltcr 
- 

67.6 

46.2 
21.4 
69.9 

41.5 
7.0 

55.6 
49.2 

29.1 
8.1 

21.2 
60.0 

(21.6) 

30.6 
.. 

4.0 
(55.7) 
(63.8) 

36.2 
4.2 

50.0 
(70.5) 

45.6 

Missing Total Number 
- 

Note: Figures in parentheses are based on 25 to 49 unweighted women. 
-- Less than 0.05 percent 



8.3 Need for Family Planning 

Table 8.5 presents estimates for the unmet, met and total need for family planning services by 
selected background charact~ristics.~ More than one-quarter of currently married women were found to have 
an unmet need for family planning sewices (1 1 percent for birth spacing and 18 percent for limiting births). 

Table 8.5 Need for family planning services 

Percentageof currently married women with unmet need for family planning, met need for family planning, and total demand for family 
planning snviccs, by sclccted background charactcristicr. Pakistan 199091 

Met need for 
Unmet need far family planning Total demand for 
family planning' (currently using)' family planning Pcrcentagc 

of 
Unmct Unmet 'Total Met Met Total Demand Dcmand demand Numbcr 

llackgronnd need for necd for unmet need f a  need for met for for Tow1 satis- of 
~hax&ristic spacing liniting need spacing limiting need spacing limiting demand ficd women 

Residence 
Total urban 11.3 

Major city 11.0 
Other urban 11.7 

Rural 10.1 

Provlnce 
Punjab 11.4 
Sindh 9.0 
NWFP 10.1 
Balochistan 6.2 

Educstlon levd attfndcd 
No education 9.6 
Rimary 15.2 
Middle 15.8 
Secondary + 11.3 

Total 10.5 

-- Less than 0.05 prccnt  
'~nmelneedforspacin~ refen to: pregnantwomen whosepregnacy wasmistimed, amcnorrhceicwomen whoselastbinh was mistimed, 
and women who are neither oreenant nor amenonhaeic and who are not usine anv method of familv olannineand who sav Ulev want " .  . . , . 
to wait Wo or more years fgr t k r  next binh. Unmer need for lirniling refers to: pregnant women whose p&nancy was unwanted, 
amenonhoeic women whose last child was unwanted, and women who are neither pregnant nor amenorrhaeic and who an not using 
any method of family planning and who want no more children. Excluded from thecalegny of unmet need are mcnopusal and infertile - .  
women. defined in fobmotes i and 2 in Table 7.10. 
 el needfor spacing refers to: women whoare using some method of family planning and whosay they want to wait twoor more y w s  
for their next child. Me1 need for lmiling refers to: women who are using a method and who want no mom children. 

See the footnotes for Table 8.5 for definitions of the concepts used in (his section. 
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Those who were practicing family planning methods (12 percent of currently manied women) were 
considered to have a met need for family planning. Among these women only two percent were practicing 
family planning for spacing purposes. 

Assuming that the women's intentions are true, the contraceptive prevalence rate could be increased 
to 40 percent if all women in need of family planning sewices actually used contraception. Presently, less 
than one-third of the stated need is being met. 

The overall unmet need for family planning increases with age up to age 35-39 and decreases 
thereafter. The unmet need for spacing of births was highest among younger women, whereas the unmet need 
for limiting births was highest among women age 35-44. Younger women were least likely to have theirneed 
for family planning services satisfied. Only 9 percent of currently married women age 15-19 had their 
demand for family planning services satisfied, compared to 40 percent of women age 45-49. 

The m e t  need for family planning is nearly the same in urban and rural areas, but urban-rural 
differentials are quite pronounced for current use of contraception. This results in large differentials by place 
of residence in the percentage of demand that is satisfied. More than half of the overall demand for family 
planning is satisfied in major cities compared to only 17 percent of demand in rural areas. 

The largest proportion of women with both met and unmet need live in Punjab Province. In contrast, 
women in Balochistan revealed a minimalneed for family planning services, primarily because they are less 
motivated to curtail childbearing. The level of unmet need for family planning varies little among women 
in various education categories. But the number of women using family planning sewices increases sharply 
with the level of education. 

8.4 Ideal Family Size 

In the PDHS, the ideal family size is estimated from responses to two questions. Women who had 
no children were asked, "If you could choose exactly the number of children to have in your whole life, how 
many would that be?" For women who had children, the question was rephrased as follows: "If you could 
go back to the time you did not have any children and could choose exactly the number of children to have 
in your whole life, how many would that be?" Although many women found this type of hypothetical ques- 
tion difficult to answer, the results are informative. 

Table 8.6 presents the distribution of ever-married women by their ideal number of children and 
parity. Three-fifths of women stated that the number of children that is ideal for them is up to Allah. The 
magnitude of such responses is unprecedented in previous national demographic surveys in Pakistan and is 
also high compared to the results of DHS suweys conducted in 30 other countries so far. 

It is not in the scope of this rewn to present a thorough investigation of the causes of the high 
proportion of such responses. ~owever~there a& a number of G i b l e  explanations. The question on idek 
family size (particularly for women who already had children) is phrased insuch amanner that the respondent 
is &ired to perfomthe difficult task of thinking abstractly and independently of her actual family size. 
In view of the high level of illiteracy among women, such questions may be difficult for many women to 
answer. 

Older women with many children may be reluctant to mention a smaller family size as an ideal for 
fear that some of their existing children may die. In fact, in Table 8.6 a larger percentage of women with 
large families were found to leave the decision up to Allah in response to the question on ideal family size. 
This linding may also be associated with cultural conservatism among older women. 



Table 8.6 Ideal n u m k  of childrm 

Percent distribution of ideal number of children amone wn-married w o m a  ad mean ideal number of children for 
ever-married women (EMW) and for currently m m i 2  women (CMW), according to number of living children, Pakistan 
1990-91 

Number of living children1 
Ideal number 
of children 0 1 2 3 4 5 6 7+ Total 

0 0.3 
1 .. 
2 7.2 
3 6.6 
4 16.9 
5 3.9 
6 2.3 
7+ 2.9 
Up to Allah 58.5 
Other non-numaic 1.3 

Total 100.0 
Number 640 

EMW mean ideal 3.9 
Ever-married women 257 
CMW mean ideal 4.0 
Cmently married women 249 

Note: M e m  are calculated excluding women giving non-numeric responses, 
-- Less than 0.05 percent 
'Includes w e n t  pregnancy 

Among women who gave a numerical answer for theirideal family size, the ideal number of children 
for both ever-married and cumntly married women is 4.1 children, on avenge. The average ideal number 
of children and the actual number of children ever born (CEB) are found to be identical in the PDHS (see 
Table 4.8 for the average CEB). The average ideal family size is considerably smaller in the PDHS than in 
previous surveys: 1984-85 PCPS (4.9 children), 1979-80 PLM (4.6 children), and 1975 PFS (4.2 children) 
[Ali 1989al. The smaller ideal family size reponed in the PDHS, compared to the PCPS, is consistent with 
the observed decline in the estimated TFR between the two surveys. 

Women with fewer than four children had a smaller number of children than their ideal number. 
whereas the pattern is the opposite for women at parity four or more. Overall. 18 percent of women consider 
four children as the ideal family size. This was the most popular family size expressed by women at every 
parity. 

Table 8.7 presents the mean ideal number of children for ever-married women by age group and 
selected background characteristics. The average ideal number of children shows only a small increase with 
increasing age. The ideal number of children is lower in urban m a s  (3.7 children) than in rural areas (4.3 
children), and is lowest inmajor cities (3.6 children). An inverse associationexists between the ideal number 
of children and the educational level of women. 



Table 8.7 Mean ideal numbs of children 

Mean ideal number of childrm for ever-married women by age and sclectcd background charactcristics. Pakistan 1990-91 

Background 
characteristic 

Age of woman 

15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total 

Residence 
Total urban 

Major city 
Other urban 

Rural 

Province 
Punjab 
Sindh 
NWFP 
Balochistan 

Education level anended 
No education 
h a r y  
Middle 
Semndary + 

Note: M e m  are calculated excluding women giving non-numeric responses. Figures in parentheses are based on 25 to 49 
unweighted cases. 
*Based on fewer than 25 unweighted cases, mean number not shorn. 

The most ~mminent de~arture from the average ideal number of children nationwide is found in the 
province of ~alochistan. The average ideal family size for women in Balochistan (6.3 children) is over two 
children greater than the national average. A somewhat similar paltem was observed in the 1984-85 PCPS. 

8.5 Fertility Planning 

In this section, responses to the question. "At the time you became pregnant with (NAME). did you 
want to become pregnant then, did you want to wait until later or did you want no more children at all?" pave 
the way fora more direct assessment of the extent of excess fertility and the desire for spacing. This question 
was asked about every child born in the preceding five yean and about the forthcoming expected child for 
women who were pregnant at the time of survey. Measures based on these questions, however. are not free 
of limitations. The respondent is required to recall accurately her wishes at one or more points in the last five 
years and a report them honestly, which may be affected by memory lapse. There is also a danger of 
rationalization since it is common for an unwanted conception to become a cherished chid. 

Overall, more than three-fourths of the births were wanted at the time the women became pregnant 
(see Table 8.8). An additional 13 percent were not wanted at all and eight percent were reported to have 
occuned earlier than desired. First order binhs were found to be largely wanted when they occurred. A lack 



Table 8.8 Plannine status of binhs 

Percent distribution of births (including current pegnancy) in the five yean preceding 
the survev bv fertilitv olannine status. accordine to birth order and mother's aee at the , , , . " 
time of birth. Pakistan 1990-91 

Planning status of birth 

Birth order Number 
and mother's Wanted Wanted Not of 

then later wanted Missing Total births 

Blrth order' 
1 
2 
3 
4 
5 
6 
7+ 

Mother's age 
RO 
20-24 
25-29 
30-34 
35-39 
4044 
4549 

Total 

'Includes current pregnancy 

of awareness and limited availability of family planning sewices could be responsible for an increase in the 
incidence of mistimed births after the first birth. The proportion of births not wanted at all surpasses the 
proportion that were mistimed at the fifth and higher birth orders. A similar pattern of unwanted and mis- 
timed pregnancies is evident for women in different age groups. For women in their thirties, less than 
two-thirds of pregnancies were desired at the time they occurred. This figure drops below half for women 
in their forties. More than40 percent of pregnancies to women in their forties were not wanted at all. These 
results confirm that there is a substantial unmet need for family planning sewices in Pakistan. 

Table 8.9 presents a comparison between the wanted total fertility rate and the actual total fertility 
rate (TFR) by background characteristics. The wanted TFR is calculated in exactly the same manner as the 
conventional TFR, except that births classified as unwanted are omitted from the numerator. A birth is con- 
sidered unwanted if the number of living children at the time of the pregnancy was greater than or equal to 
the ideal number of children at the time of the survey, as reported by the respondent3 Thus, the wanted TFR 

It is assumed that a bii was wanted if the mother's ideal number of children at the time of the survey was less 
than the number of living children at the time of the pregnancy or if she gave a non-numeric response (e.g., "up to 
Allah") to the question on ideal number of children. 
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a woman w'ould bear in her reproductive span if she 
experienced the wanted age-specific fertility rates 
prevailing for the past six years. "Wanted fertility rates" 
express the level of fertility that theoretically would 
result if a l l  unwanted births were prevented. A com- 
parison of the conventional TFR with the wanted TFR 
indicates the potential demographic impact of prevent- 
ing unwanted births. 

The wanted TFR was 4.7 children per women 
for Pakistan as a whole, but it exceeded 5 in rural areas 
and in Balochistan. The wanted TFR was particularly 
low (3.3 to 3.6) in Karachi and other major cities. 
Education is strongly related to the wanted TFR. Wom- 
en with aprimary school education have a wanted TFR 
that is 1.3 children lower than that of women with no 
education. Overall, the wanted TFR was 0.7 children or 
12 percent lower than the actual TFR. Given the fact 
that only a small number of births were considered un- 
wanted, the wantedTFR remainedquitehigh--apattem 
consistent with the large family size norm prevalent in 
the country. 

The differences between the actual TFR and the 
wanted TFR were highest for the major cities, implying 
the prevalence of substantial unwanted fenility in those 
areas. Major cities also had the highest proportion of 
women who wanted no more children (see Table 8.3). 
Although a relatively greater number of educated wom- 
en live inmajor cities, where contraceptive services are 
more available, use of family planning has still not 
closed the gap between the number of children women 
are having and their ideal family size. 

Table 8.9 Wanted futility rates 

Total wanted fertility rates and total fmility rates for 
the six years preceding the survey by selected 
background characteristics. Pakistan 1990-91 

Total wanted Total 
Background fertility fertility 
characteristic rare rate 

Residence 
Total urban 

Major city 
Other urban 

Rural 

Provlnce 
Punjab 
Sindh 

Karachi 
NWFP 
Balochistan 

Education level attended 
No education 
Primary 
Middle 
Secondary + 

Total 

Note: Rates are based on binhs to women 15-49 in the 
period 1-72 months prcccding the survey. The total 
fertility rates are the same as  those presented in Table 
4.4. 

The difference between the two measures was of almost the same magnitude in all provinces except 
Balochistan, where the difference was negligible. By educationgroup, women with aprimary ormiddlelevel 
of education had the highest differentials. 
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CHAPTER 9 

INFANT AND CHILD MORTALITY 

TawetfAhmed, Mamoor-ul-Hassun Bhatti 
and George Bicego 

Since independence in 1947, Pakistan has experienced steady but modest declines in rates of 
morhlity at a l l  ages. Yet early childhood mortality remains high. The most recent source of child survival 
data before. the 1990-91 PDHS was the multi-round Pakistan Demographic Survey (FDS), which estimated 
infant mortality at 110 per thousand live births for the 1984-88 period. The PDHS provides an opportunity 
to examine infant and child monality in more detail. Such information is important at this time because of 
recent efforts by the health sector in Pakistan to address the health problems of infants and young children. 
Major areas of child survival intervention include: (1) contml of diarrhoeal disease. (2) management of acute 
respiratoty infection. (3) the Expanded Programme on Immunisation (EPI), and (4) nutrition. Careful 
examination of changes in the level of infant and child mortality is essential in assessing whether and to what 
extent such efforts have been effective. 

This chapter focuses on levels, trends, determinants and differentials in the mortality of infants and 
children under the age of five. An analysis of high-risk fertility behaviour is also presented. 

9.1 Definitions of Infant and  Child Mortality 

All female respondents were asked to provide a complete birth history, including the sex, birth date, 
survival status, and cumnt age or age at death for each live birth. These data were used to calculate the 
following direct estimates of infant and child mortality,' for three six-year periods (0-5, 6-1 1. and 12-17) 
preceding the survey: 

Neonatal mortality: the probability of dying in the first month of life; 
Postneonatal mortality: the difference between infant and neonatal monality; 
Infant mortality (,q3: the probability of dying before the first birthday; 
Child mortality Gq,): the probability of dying between the first and fifth birthday; 
Under-five mortality Gq,): the probability of dying before the fifth birthday. 

A detailed description of the method for calculating the probabilities prescntcd herc is given in Rutstcin (1984). 
The mortality estimates are not rates, but are aue probabilities, calculated according to the conventional life [able 
approach. For any calendar period, deaths and exposurein that period are first tabulated for the age inbwals 0,l-2.3-5, 
6-1 1.12-23.24-35.36-47. and48-59 months. Then age interval specific probabilities of survival are calculated. Finally, 
probabilities of mortality for larger age segments are produced by multiplying the relevant age interval survival 
probabilities together and subtracting the product from one: 



9.2 Assessment of Data Quality 

Rates of infant and child mortality are subject to both sampling and nonsampling errors. This section 
describes the results of some basic checks for various nonsampling errors; namely, undemporting of early 
childhood deaths (which would result in underestimates of monality) and misreporting age at death (which 
may distort the age panem of under-five mortality). 

undemanina Of is ( Table 9.1 Indices of emlv ,fan, deaths 
more common for childmn who died shortly 
after birth than those who died later. If early 
neonatal deaths are selectively underreported, 
then an abnormally low ratio of deaths under 
seven days to all neonatal deaths and an abnor- 
mally low ratio of neonatal to infant mortality 
would be observed. If such underrepotting is 
related to the child's sex or to the length of time 
preceding the survey, then the ratios would be 
affected in proportion to the extent of the 
underreporting. The ratios are given in Table 
0 1 

Indices of early infant deaths by sex, for three six-year periods. 
Pakistan 1990-91 

Time period of death 
(years preceding survey) 

Index 0-5 6-1 1 12-17 

Deaths in f ist  6 days/ 
all neonatal deaths 

Male 0.64 0.69 0.50 
Female 0.62 0.62 0.59 

,.a. 

Nwnaul deaths1 

The proportion of neonatal deaths 
all infant deaths 

reported to have occurred during the first week 
1 Male 0.59 0.61 0.59 

Female 0.55 0.55 0.60 
of life (0-6days)varies considerably for males, 
but little for females. The large i u m ~  in the 
ratio formales between 12-17 $a& before the 
survey and 6-1 1 years before the survey from 
0.50 to 0.69 is unusual and suggests that male 
deaths during the early neonatal period may 
have been omined in the earliest period. The 
ratio of neonatal monality to infant mortality is 
comparatively stable for both males and fe- 
males although further evidence in support of 
the notion of male omission for the earliest 
period is found in a slight increase in the male 
ratio between the two earliest periods, when the 
female ratio was declining. Since female neona- 
tal mortality is expected to be lower due to 
greater biological vigour at birth, it is unusual 
to find a smaller male neonatallinfant ratio for 
the earliest period. 

Table 9.2 Sex differentials in infant and neonatal mortalitv 

Infant and neonatal mortality rates by sex, and sex ratios, for 
three sir-year periods preceding the survey. Pakistan 1990-91 

Time period of death 
(years preceding survey) 

Mortality 0-5 6-11 12-17 

Infant mortality 
Male 100.9 98.5 101.6 
Female 79.7 94.9 111.1 

! Sex ratio 1.27 1 .M 0.90 

Neonatal mortality 
Male 1 Female 

Sex differentials in infant and neonatal 
mortality over time are presented in Table 9.2. By analysing trends in these differentials, it is possible to 
examine misreportingof mortality. Normally. there is anexcess of male mortality during infancy, especially 
during the neonatal period. The decreasing ratio of male to female mortality going back in time is striking, 
and suggests that some early deaths of male children 12-17 years preceding the survey were not reposed? 

On the other hand, female monality may have been decreasing at a faster pace than male mortality, which could 
partially account for the unusual pattern seen here. 
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This would lead to a bias in the evaluation of trends, since mottality rates 12-17 years preceding the survey 
will be underestimated relative to mortality in more recent time periods. 

A problem common to most retmspective sucveys is heaping of age at death on "convenient" digits, 
e.g., 6.12, and 18 months. This phenomenon introduces biases in rate calculation, if the net result is to shift 
deaths from one age segment to another. Thus, heaping at 12 months causes concern because a certain 
fraction of these deaths, though reponed to occur after infancy (i.e., at ages 12-23 months), may have actually 
occurred during infancy (i.e., at ages 0-11 months). The infant mortality rate (,Q), in this case, is biased 
downwards and child mortality hq,) upwards. 

Table 9.3 presents the distribution of deaths 
reported at ages 5 to 23 months by reported age at death 
for three six-year periods preceding the survey. Distinct 
"heaps" of deaths are evident at 6,12, and 18 months of 
age, with corresponding deficits in the adjacent months, 
although heaping at 12 months occurs only during the 
most recent period. Digit preference appears not to be 
serious enough, however, to substantially alter the rates 
calculated here. For instance, even if as many as half of 
the deaths repolted at " 12 months" were reassigned to the 
infant age segment, infant mortality would be increased 
and child mortality would be decreased by less than one 
percent for the period 0-5 years preceding the survey. 
More troublesome are the large number of deaths re- 
ported at "1 year." which results not from digit pref- 
erence, but from thc failure of interviewers to correctly 
elicit and record the age at death in units of months as 
required by PDHS survey guidelines fordeathsundertwo 
years of age? The rates reponed here are not adjusted 
for this defect in the datswhich, in effect, assumes that 
all " 1 year" deaths occurred in the 12-23 month segment. 
In the unlikely event that half of these deaths actually 
occurred during the infant age segment, the infant mor- 
tality rate would be underestimated by less than five 
percent for each of the three six-year periods. While in- 
fant mortality may be slightly underestimated and child 
mortality overestimated, when age at death is reported as 
"1 year" (with no adjusment), trend evaluation will not 
be substantially affected, since there is no marked trend 
in such reporting. 

U~ep~I ' t ed  age at death is anotherpotentialpmb- 
lem in data of this type; however, respondents failed to 
provide age at death in only 5 (0.2 percent) of the 3,016 

Table 9 3  Rmrtine of ane at death 

Distribution of reported deaths at age 5-23 months 
by age at death, fa three six-year periods 
pnccding the swey.  Pakistan 1990-91 

T h e  period of death 
(years preceding s w e y )  

Age at death 
(months) 0-5 6-11 12-17 

'Age at death qnrted to te 1 year was supposed 
to bc r d  in months. 

' It can be argued that these deaths are more likely to be drawn horn the 12-23 month age segment than deaths 
reponed at " 12 months," which presumably are drawn from both olderand younger ages (reflected in the deficit at 11 
months). This is based on the notion that a report of "1 year" would commonly -slate to having reached the h t  
birthday (in.,onecompleted yearor 12-23 months). Any adjus~nentprocedurethatwouldinvolvereassigningafraction 
of these deaths from the post-infant to infant age segment is, thus, undertaken with a great deal of uncertainty. 



deaths reported during the 18 years preceding the survey. In these cases, age at death was imputed using a 
hot-deck procedure! 

In sum, internalconsistency checks indicate that the mortality data from the PDHS are of reasonable 
quality, keeping in mind the sociocultural constraints prevalent in the society. However, with increasing time 
since the survey, there appears to be an increasing omission of neonatal deaths, especially deaths to boys. 
The effect of this omission will be to underestimate rates of infant mortality for less recent periods and thus 
reduce estimates of monality decline. Also, imprecise repons of ages at death, especially repons of" 1 year." 
may introduce a small downward bias in the estimation of infant mortality and an upward bias in the 
estimation of chid moltality. However, the evaluation of trends in thc PDHS would not be affected. 

9.3 Levels and Trends in Infant and Child Mortality 

Infant and child mortality rates for three six-year periods preceding the PDHS are shown in Table 
9.4. The estimated infant mortality rate for the most recent period (0-5 years preceding the survey) is 91 per 
1OOO live binhs, with 57 percent of infant deaths occurring in their first four weeks of life.' Under-five 
mortality 6%) has fallen 18 percent, from 143 to 117 per thousand in the period from 12-17 yearsto0-5 years 
before the survey. Much of the estimated decline in mortality occumd betwccn thc periods 12-17 ycars and 
6-1 1 years preceding the survey, with a slower rate of decline between the two most recent periods. Dis- 
proportionate gains were made in survival among children age 12 to 59 months (28 pcrcent), while nconatal 
(19 percent) and postneonatal (1 1 percent) survival have shown more modest improvcmcnts. As mentioned 
previously, the apparently unremarkable change in neonatal morlality may be an artifact of underreponing 
of neonatal deaths in less recent periods. Still, over half of infant monality (neonatal plus postneonatal 
mortality) and 45 percent of under-five mortality occurs during the first month of life (sec Figure 9.1). Thus, 
there exists considerable scope for improving child survival during infancy in Pakistan through programmes 
designed to improve maternal health and pregnancy outcome. 

I Table 9.4 Infant and child mortality 

Infant and child mortality rates for three six-year periods preceding the survcy, Pakistan 
19W-91 

Neonatal Postneonatal Infant Child Undcr-five 
Years preceding mortality mortality' mortality mortality rnortalily 
survey WN ( P N N  (A) (go) 

Nole: The month of interview is excluded from the analysis. 
'Computed as the difference between infant and neonatal mortality 

' The procedure assigns an age at death equal to that of the last death of the same binh order in the data file. 
' The estimated infant mortality rate based on births anddeaths for a period of 12 complete months preceding the 

1984-85 PCPS was 106. 
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Figure 9.1 
Distribution of Deaths 

Under Age Five by Age at Death 

Neonatal 45% 

Note.  Baaed on death8 In lhe  
SIX year8 preceding the survey. 

PDHS 1990-91 

9.4 Differentials in Infant and Child Mortality 

Table 9.5 presents infant and child mortality rates by urban-mral residence, province of residence, 
level of mother's education, and use of basic maternal health services. Mortality rates are calculated for a 
ten-year period so that the rates for each population subgroup are based on an adequate number of events. 
Under-five mortality (a) is 29 percent lower in urban Pakistan (94 per thousand) than in the rural setting 
(132 per thousand). The urban-rural differential exists at all ages (see Figure 9.2). which suggests that both 
social factols and access lo health s e ~ i c e s  are important in the grealer risk of death among rural children. 
There is little or no difference in mortality risk between major cities and other urban areas. 

Amongregions, under-five mortality is lowest inNWFP(Y8 perthousand) and highest inPunjab(l33 
per thousand). The higher under-five risk in Punjab is largely due to higher mortality during infancy (104 
per thousand). Infant mortality was estimated to be lowest in Balochistan, but this should be interpreted with 
caution since sampling errors are relatively high in Balochistan, as well as in NWFP. Moreover, the 
unusually low rate of infant mortality relative to child mortality in Balochistan as well as a deficit of births 
in the year preceding the survey, suggests that there was selective underreporting of infant deaths in that 
province. 

Child survival chances in Pakistan arc closely da t ed  to a mother's level of education. Children of 
mothers with no education experience over two and a half times (159 percent) the level of under-five 
mortality as children of women educated to the secondary level or higher. Indeed, each incremental change 
in education is associated with significant gains in survival. In the posmeonatal period, a strong education 
effect is observed only for the secondary and higher level of education. 



Table 9.5 Infant and child mortality by backeround characteristics 

Infant and child mortality ratcs fo~. the tm-year period preceding the survey, by 
background c h a r d s t i c s  of the mother. Pakistan 1990-91 

Neonatal Posmmnatal Infant Child Under-five 
Characteristic mortality mortality1 mortality mortality mortality 
of mother (NN) (PNN) 0 0  I (40) 

Residence 
Total urban 

Majn city 
Other urban 

Rural 

Provlnce 
Punjab 
Sindh 
NWFP 
Balochistan 

Education level attended 
No education 
b a r y  
Middle 
Secondary + 

Medlcal maternity care2 
No antenatal or 
delivery care 

Either antenatal or 
delivery care 

Both antenatal and 
delivery care 

Total 

Note: The month of interview is excluded from analysis 
IComputed as the difference between infant and neonatal mortality 
*Rates are for the five-year period preceding the survey. Medical care is that given by 
a doctor, nurse or trained midwife, or received in a hospital, clinic, health centre 
or health unit 
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Use of basic maternal health services is associated with child survival chances. Under-five moltalitv 
is 67 percenthigher(l33 perthousand) among children born to women who did not receive antenatal services 
and did not receive delivery care from a trained health professional compared to children whose mothers 
received both services. The under-five differentials, however, exhibit some unexpected differences in 
moltality risk across service use categories. For instance, use of both services is associated with higher 
neonatal risk than use of one or the other. Perhaps, women who receive antenatal care do not also seek 
delivery care unless they experience a problem with the pregnancy. Child mortality Gq,) is lower among 
children whose mothers received no services than among those whose mothers received one or the other 
service. This abenant pattern may be the result of small numbers, which produce large sampling errors. 
Nevertheless, it is unusual that the posmeonatal period, and not the neonatal period, is the age segment most 
sensitive to the effects of maternal health sewice use. 

Table 9.6 presents differentials in infant and child mortality by various characteristics of the mother 
and child. The expected biological effects of sex on age-specific mortality are observed. Neonatal mortality 
is 30 percent higher among males than females; however, mortality during the posmeonatal period is little 
affected by the sex of the child. Child mortality Lq,) is 66 percent higher among females than males, which 
suggests that there may be some gender-related differences in child rearing practices that favour boys over 
girls. 



Table 9.6 Infant and child mortality by demogaphic characteristics 

Infant and child mortality rates for the ten-year period preceding the survey, by selected 
demographic and biological characteristics, Pakistan 1990-91 

Demographic/ Neonatal Postnwnatal Infant Child Under-five 
biological mortality rnortaliry' mortality mortality mortality 

characteristic (NN) (PNN) I I (Ad 

Sex of chlld 
Male 
Female 

Mother's age a t  blrth 
<20 
20-29 
30-39 
40-49 

Birth order 
1 
2-3 
4-6 
7+ 

Previous birth interval 
< 2 years 
2-3 years 
4 years or more 

Blrth s1z2 
Very small 
Small 
Average or largcl 

Note: The month of interview is excluded from analysis. 
'computed as the difference between infant and neonatal mortality 
' ~a t e s  are for the five-year period before the survey. 

Differences in under-five mortality (& by maternal age at birth follow the expected pattern: 
mortality is highest for children of young mothers; it falls for births to mothers age 20-39; then it rises again 
for binhs to women 40 and older (see Figure 9.3). This pattern, however, is seen exclusively during the first 
year of life. This same U-shaped pattern is also seen in the relationship between birth order and mortality, 
but only during the neonatal period. After the first month, first order births are at lowest risk, and the high 
birth order effect is not observed. 

The pace of childbearing has a powerful effect on the survival chances of Pakistani children. Under- 
five mortality (& is four times higher among children born after an interval of less than two years than 
among childtenborn after an interval of four years or more. The birth interval effect is marked for mortality 
in each age group, although the strength of the association diminishes with increasing age of the child. Birth 
interval length strongly affects sulvival chances throughout the first five years of life. Thismay indicate that 
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the relationship in Pakistan is not simply relatcd to maternal depletion and pregnancy outcome (which would 
be expected to specifically influence early infant mortality), but may also be associatcd with constraints on 
breastfeeding and other nutritional inputs, child care, and the use of health scrvices. 

The size of achild at birth is closely linked to neonatal survival. Children perceived by their mothcrs 
as very s m l l  were 2.2 times more likely to die in the first four weeks than those perceived as small, average 
or larger. After the neonatal period, the relationship is less pronounced, although averagellarger children 
still appear to maintain some continued advantage in survival in the postneonatal period. 

9.5 Causes of Death in Early Childhood 

In the PDHS, an effort was made to obtain general information on the causes of death of children 
born during the five-year period preceding the survey. Mothers of deceased children were asked whether a 
doctor or health care worker had provided an explanation or cause for the child's death. If the mother 
responded "yes." then she was asked to give the reponed causes of death. If there was no explanation from 
a doctor or health worker, then the mother was asked to provide her perception of the causes of death. 

Table 9.7 gives the percentage of deaths in the five years preceding the survey by reported causes of 
death, the source of information on the cause, and the age group of the chid at death. The figures should be 
viewed withcaution, especially those for children age 12-59 months, since they are based onsmall numbers. 
Furthermore, nearly half of all reported deaths could not be assigned to any specific category, making 
interpretation difficult. This is particularly true forreportingofcausesduring thenwnatal period, whenmany 
deaths are attributed to a lackof viability at birth and, as such, are difficult to speciry. This is further reflected 
in the small fraction of deaths for which a doctor or health worker's explanation of the cause of death could 
be elicited (26 percent during the neonatal period compared to 42 percent during the postneonatal period and 
55 percent for children age 12 to 59 months). 



Table 9.7 Causes of &nth in early childhmd 

Armng n o m d v i n g  childrm born during the Eve y- p m d i n g  the survey, the percentage rcponcd to have died from 
selected disuvlcs or o k r  cauacs. by age at death and person reporting the cause of death. Pakistan 1990-91 

A Z ~  a dmh 

La: b n  1 month 1-11 months 12-59 months Tad 

Guss rsponcd by Gurs repod by Guro n p o d  by Gusc rspnul by 

Disuac or cause Dactor' Makr'  Tad Doetn' Mother' Tad Doctor' ~othcr'  Tad Doctor' Mothc? Tad 

Diarrhcen 0.6 7.2 5.5 40.2 9 . 5  28.3 (30.0) (22.4) 26.6 
Vomiting 2.2 5.6 4.7 7.2 13.1 10.6 (11.7) (19.1) 15.0 
Pneumonia 7.4 2.5 3.7 16.9 0.7 7.5 (5.7) ) 3.1 
Cough 1.6 4.4 3.7 8.8 10.9 10.0 5 . 4 )  5 10.8 
Fever 19.9 14.5 15.9 33.3 40.8 37.6 (30.4) (49.6) 39.0 
Convulsions 5.2 8.6 7.7 1.8 8.5 5.7 (8.1) (8.4) 8.2 
Measles 4.0 1.3 2.0 5.2 1.7 3.2 (14.3) (7.0) 11.1 
Othcr 63.8 68.6 67.4 16.2 43.6 32.0 (27.7) (33.0) 30.1 

Number 69 200 268 84 114 198 45 37 82 

Now P~rconlngos add to mx. than 100.0 b u a o  of the moording of multiple causes of death. F i g m s  in p n t h e a e s  are 
based on 2.5 to 49 unweighted cases. 
-- Less than 0.05 percent 
'~eponod to mother by a doctor m a  health wmker 
 other's o m  assessmt (for morhns who w m  not informed about the cause by a doctor or a health wmker) 

Desoite these oroblems. some conclusions can tentativelv be drawn from the figures on causes of 
death in chilhhood. ~kt, over ine-quarter (27 percent) of the under-five deaths were asskated with fever, 
and about 17 percent were associated with diarrhoea (as reported either by the mother or a health worker). 
Cough, vomiting, convulsions, pneumonia, and measles were each reported for 4 to 8 percent of deaths, 
although in the case of measles, it is unlikely that the few deaths reported during the neonatal period were 
actually associated withmeasles. Deaths associated with reported convulsions may represent cases of tetanus 
during the neonatal period, and after the neonatal period often would suggest various conditions involving 
high fever or hypoxia such as meningitis, pneumonia, and other acute infections. During the postneonatal 
period, there is a two-fold difference between mothers' reports and health workers' reports in the percentage 
of deaths associated with diarrhoea. This difference suggests that children with the most severe cases of 
diarrhoea tend to be brought to doctors for treatment. 

Lastly, it was mentioned above that the percentage of child deaths for which a doctor's or health 
worker's explanation was provided rises markedly with the age group of the deceased child. One substantive 
expla-nation for this pattern reflects greateruse of curative health sewices among older children, which would 
increase the probability of the child having seen a health worker around the time of death. In addition, 
illnesses among older children may be less serious but of longer duration. thereby increasing the probability 
of having had some contact with health personnel. 



In sum. acute respiratory and gastrointestinal illnesses are important morbid conditions preceding 
death after the neonatal period in Pakistan. Causes of neonatal mortality are more difficult to ascertain with 
these very limited data, although it appears likely that neonatal tetanus and other acute infectious diseases 
play at least some mle. 

9.6 High-risk Fertility Behaviour 

Previous demographic researchhas shown that a strong relationship exists between a mother's pattern 
of fertility and her children's survival chances. Typically, infants and young children have a higher risk of 
dying if they are born to very young mothers or older mothers, if they are born after a short birth interval, or 
if their mothers have already had many children (see Table 9.6). In the following analysis, mothers are 
classified as too young if they are less than 18 years old at the time of the birth. and too old if they are 35 or 
older at the time bf the birth.. A short birth intirnal is defined as less than 24 months, and a high brder birth 
as one occurring after five or more previous births (i.e., birth order six or higher). Births may also be cross- 
classified by cchbinations of thesk characteristics. Thus, a birth may h&e from zero to ihrec high-risk 
characteristics. 

Column one of Table 9.8 shows the percentage of births in various risk categories. More lhan half 
(55 percent) of all births in Pakistan fall into at least one risk category, with a third (19 pcrcent) of these 
having multiple risk characteristics. Risk ratios are presented in column two; a risk ratio is the ratio of the 
proportion of children in a category who have died, to the proportion who have died in the refcrence category 
of births without any risk factors. This analysis indicates several things. First, oldcr maternal age at birth 
(age >35) and high parity (BO >5) are essentially unrelated to mortality risk when not combincd with a short 
birth interval (BI <24). Indeed, the two main factors leading to heightened risk are young agc at birth (<I8 
years) and a short birth interval (<24 months). The only multiple risk categories that exhibit higher risk are 
those that include a short binh internal. Since one-third of recent births in Pakistan occurred less than 24 
months after a prior birth, this finding underscores the need to reducc, through greater use of contraception, 
the number of closely spaced births. 

Column three in Table 9.8 shows the distribution of currently manied women by the risk category 
into which a current birth would fall. A comparison of this percent distribution with the distribution of actual 
births in the last six years indicates that rhe percentage of births falling into two of the high-risk categories 
would increase substantially without fertility control. However, both of these categories (births to older 
women and births to older women of higher parity) have risk ratios o l  less than one and, therefore, they do 
not conform to the expected panern. 



ruble 9.8 High-risk fertility behaviour 

Percent distribution of children born in the six years preceding the survey 
who are at elevated risk of mortality, and the percent distribution of 
:unently manied women at risk of conceiving a child with an elevated risk 
~f mortality. acwrding Lo category of increased risk. Pakistan 1990-91 

Risk 
:ategory 

Births in the 6 years 
preceding the s w e y  Percentage of 

currently 
Percent of Risk married 

births ratio womena 

Not In any rlsk category 

Slngle rlsk category 
Age48: Morha's age at birth 4 8  
Age>34: Motha's age at birth 35+ 
Bk24: Birth interval 4 4  months 
B0>5: Birth order 6 or higher 

Subtotal 

Multlple rlsk category 
Age48 & Bk24' 
Age>34 & BIQ4 
Age>34 & B0>5 
Age>34 & BI0.4 & B0>5 
~ 1 4 4  & B O > ~  

Subtotal 

In any rlsk category 

roral 
Number 

Note: Risk ratio is the ratio of the proportion dead of births in a specific 
risk category m the proportion dead of births not in any risk category. 
NA = Not applicable 
'Women were assigned to risk categories acwrding to ihe status they would 
have at the birth of a child, if the child were conceived at the time of the 
survey: age less than 17 years md 3 months, age older than 34 years and 2 
months, latest birth less than 15 months ago, and laces1 M of orda 5 ur 
higher. 
bIncludes sterilised women 
CIncludes the combined calegories age 4 8  and birlh order >J. 
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CHAPTER 10 

MATERNAL AND CHILD HEALTH 

Abdul Razzaque Rukanuddin and K. Zaki Hasan 

One of the objectives of the Pakistan Demographic and Health Survey (PDHS) was to provide 
information relating to the health of children and their mothers, both of which have a crucial influence on 
population growth and perceptions moderating fertility behaviour. High levels of infant, child, and maternal 
mortality in Pakistan have drawn the attention of the government, resulting in efforts to improve survival 
through primary health care. The PDHS, for the first time, provides information on coverage of these 
services. In this chapter, an analysis is undenakenof data obtained through detailed questions about anlenatal 
and delivery care, immunisation coverage, and treabnent of diarrhoea, fever, and acute respiratory diseases 
in children. 

10.1 Maternal Care Indicators 

InPakistan, health facilities are available to about 55 percent of the population (Grant 1992). Most 
of these health and MCH services are concentrated in urban areas, while the rural population has access to 
Rural Health Centres WHCs), Basic Health Units (BHUs), and Family Welfare Centres (FWCs), in addition 
to traditional providers (dais and traditional medical practitioners, i.e.. hakeems). 

One of the priorities of the government is to provide medical care during pregnancy and at the time 
of delivery. both of which are essential for infant and child survival and safe motherhood. To measure the 
level of cke  received by women during pregnancy, mothers of aU children born during the five years 
preceding the survey were asked whom, if anyone, they had seen for an antenatal checkup and how many 
such visits they had made. They were also asked if they received an injection (tetanus toxoid-'IT) in the arm 
during pregnancy to prevent the baby from getting tetanus, i.e.. convulsions after birth, and how many such 
injections were received. Mothers were also asked where they had given birth and who assisted during the 
delivery. Information about the characteristics of births was also gathered, including whether the delivety 
was premature or by caesarean section, and the size and weight of the baby at birth. 

Antenatal Care 

Table 10.1 and Figure 10.1 present background information on antenatal care for births in the five 
years preceding the survey. For 70 percent of these births, no antenatal care was received during pregnancy. 
When care was received. 23 percent was provided by a doctor, 3 percent by a nurse, Lady Health Visitor, or 
Family Welfare Worker, and 4 percent by either a trained or a traditional birth anendant. The percentage of 
births with no antenatal care increased with the birth order of the mother and was highest for women age 35 
and over. Conversely, mothers receiving w e  from a doctor were slightly younger and of lower parity. 



Table 10.1 Antenatal care 

Percent diaaibution of live births in the five years preceding the s w e y  by source of sntenatal care during pregnancy. 
according to selected background characteristics. Pakistan 1990-91 

Antenatal care provider' 

Nurse1 
Lady Trained Traditional Numbn 

Background Health birth binh Don't know1 of live 
characteristic Doctor Visim? attendant aacndant O h  No one missing Total births 

Mother's m e  at blrth 

Birth order 
1 28.1 
2-3 26.4 
4-5 21.2 
6+ 15.0 

Residence 
Total urban 51.3 

Maja city 63.9 
0 t h  urban 34.1 

Rural 9.6 

Province 
Punjab 17.7 
Sindh 43.8 
NWFP 15.3 
Balochistan 7.1 

Edueathm level attended 
No education 14.0 
h a r y  33.5 
Middle 49.3 
Secondary + 79.3 

Total 22.5 

Note: Figures are for births in the period 1-59 months preceding the survey. 
-- Lcss than 0.05 p n e n t  
'1f more than one source of antenatal care was mentioned, only the provider with the highest qualifications is considered. 
%dudes Family Welfare Worker 

No antenatal care was received for 83 percent of the births in rural areas and 40 percent in urban areas 
(Figure 10.1). Regionally, women in the NO& West Frontier Province (NWFP) had &e lowest level of care 
(81 percent received no antenatal care). followed by Punjab (75 percent). Balochistan (63 percent) and Sindh 
(49 percent). Women in Balochistan relied more on traditional and trained birth anendank for antenatal care 
(26 percent) than women in other regions (all less than 5 percent). More educated women were considerably 
more likely to receive antenatal care from a doctor. For 78 percent of births to mothers with no education, 
no antenatal care was received by the mother. In almost four of five births (79 percent) occurring to women 
with secondary education, antenatal checkups were done by doctors. Antenatal care provided by physicians 
was highest in urban areas (51 percent), particularly among residents of major cities (64 percent). 



Figure 10.1 
Antenatal Care, Place of Delivery, and 
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Both the number and timing of antenatal care visits are thought to have an impact on pregnancy 
outcome. For slightly less than one-quarter of the births (23 percent), two or more antenatal visits were made 
(see Table 10.2). The median number of visits was 4.1 among cases where care was received. For births 
where antenatal care was received, most women had their first visit during the first five months of pregnancy. 

Tetanus Toxoid Immunisation 

Preventable neonatal mortality is a major concern of public health authorities. Tetanus is an 
important cause of neonatal death in Pakistan and can be prevented by immunisation of Ule mother during 
pregnancy. Immune protection is transferred to the baby through the placenta, if the mother has been 
immunised with tetanus toxoid. Previously, the World Health Organisation (WHO) had recommended that 
pregnant women receive two tetanus toxoid shots, four weeks apart, to protect the infant and the mother 
against tetanus for about two years. With recent advances in medicine, WHO now recommends a series of 
five tetanus toxoid shots to provide 10-15 years of protection. 



Table 10.2 Numba of antcnaalal care visita and 
stage of premancy 

Percent distribution of live births in the five years 
preceding the survey by numba of antenatal care 
(ANC) visits, and by the stage of pregnancy at the 
time of the fust visiS Pekistsn 1990-91 

Antenatal visits1 
Stage of pregnancy 
at first visit 

All 
births 

Number of ANC vlslb 
0 
1 
2-3 
4+ 
Don't know, missing 

Total 

Median number of visits 
(for those with ANC) 

Number of months pregnant at 
L e  t h e  of first ANC vklt 
No antenatal care 
<6 
6-7 
8+ 
Don't know, missing 

Total 

Median number of months 
pregnant aI fmt visit 
(for those with ANC) 

Number of live births 

Now: Figures are for births in the paiod 1-59 
months preceding the survey. 



Tabla 10.3 Tstnus toxoid vaccination 

Percent distribution of b idu in the five yyean preceding the survey by number of tetanus toxoid injections given 
to the motha during pregnancy and whether the rrspondmt rrceived an antenatal cad, according to selected 
bacLground characteristics. Pakistan 1990-91 

Number of tetanus toxoid injections 
Percent 

Two given 
Background One doses Don't h o w l  antenatal 
chmactcristic None dose or more missing Total cord 

Mother's age get blrth 
< 20 
20-34 
35+ 

Blrth order 
1 
2-3 
4-5 
6+ 

Residence 
Total urban 

Major city 
Other urban 

Rural 

Pmvlnce 
Punjab 
Sindh 
NWFP 
Balachistan 

Educntlon level attended 
No education 
h a r y  
Middle 
Secondary + 

Total 

Number 
of 

births 

746 
4843 
818 

1167 
2031 
1538 
1671 

1980 
1140 
840 

4426 

3933 
1364 
864 
246 

4983 
641 
304 
479 

6407 

Note: Figures me for births in the pcriod 1-59 months preceding the survey. 
-- Less rhan OM pncml 

For 70 percent of births in the five years preceding the survey, no tetanus toxoid irnmunisation was 
received during pregnancy (seeTable 10.3 andFigure 10.1). Immunisation coverage was significantly lower 
in rural than in urban areas (20 vs. 53 percent). Births to women in Balochistan were least likely to be 
protected (10 percent). Women with no education, older women, and mothers of higher birth order children 
were also less likely to be immunised prior to delivery. Among women who had been immunised, more than 
three of four births were pmtected by two or more injections. The proportion teceiving multiple injections 
was highest for residents of major cities (48 percent), for Sindh (33 percent), and for mothers with secondary 
or higher education (58 percent). 

In recent years, health care programmes have been encouraged to distribute antenatal cards to 
pregnant women at the time they receive antenatal care. While 26 percent of births were preceded by 
antenatal care from a doctor or nurse (see Table 10.1), only 13 percent had received an antenatal card. Not 



Table 10.4 Place of delivery 

P m m  distribution of births in the five years preceding ihe survey by plsce of del~very, acwrding 
to selected background characterisrics. Pakistan 1990-91 

Background 
charactairtic 

Place of delivery 
Number 

Health At Don't know/ of 
facility home Other missing Total births 

Mother's age st  blrth 
< 20 

Birth order 
1 
2-3 
4-5 
6+ 

Residence 
Total urban 

Major city 
Other urban 

Rural 

Provlnce 
h j a b  
Sin& 
NWFP 
Balochistan 

Education level anended 
No education 
primary 
Middle 
Seamdary + 

Antenatal care vlslts 
0 
1-3 
4+ 
Don't know, missing 

Total 

Note: Figures are for birrhs in the period 1-59 months preceding the survey, 
-- Less than 0.05 percent 

surprisingly, the distribution of frequencies for antenatal cards by background charactcristics (see Table 10.3) 
is similar to that for antenatal care. 

Place of Delivery and Assistance During Delivery 

Eighty-five percent of the births occurring during the five years preceding the suwey took place at 
home (see Table 10.4). This proportion has declined very little since the PCPs in 1984-85, when 92 percent 
of the live births occurred at home. Though delivery in a health facility was less common than receiving 
antenatal care, more than five-sixths of all births which occurred in health facilities were to women who had 
received antenatal care. This may be due to differences in sewice availability or to complications during 



h b l ~  105 Assistana durin~ delivery 

Percent distribution of birth. in the five yeam preceding tha nwey by typc of asristana during delivery, according to 
selected bsckground charffiteristics. PakiatM 1990-91 

Person providing assistance 

Nurse1 
Lady Trained Traditional Number 

Backeround Health birth birth Don't h o w l  of 
chsr~teristic Doctor Visitort anendant attendant Other No one missing 

Mother's age a t  birth 
< 20 10.3 
20-34 13.4 
35+ 8.0 

Blrth order 
1 18.5 
2-3 14.0 

Residence 
Total urban 30.7 

Major city 41.8 
Other urban 15.5 

Rural 4.2 

sin& 24.6 
NWFP 7.7 
Balochistan 3.1 

Education level attended 
No education 6.1 
Rimary 15.1 
Middle 39.1 
Sewndary + 57.2 

Antenatal care vlslts 
0 3.2 . .- 
1-3 19.1 
4+ 52.3 
Don't how.  missing 5.1 

Total births 

100.0 746 
100.0 4843 
100.0 818 

100.0 1167 
100.0 2031 
100.0 1538 
100.0 1671 

100.0 1980 
100.0 1140 
100.0 840 
100.0 4426 

100.0 3933 
100.0 1364 
100.0 864 
100.0 246 

100.0 4983 
100.0 641 
100.0 304 
100.0 479 

100.0 4458 
100.0 853 
100.0 908 
100.0 188 

100.0 6407 

Note: If the respondent mentioned more than one anendant, only the most qualified attendant is considered. Figures are 
for births in the period 1-59 months preceding the survey. 
-- Less than 0.05 perant 
'Includes Family Welfare Worker 

pregnancy which may lead a woman to seek care. It may also suggest that antenatal visits give the provider 
an opportunity to develop rapport with the woman, increasing her willingness to seek proper care at the time 
of delivery. The pattern of home delivery by various background characteristics is similar to the distribution 
of cases in which M antenatal care or tetanus toxoid injections were received. The proportion of births taking 
place athealth facilities washighest among women 20-34 yearsof age, among women having their first child, 
for residents of Sindh, and for those living in uhan areas. Home births were more than twice as common 
among women with no education as among those with secondary or higher levels of educational attainment. 



live births were akmded by traditional or 
trained birth attendants, while 19 percent 
were assisted by a doctor or nurse (see Table 
10.5). The characteristics of births attended 
by a doctor are consistent with those of births 
occurring in health facilities (Table 10.4). 

Characteristics of Deliveries 

Three percent of births were deliv- 
ered by caesarean section (see Table 10.6). 
Only two percent of births were reported as 
premature; however. exclusion of stillbirths 
from this figure results in a significant under- 
estimation of prematurity overall. In addition, 
it is uncertain how accurately mothers are 
able to identify prematurity. 

Most of the deliveries took place at 
home, hence 9 of 10 (88 percent) births were 
not weighed at the time of birth. The resulting 
sample of birth weights is therefore subject to 
selection bias, such that the proportion of 
births weighing less than 2.5 kilograms (one 
of six births with a known birth weight) prob- 
ably understates the problem of low birth 
weight overall. Three-quarters (76 percent) of 
the live births were repolted to be of average 
or larger size. 

Table 10.6 presents information about 
the average duration of labour for the most 
recent birth. This average was within the nor- 
mal range for all subgroups examined. In 
births delivered by a surgical procedure, the 
mean was higher than for others, suggesting 
obstructed and/or prolonged labour as an 
indication for some caesarean births. 

10.2 Child Care  Indicators 

Table 10.6 Characteristics of delivery 

Percent distribution of live births in the five years preceding the 
s w e y  by whether the delivery was by caesarean section, whether 
premature, and by birth weight and the mother's estimate of baby's 
size at birth Pakistan 1990-91 

Most recent birth 

Average 
duration Number 
of labour of 

Percent (in hours) births 

C-section delivery 
C-section 2.7 11.8 99 
Not C-section 95.5 7.7 3679 
Missing 1.8 I 21 

Total 100.0 7.8 3800 

Premature blrth 
On lime 96.7 7.7 3723 
Premature 1.9 12.9 70 
Don't know 1.5 1; 7 

Total 100.0 7.8 3800 

Birth weight 
Less than 2.5 kg 1.2 12.1 50 
2.5 kg or more 6.3 7.8 252 
Don't know, missing 4.2 9.4 97 
Not weighed 88.3 7.7 3401 

Total 100.0 7.8 3800 

Size at birth 
Very small 6.2 10.7 27 1 
Smaller than average 15.9 7.9 668 
Average or larger 76.3 7.5 2854 
Don't know, missing 1.5 t 6 

Total 100.0 7.8 3800 
Number 6407 3800 3800 

Note: Figures are for births in the priod 1-59 months preceding 
the survey. 
'Based on fewer than 25 unweighted cases, number not shown 

The Pakistan Demographic and Health Survey included questions on a number of indicators of child 
care. and utilisation of child care services. The information collected focused on immunisation coverage and 
the prevalence of diarrhoea, fever and respiratory illnesses among children under five years of age, as well 
as the type of treatment sought. 



Immunisation of Children 

Given the high levels of infant and child moltality in Pakistan, in 1982 the Government initiated an 
Expanded Programme on Immunisation (EPI) following the international guidelines recommended by the 
World Health Organisation (WHO). These guidelines recommend that by the age of 12 months all children 
should be immunised against the six preventable childhood diseases: a BCG vaccination for tuberculosis, 
t h e  doses of DFT vaccine for the prevention of diphtheria, pertussis (whooping cough), and tetanus, three 
doses of polio vaccine, and one dose of measles vaccine. The ultimate aim of the EPI programme is to attain 
universal child immunisation in the country by the mid-1990s. Vaccinations received by infants and children 
are usually recorded on a health card which is given to the parents for each child at the time of first vacci- 
nation. 

In the PDHS, mothers were asked questions designed to determine whether their children under five 
years of age had received injections or dmps to protect against the preventable childhood diseases. Mothers 
were also asked whether they had a vaccination card for each child. If a card was available, the interviewer 
was required to ask to see it and record the dates on which the child had received vaccinations against each 
disease. One dose each of BCG and measles vaccine and three doses of polio and DFT are required to 
establish immunity. 

Table 10.7 presents the percentageof children 12-23 months of age who werevaccinated at any time 
before the interview and by 12 months of age, by the source of information. The EPI programme has 
achieved considerable success although universal immunisation is far fmm a reality. Fifty percent of the 
children have received measles vaccine. The highest coverage was for BCG (70 percent) and the first two 
doses of DFT and polio. It may be noted that DFT and polio vaccinations are usually given together, which 
partially explains why the proportions were almost identical for lhese two vaccines. Because these 

Table 10.7 Vaccinations bv s o m e  of infamation 

The percentage of children 12-23 months of age who had received specific vaccines at any time before the survey and before 12 
months of age, by whether the information was from a vaccindon 4 or from the mother. Pakistan 199091 

Pcrocnugs of children who nsdved: 
Scum of 
infom&m n d  Poljo DPT Number 
liming of of 
v w h t i a n  BCG 0 I 2 3 1 2 3 Meaalca AU' None childnn 

Vaaclnded at any tlme 
belore the survey 
Vacdnuirn c.rd 97.9 35.1 99.6 91.2 82.6 97.3 89.5 81.9 76.3 71.7 -- 360 
Mother': npon 57.7 2.2 50.1 47.5 26.2 50.1 47.5 26.2 39.2 19.6 40.2 855 
Either source 69.7 12.0 64.8 60.5 42.9 64.1 60.0 42.7 50.2 35.1 28.3 1215 

Vacelnated b7 I2 mmm8 
of age 61.1 10.0 58.1 51.1 32.6 57.9 50.6 32.7 35.5 21.8 34.7 1215 

No*: The DPT coverage ntc for childm without a written r d  is assumed to be the same M that for polio vaccine since mothers 
wctc spcdfically asked whether lk child hd d v e d  polio vaccine. Children repntcd by the mother to have ~ c e i v e d  only two 
or thnc doscs of polio v . o d w  wem . u u d  to have received polio 1.2 md 3, mrpectivcly. Child- report4 by the mother to 
have d v e d  four or morc dokl  of pdiO vaccine wclc additionally assumd to have rccdved polio 0. For children whose 
infarmtion was based on the mthn'a report the propmion of vrccinatiais given during the first year of life was assumed to be 
the same ar for children with s wdmn nmrd of vaccination. 
-- Lcsl than 0.m pcrsmt 
'~hildxm who ~c fully vrccinakd, i.c.. those who have d v e d  BCG, maalca and thnc doses of DPT and polio vaccines 



vaccinations are administered together, and because mothers can more easily identify polio vaccine (given 
as dmps in the mouth), when data were collected by mother's report, only polio was asked about and DFT 
was assumed to be the same. For both DPT and polio. the dmpout rates between the first and the second 
doses were very low (about 4 percentage points). However, the dmpout between the second and third doses 
increased substantially (to about 17 to 18 percentage points). A relatively recent recommendation is the 
administration of a dose of polio vaccine at the time of birth (polio 0). The use of this dose has not yet 
become widespread in Pakistan, as only 12 percent of the children 12-23 months of age had received this dose 
at the time of birth. 

Seventy-two percent of children age 12-23 months who have a vaccinationcard have received all the 
recommended vaccinations,' but mothers were able to produce vaccination cards for only 30 percent of the 
children. The mothers' reports indicated a much lowerievel of complete coverage (20 Grceni). According 
to their reports, 40 percent of the children received no vaccinations. Combining data from both sources, that 
is, vaccination cards and mothers' reports, the proportion vaccinated against all diseases was 35 percent. 
Only 22 percent were fully vaccinated by 12 months of age and 36 percent had received measles vaccine 
within their first year of life. 

Table 10.8 and Figure 10.2 show vaccination coverage for children 12-23 months of age by back- 
ground characteristics, combing both sources of information (vaccination card information and mothers' 
reports.) In general. vaccine coverage is consistently higher among male children. although disparities are 
all less than 10 percentage points. This difference might be due to son preference, which is still prevalent in 
Pakistan. Differences in coverage by birth order are neither large nor consistent fmm one vaccine to another. 
Complete vaccination coverage was higher in urban (46 percent) than in rural areas (30 percent). However. 
more than half of the children in rural areas had received BCG and two doses of DFT and polio vaccine; 
while 44 percent were vaccinated against measles. The children in Punjab and NWFP were more protected 
thanchildren in Sindh and in Balochistan, where the EPI programme has met with lesssuccess thanelsewhere 
in Pakistan. As seen for the indicators of maternal health care, these findings also reflect a positive 
correlation between the education level of the mother and service utilisation. The results suggest that 
educational attainment above the primary school level may be an important factor in improving vaccination 
coverage of children. 

Table 10.9 shows vaccinations received by children in the first year of life by current age forchildren 
one to four years of age. The proportion of children whose immunisation status was determined according 
to a vaccination card declines as the age of the children increases. This may in part reflect increased use of 
vaccination cards in the recent past, as well as an improved coverage overall. In addition, vaccination cards 
may have been lost or discarded more frequently for older children with completed immunisations. The 
highest level of vaccination coverage against all diseases is noted for children age 12-23 months; coverage 
then declines progressively with increasing age up to 3647 months. Thereafter, coverage again increases 
slightly for children 48-59 months of age. 

' It should be noted rhat the vaccination rates reported in the PDHS are lower than of those reported in the 1991 EPI 
coverage survey conducted jointly by WHORTNICEF and the Government of Pakistan which estimated immunisation 
coverage to be 86 percent foichildnn age 12-23 months with vaccination cards. The PDHS results, however, are more 
in line with the preliminary resultsof the 1991 Pakistan Integrated Household Swey. 



Tablc 10.8 Vaccination. by backzmund characteristics 

Pcnentage of children 12-23 months of age who had received spccific vaccines by the time of the survey (according m the 
vaccination card or the mother's repon) and the percentage with a vaccination card seen by the in te~ewer ,  by aelecred backgmund 
characteristics. Pakistan 1990-91 

Percentage of children who nccived: 

Polio Dm Percentage Number 
Background with s of 
characteristic BCG 0 1 2 3 I 2 3 Measles AII' None card children 

Sex 
Male 
Female 

Blrth order 
1 
2-3 
4-5 
6+ 

Residence 
Total urban 

Major city 
Other urban 

Rural 

Provlnce 
Punjab 
Sindh 
NWFP 
Balochirtan 

Eduwtlon level attended 
No education 62.9 9.4 58.1 53.4 38.2 57.5 53.0 38.1 43.6 31.4 34.8 29.2 
Rimary 89.6 23.2 87.0 83.6 53.8 85.8 82.4 52.6 65.5 39.0 7.3 29.5 
Middle 88.3 2 5  80.7 78.2 67.0 80.7 78.2 67.0 68.6 57.0 11.5 31.3 
Secondary + 96.2 21.5 89.0 86.1 58.3 89.0 86.1 58.3 81.5 51.5 3.8 33.4 

Total 69.7 12.0 64.8 60.5 42.9 64.1 60.0 42.7 50.2 35.1 28.3 29.6 

Note: Sce foomote for Table 10.7 for delinitions of vaccine coverage. 
'Children who are fully vaccinared, i.e.. those who have received BCG, measles and three doses of DPT and palio vaccines 



Figure 10.2 
Percentage of Children 12-23 Months 

Who Are Fully Vaccinated 
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Children's Morbidity and Treatment Patterns 

The main causes of death in infants and children in Pakistan are acute lower respiratory infections 
and diarrhoea. Information was collected in the PDHS for al l  children under five years of age on the 
occurrence of symptoms of acute respiratory infection (ARI), fever, and diarrhoea in the two weeks preceding 
the survey. Mothers were also asked about treatment provided to children with any of these conditions. 



Table 10.9 Vaccinatiom in first year of life by current aEe 

The percaltage of chlldren one m four years of age for whom a vaccinanon csrd was seen 
bv h e  interviewer and the oercenlaee vaccinated for BCC. Dm.  mlio. d measles durine 
t ie  first year of life, by &en, &of the child ~ a k i s t k  1990-91 

" 

Vaccine 

Current aee of child in months All children - 
12-59 

12-23 24-35 3647 48-59 months 

Vacclnatlon card seen 29.6 20.3 13.9 11.7 19.3 
by Interviewer 

Pereent vacclnnted 
at 0-11 months 
BCG 
Polio 0 
Polio 1 
Polio 2 
Polio 3 
D m  1 
DFT 2 
DFT 3 
Measles 

All vaccinations1 21.8 16.9 13.6 20.7 18.2 

No vaccinations 34.7 37.5 51.0 45.7 42.0 

Number of children 1215 1141 1167 966 4489 

Note: See footnote for Table 10.7 for definitions of vaccine coverage. 
'Children who are fully vaccinated, i.e.. those who have received BCO, measles and three 
doses of D m  and polio vaccines 

Acute Respiratory Infection 

Table 10.10 and Figure 10.3 present background information for children with cough accompanied 
by rapid breathing, i.e.. acute respiratory infection (ARI), and the type of treatment given. Adjustments for 
seasonality have not been made in this table, though the fieldwork took place mostly in the winter, when the 
prevalence of ARI is expected to be higher. One in six children (16 percent) had suffered from symptoms 
of ARI during the two weeks preceding the survey. The most vulnerable period for this disease was the first 
year of life. There were only small differences according to gender and birth order. Children in major cities 
exhibited a lower prevalence of ARI symptoms than those in other areas. ARI symptoms were least prevalent 
(8 percent) in Balochistan, while the highest prevalence was observed in Punjab and Sindh. ARI symptoms 
were less evident among children whose mothers had secondary or more education. 



Table 10.10 Rcvdcna  md aarmcnt of acute rewiratory infection 

Pcncntage of children unda five who were ill with a cough accompanied by rapid breathing during the two wccka pncemng 
the swey .  and the pmwnt.gc of ill childrw who were -Id with apcific remedies, by selffiId backgmund chrmrceristics. 
Pakistan 1990-91 

Armng children with m g h  and rapid brealhing 

PerccnIage PercenIage Percentage mfed wilh: 
of children taken to 

with cough a health Antibiotic Number 
Backgmund and fast facility or pill or Cough Horn of 
characteristic breathing provider' syrup Injection syrup remdy Other None children 

Child's age 
<6 months 17.4 
6 1  1 months 23.4 
12-23 months 18.0 
24-35 months 16.2 
36-47 months 13.7 
48-59 months 10.4 

Sex 
Male 15.8 
Female 16.2 

Birth order 
1 17.0 
2-3 14.9 
6 5  16.0 
6+ 16.7 

Residence 
Total urban 13.8 

Major city 12.3 
O t k r  =ban 15.9 

Rural 17.0 

Prmlna 
Punjab 17.0 
Sindh 17.2 
NWFP 12.2 
Bdochisun 8.3 

EducaUon level attended 
No e d u d o n  16.5 
Rimsrl 16.6 
Middle 13.9 

-ndary + 11.2 

Total 16.0 

Noa: Figmu uc for children born in the period 1-59 numlhs prsccding tk survey. 
'hdudu hospital. clinic, R d  H d t h  f h n a .  Basic H d t h  Unit. pdvate doctor, Furdly Wdfuc Worker ud ~ d y  ~ d t h  
Visitor 



Figure 10.3 
Prevalence of ARI Symptoms and Fever 
in the Two Weeks Preceding the Survey 
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Two-thirds (66 percent) of the children who suffered ARI symptoms were taken to a health facility 
or health provider for treaunent. Children most likely to be treated were those age 6- 11 months, those living 
in urban areas, particularly major cities, and those whose mothers had a middle school education. In 
Balochistan, where health facilities are sparse. the proportion of children going for treatment was the highest 
(77 percent), although other provinces would be expected to have better sewice coverage. The findings on 
ARI from Balochistan may reflect differences in reporting; perhaps only the most severe cases were reported 
and were also therefore more likely to receive care. 

One-third (34 percent) of the chiildren were treated with cough symp, while 16 percent were given 
antibiotics and 13 percent were given injections. Two of five children (41 percent) were given other 
Ueatments, while 15 percent were not treated at all. Childrenmost likely to have untreated symptoms were 
those four years of age, children of the highest birth orders, children in Sindh, and chiildren whose mothers 
had no education. 

Prevalence of Fever 

During the period of interviewing for the PDHS, fever, a sign of malaria as well as other illnesses, 
was more prevalent (30 percent) than cough with rapid breathing (16 percent). The incidence of fever was 
particularly high (43 percent) among infants age 6-1 1 months (see Table 10.1 1 and Figure 10.3). This is the 
age at which young children are most vulnerable to both fever and ARI. The prevalence of fever was found 
to be almost the same among males and females. in almost all birth orders, and in urban and rural areas. Its 
prevalence was highest (34 percent) in Sindh and lowest (16 percent) in Balochistan. Fever was also more 
prevalent among children of women with no education. 



TaMe 10.11 h v l l c n a  ud t M t m n t  of fever 

PCnXnoge of children undss five with a fever during the nu0 w& pnccding the survey, and the penenrage of children with a 
fever who were hmted with specific medics ,  by selected b d p u n d  characteristics. Pakistan 19W-91 

Among childrcn with fever 

PCnXnrage Perccnlage Perccnragc bated with: 
of taken to 

children a health Antibiotic Number 
Background with facility or Anti- pill or Horn of 
chpnctetistic fever provider' &al syrup Injection remdy Other None children 

Child's age 
<6 manths 29.5 
6-1 1 months 42.6 
12-23 months 35.5 
24-35 months 30.5 
36-47 months 23.5 
48-59 months 23.3 

Sex 
Male 30.3 
Female 29.9 

Resldeoce 
Total urban 30.9 

Major city 31.2 
O h  urban 30.4 

Rural 29.7 

Pmvloa 
Punjab 30.8 
Sindh 34.2 
NWFP 24.9 
Balochiam 16.1 

Mdbr's eduatloo level 
No education 31.1 
hi- 29.4 
Middle 20.6 
h n d = Y  + 26.6 

Tool 30.1 

Nok: Piguns an for childrcn born in the period 1-59 months prrccding tk survey. 
'Lncludc. hospital, d i n i ~  R d  Hcalth C c n a .  Baaic H d l h  Unit, private doctor, F d y  W d f m  Worker and Lady H d t h  
Visitor 



As was seen for ARI symptoms, two- 
thirds (65 percent) of the children having 
fever during the two weeks preceding the 
survey were taken to health facilities for 
Ueatment. Only 6 percent of children with a 
fever were treated with antimalarial medi- 
cine, 19 percent received an antibiotic, and 
14 percent were given an injection. Almost 
two-thirds (63 percent) of the children who 
had a fever were treated with other medicine. 

Prevalence of Diarrhoea 

Diarrhoeal disease is a major cause 
of infant and child morbidity and mortality in 
Pakistan. In Table 10.12, the prevalence of 
diarrhoea among children under five during 
the preceding 24 hours and the preceding 2 
weeks is presented by background character- 
istics of children and their mothers. Fifteen 
percent of all children had suffered from 
diarrhoea during the previous two weeks, 
while two percent had suffered from bloody 
diarrhoea. Because of the seasonality of 
bloody dysentery, with more cases occurring 
during the monsoon season and the hot sea- 
son, these figures may underestimate annual 
p~valence.  Eight percent of the children 
were reported as having diarrhoea in the past 
24 hours. The incidence of diarrhoea was 
highest among children under two years of 
age. Regionally, Balochistan had the lowest 
prevalence (8 percent), and Sindh the highest 
(20 percent). Prevalences were lowest (10 
percent) among mothers with secondary or 
higher level education. The pattern of differ- 
entials for diarrhoea in the previous 24 hours 
is similar to that for diarrhoea in the pre- 
ceding two weeks. Given the low prevalence 
of bloody diarrhoea, it is difficult to detect 
differences according to background 
characteristics. 

Knowledge and Use of ORS Packets 

Table 10.12 Revalence of dianhoea 

Percentage of children under five who had diarrhoea and blwdy 
diarrhoea in the two we& prrceding the survey. and the pacentage 
who had diarrhoea in the preceding 24 hours, by selected background 
charnctaistiw. Pakistan 1990-91 

Diarrhoea in the Any 
preceding 2 weeks' diarrhoea 

in Number 
Background All Diarrhoea precedii ,of 
characteristic diarrhoea with blood 24 hours cluldren 

Chlld's age 
<6 months 
6-11 months 
12-23 months 
24-35 m o n h  
36-47 months 
48-59 months 

Sex 
Mde 
Female 

Birth order 
1 
2-3 
4-5 
6+ 

Residence 
Total urban 

Major city 
Other urban 

Rwal 

Provlnce 
Punjab 
Sindh 
NWFP 
Balochistan 

Mother's educntlon l e v ~ l  
No education 14.6 
Primary 17.0 
Middle 16.2 
Sewndary + 9.5 

Total 14.5 

Note: Figures are for children born in the period 1-59 months 
preceding the survey. 
-- Less than 0.05 petcent 
'Includes diarrhoea in the part 24 hours 
'~ncludes dianhoea with blood 

The government's information, education, and communication (IEC) programme has focused 
primarily on educating couples, particularly mothers, about the prevention of diarrhoea and childhood death 
due to dehydration. In the PDHS, information was obtained about knowledge and use of ORS packets. 
Mixed with water, the commercially prepared packets of oral rehydration salts (ORS) are used in oral 
rehydration therapy (ORT) to treat dehydration due to diarrhoea. Since knowledge of ORS is a prerequisite 



for its use, special efforts were made to investigate the extent and accuracy of mothers' knowledge of ORS, 
in addition to determining its use for diarrheal treatment. 

Table 10.13 and Figure 10.4 show that knowledge of ORS is very widespread (90 percent of the 
mothers recognised ORS packets). Recognition was relatively low among teenage mothers, among rural 
women, particularly women in Balochistan, and among women with no education. Knowledge of ORS was 
almost universal among women with any education and among women living in NWFP (99 percent). 

Table 10.13 Knowled~e and use of ORS packets 

Percentage of mothers with births in the five years preceding the survey who know about and 
have ever used ORS packets and the percentage of users who prepared the solution conectly. 
by background characteristics, Pakistan 1990-91 

Pexentage 
Pencntsge Percentage who of users 
who h o w  have ever Number who p m p d  Number 

Background about ORS used ORS of solution of 
characteristic packets packets mothers correctly1 users 

Mother's age 
15-19 83.4 
20-24 88.8 
25-29 91.0 
30-34 90.5 
35+ 89.3 

Residence 
Total urban 96.7 

Major city 97.2 
Olher urban 96.1 

Rural 86.7 

Province 
Punjab 89.8 
Sindh 89.1 
NWFP 98.6 
Balochistan 58.9 

Educatlon level attended 
No education 87.3 
Primary 98.3 
Middle 98.9 
Secondary + 99.1 

'It is assumed that Ihe solution was prepared wrreclly if the whole packet was prepared at once 
and the amount of water used was 800-1200 milliliues. 



Figure 10.4 
Knowledge and Use of ORS 
by Residence and Province 
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The survey indicates that about two-thirds (63 percent) of the mothers had ever used ORS packets. 
Frequencies for use of ORS by background characteristics of the mother followed the same pattern noted for 
knowledge of ORS, though knowledge was considerably more widespread than use in each subgroup. 
Among mothers who had used ORS packets, about three-quarters (73 percent) had mixed the solution 
correctly the last time they had prepared it. Women living in rural areas, those with no education and young 
mothers were less likely to have prepared the solution correctly. 

Treatment of Diarrhoea 

Table 10.14 and Figure 10.5 indicate that almost half (48 percent) of the children with diarrhoea in 
the two weeks preceding the survey were taken to a health facility for treatment. Children who live in urban 
areas, those in Sindh, and children of educated mothers were more likely to be taken W a health facility or 
provider thanother children. Older children (48-59 months) and males wereless likely to be taken to a health 
facility. 

About twoof fivechildren(39 percent) withdiarrhoea were treated with ORS packets, but 50 percent 
were given oral rehydration therapy (ORT) or increased fluids. Allopathic medicines (antibiotics or 
injections) were received by about 11 percent of children who had diarrhoea. In general, children who were 
vely young (less than 6 months), those in rural areas, and those whose mothers had little or no education were 
less likely to be treated appropriately, i.e.. with ORT or increased fluids. There was no consistent pattern by 
birth order of the child, although low birth order children were generally less likely to get appropriate care. 



Percenmgc of childmn un& five years who had diarrhou in the two wcclra +ing the s w e y  who were taken for trcnunent 
to a health facility or p v i d c r ,  ihc pcmntage who r e a i v c d  oral rehydration lhcnpy (ORT), the percentage who m i v 4  
incrcassd fluids. the pcrccntagc who reaivcd n c i h  ORT nor incmdacd fluids, and the percentage receiving other huumcnta. 
by selected background characteristics. Pakistan 1 W 9 1  

Oral rehydration 
thmpy (ORTI Percentage Pemntage ncdving 

Percentage rewiving other katm=nta: 
laken to sugar, P m n m g c  neither Numter of 
a health sdt, Other w i v i n g  ORT n a  Horn children 

Backpmund facility or ORS water horn inmased inc~ased Anti- In- remdy, with 
characteristic provider' packcu solution fluid fluids fluids biotics Injection other diarrhoea 

Chlld's age 
<6 months 
dl l months 
12-23 montha 
24-35 months 
36-47 months 
48-59 months 

Sex 
Male 
Female 

Birth order 
I 

Residence 
Urban 
Major city 
Other llrban 

Rural 

Provlnce 
Punjab 
Sindh 
NWFP 
Balochistan 

Education level allended 
No education 45.0 
Rimary 60.7 
Middle+ 58.1 

Total 48.3 

Note: Oral rchydrarion therapy (ORT) includes solution p q m d  from ORS packets, home solution made from sugar, salt and 
water, and other home fluids (such as riw water or Lassi). Figures are for children barn in the paid 1-59 months pnceding the 
survey. 
-- Less than 0.M pe-t 
'Includes hospital, clinic, Rid Health Centre. Basic Health Unit, private dcctor. Fondly Welfare Worker and Lady Health 
Visitor 



Figure 10.5 
Percentage of Children Receiving 
Treatment for Diarrhoea by Type 

of Treatment 
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Note: Based an chlldren age 1-59 month8 
who had dlsrrhoea In the two week8 
preoedlng the 8urvey. PDHS 1990-91 

The mothers whose children suffered from diarrhoea in the two weeks ~ r i o r  to the survey were asked 
whether their feeding practices changed during the episode. Among those mohers who were breastfeeding, 
65 percent of the children were breastfed as usual during the diamhoeal episode, while 13 percent either 
reduced their frequency of breastfeeding or stopped breastfeedig altogether (see Table 10.15). Aside from 
breast milk, 65 percent of the children got the same amount of fluid as before the episode. Only 9 percent got 
an increased amount of fluids and 21 percent received a reduced amount of fluids. The same pattern was 
followed with respect to the consumption of food during the diarrhoea episode. 



Table 10.15 Feeding practices during 
dianhou - 
Percent distribution of feeding practices 
among children under five years who had 
dimhoea in the two weeks peceding the 
survey. Pakistan 1990-91 

Feeding practice 
during dianhoea Percent 

Breastfeedlng frequency1 
Same as usual 65.2 
Increased 17.4 
Reduced 12.2 
stopped 1.1 
Don't how.  missing 4.1 

Toral 100.0 
Number of children 439 

Amount of nulds glven 
Same as usual 65.4 
More 8.8 
Less 21.1 
Don't h o w ,  missiig 4.7 

Total 100.0 

Amount of food glveo 
Same as usual 64.8 
More 7.7 
Less 21.9 
Don't know, missing 5.6 

Toral 100.0 
Number of children 840 

Note: Figures are for children born in the 
period 1-59 months preceding the survey. 
'Applies only to last child who is still 
breastfed 
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CHAPTER 11 

FEEDING PATTERNS AND THE NUTRITIONAL STATUS OF CHILDREN 

Tauseef Ahmed and Mohammad Ayub 

Over the years, concern has been expressed about the growing number of children living in poor 
conditions. Poverty affects feeding vractices and both of these factors affect the overall mental and physical 
growth of children: This chapter f&es on the nutritional situation of young children who were &;n the 
five years preceding the survey. Panerns of breastfeeding are of particular interest because of their effects 
on postpartum amenorrhoea. Some information on this topic has already been provided in the chapter on the 
proximate determinants of fertility (Chapter 7). Since breastfeeding and food supplementation play a vital 
role in determining the durationofpostp&m amenorrhoeaand binhintervals,thedynamics ofthesefceding 
practices are of great importance in societies like Pakistan where there is little fertility control at the indi- 
vidual level. 

In the PDHS, information was collected on the birth weight of children, breastfeeding practices, and 
the types of food items given to children before breastfeeding began. Details were also collected on the ages 
when various liquids and solid or mushy foods were first given to children on a regular basis. The mother 
was also asked about liquids and solid/mushy foods given to the child and the use of bottles with nipples for 
feeding children during the 24 hours before the interview for all children alive at the time of the survey. In 
the PDHS, anthro~ometric measurements were collected for all the reswndents' children ane less than five 
years whowere present in the household. Information on breastfeeding panerns and food s\pplcmentation 
is also analysed in this chapter, followed by a description of the nutritional status of children derived from 
anthropometric measurements. 

During the 1970s and 1980s, several surveys in Pakistan identified infants and young children 
considered to be at high risk of being undernourished. One study found that 48 percent of all Pakistani 
children were malnourished and 10 percent were severely malnourished (Nutrition Division 1988). Anemia 
is another serious nutrition-related condition that has been reported for 65 percent of young children and 45 
percent of pregnant mothers. Undernutrition is less prominent among infants under 6 months of age but 
increases rapidly with age. 

11.1 Breastfeeding and Nutritional Intake 

In this section we focus on breastfeeding and the nutritional intake of children born in the five years 
preceding the survey. Table 11.1 showsthe percentage of children who were ever breastfed and at what stage 
infants first received breast milk. It is well documented that breastfeeding is quite common in Pakistan 
(Population Welfare Division 1986). The PDHS data are consistent with these findings. About 94 percent 
of all infants born in the five years preceding the survey were ever breastfed by their mothers. This figure 
is similar to the values from the 1984-85 PCPs (98 percent) and the 1975 PFS (95 percent). Breastfeedig 
practices in traditional societies such as Pakistan are based on cultural norms and social expectations. 
Differentials for various background characteristics are also presented in Table 11.1. The differentials are 
generally quite small, since at least 89 vercent of children in every subgrouv had been breastfed at some time. - - 
children born in a health facility are iess likely to be breastfed (89 percent) than children bom at home (96 
percent). Among babies of mothers withno education 94 vercent had been breastfed, compared to 89 vetrent 
of children whose mothers had some secondary or highereducation. A slightly smaller p&ortion oibabies 
in the major cities had been breastfed (91 percent) than babies in the rest of the country (94 percent). These 

149 



Table 11.1 Initial h t f a s d i n g  

Pexmhge of dl childm born in the five yems preceding the survey who were ever breastfed and the 
uercauee of h-bom children who started breastfeedine within one hour and within one dav of birth. 

Among last-born children 

Among dl childnn Patentage Pcmntage 
suncd s l m c d  Number 

Puccntlge Number brcastfkding brcastfseding of . 
c v a  of wi th  within Last-born 

brsutfd childron 1 hour of binh 1 day of biRh children 

Time s h e  birth 
0-11 months 
12-23 months 
24-35 months 
3647 months 
48-59 months 

Sex of chlld 
Male 
Female 

Residence 
Total urban 

Major city 
Other urban 

Rural 

Province 
h i a b  

Educatbn level attended 
No education 
buy 
Middle 
Suandsry+ 

krslstance at de~very' 
Medically aaimd 
Traditional midwife 
Other or none 

Place d dellvet$ 
Health facility 
At home 

'Excludes 94 children d 31 lut-ban childrm with missing dau on assistance at delivery and 89 
children d 25 Iast-born childm with missing data or other rcsponscs on place of delivery. 



differences may be due to family social status and, to a certain extent, to mother's education rather than 
cultural norms, which may be more flexible among higher status and more educated women. 

An important dimension relating to breastfeeding is the timing of initiation. Though 94 percent of 
all babies were breastfed at some time, only 9 percent started breastfeeding within the first hour of life.' 
Furthermore, only 26 percent of last-born children were put to the breast within the first day of life. The 
small percentage initiating breastfeeding during the first hour of life may be due to the social practice of not 
giving colostrum to newborns. There were no major differentials in initiating breastfeeding on the first day 
by gender, time since birth, or urban-rural residence. However, there were substantial differences between 
pmvinces. For instance. last-born children in Sindh and Balochistan stand a much greater chance of being 
put to the breast within one day of birth than babies born in Punjab or NWFP. Similarly. infants born to 
mothers with secondary educationor more, and those born in amedicalfacility have a slightly greater chance 
of receiving breast milk in the first day of life. 

For last-born children who had ever been breastfed, mothers were asked what the newborn had been 
given to drink before being put to the breast. Table 11.2 shows the percentage of such children who were 
given various liquids or food items before being put to the breast, according to selected background 
characteristics. About 30 percent of the babies were given water before breastfeeding was started and similar 
percentages were given either ghuni or honey. Nineteen percent received milk and 13 percent were given 
rose waterlaraq or sugar. No major sex differentials in the intake of various food items were reported by 
mothers. 

For the three main items given to the youngest child, major differences are shown by place of 
residence. More children living in major cities were given water, ghutti, or honey than children living in 
other urban or rural areas. A major differential is also obsewed among pmvinces. Water was given more 
often in Balochistan (43 percent) and Sindh (38 percent), while 52 percent of the children were given ghutti 
and 29 percent received tea in NWFP (Figure 11.1). Similarly, more than half of all children in Sindh (53 
percent) were given honey before breastfeeding was started. A significant difference is also seen in giving 
milk. In Punjab, one-quarter of newborns were given milk before being put to the breast compared to less 
than 10 percent in other pmvinces. Giving water and honey before starting breastfeeding is positively 
correlated with mothers' education, which may also be taken as an indication of easy accessibility of these 
items to educated mothers. 

The presence of a medically trained person at the time of birth of a child and the place of delively 
are related to what the newborn was given before breastfeeding was started. Table 11.2 shows that mothers 
who were assisted in their last birth by medically trained persons were more likely to give their baby various 
liquids than those who were assisted by traditional midwives. The intake of water and honey is higher for 
children whose delivery was assisted by traditional midwives or medically trained persons than for other 
children. Mothers who delivered at a health facility are twice as likely to have given water or honey than 
mothers who delivered at home. The greater propensity of giving water and honey to children born in health 
facilities and those assisted by medically trained personnel is related to the popularity ofthis practice inurban 
areas. 

' This information was collected only for the last-born chid. 
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Table 11.2 Liquids and fmd iama mven befm brcaatfccding 

Ptrccntage of laat-born children born in the five years prcading the s w e y  who wen given liquid6 or fmd ikms kfon being put 
to the W t .  .cfnding to relcctcd bad;gmund chsracrcristica. Pakiaten 1 m 9 1  

Percentage given liqnid or food 

A W  Number 
B w k p u n d  rose of 
chrnactristic Water Ghuni Honey Sugar Milk Ghcc Butter Oil Tea wakr Olhcr children 

Sex olchlld 
Male 
Pcmalc 

Reddence 
Total urban 

Major dry 
0lhC.I urban 

Rural 

Provloce 
Punjab 
Sindh 
NWFP 
Balmhistan 

EduuUoa level attended 
No education 

R i w  
Middle 
Secondary+ 

Agslstance at dellvay' 
Medically haincd 
Traditional midwife 
Other or none 

Place of ddivay '  
H 4 a  facility 
At homc 

Total 

No*: Rgurca arc for last childnn who wen ever brcaatfcd. Pcncntages add to mcn than 100.0 because childrcn may have 
na ivcd  mac than one i k m  
'Excluded 11 children with mining dus  on a s s i s m a  at delivery ud 5 childrcn with missing data or other Mponsca on place of 
&lively. 



Figure 11.1 
Percentage of Children Given Selected 
Liquids Before Being Put to the Breast 

by Province 
Percent 

Water Ghvtti Honey Sugar Watw MIIk Te a 

Nola: B a w d  on youngaal chlld under age 
IIV.. 

Another important issue is current nutritional intake. Table 11.3 and Figure 11.2 show liquids and 
fwd items given to youngest children during the 24 hours before the interview. Plain water was given to the 
largest proportion of children (83 percent) followed by solid or mushy fwd given to 63 percent of children. 
The intake of the major items consumed (water, fresh milk and solid or mushy food) is positively related to 
age. Older children are much more likely to be provided with solid or mushy fwds than younger children. 
This is expected since older children have a greater need for solid or mushy food than younger children. The 
consumption of ghutti, sugarhoney water and gripe water generally declines as children grow older. After 
the age of six months, a subsmtial proportion of children start consuming solid fwd. However, even at age 
9-11 months, only a slight majority of children are given any solid or mushy fwd. 



Table 11.3 Nuhitiand intake 

Percentage of youngest living children under age five given various liquids and food i tem the day k f a c  the interview. by age 
of child and type of liquid a food item Pakbmn 19W91 

Age of child 

0 1  2-3 4-6 7-8 9-11 1217 18-23 24-59 
Liquid or food m t h  months m t i u  montiu m t l u  m t i u  m t i u  m t i u  Toml 

Plain warn 
Ghuni 
Sugar or honey water 11.6 9.0 6.3 
l u i a  -. 0.4 1.2 
H& lu 9.1 9.9 8.5 
G~ipc watcr 20.7 32.8 38.1 
 by famula a 4  1.8 3.8 
Prwh rrdlL 228 30.9 34.4 
TinncdRowdncd milk 2.1 2.4 2.7 
Othn liquid 6.3 9.1 5.0 

Any solid a mushy foal 0.3 5.5 15.2 

Liquid and solid 0.3 5.1 11.9 

Number 232 270 368 

Noe: Psrcsntap add to m than 100.0 because childm may have -vcd morc than one item 
-- Lcsa than 0.M pcrcmt 

Figure 11.2 
Percentage of Children Given Water, 
Milk, or Solid/Mushy Food the Day 

Before the Interview 

Percent 
100  1 

Water 

0 
0-1 2 -3  4-6 7-8 9-11 12-17 18-23 2 

Age in Months 
Not.: Baaed on youngeI1 chlld 
under age IIve. 

PDHS 1990-91 



All mothers were asked about breastfeeding and food supplementation given to the youngest child 
in the 24 hours preceding the interview. Table 11.4 and Figure 11.3 show the pattern of current breastfeeding 
and food supplementation About 4 percent of all newborns were not being breastfed in their first two months 
of life. About one-quarter of all infants in the first four months of life were being exclusively breastfed (that 
is, beiing fed nothing but breast milk). This percentage drops to 12 percent for children age 8-9 months. More 
than half of all infants in the same age group were W i g  breastfed and were also receiving liquids or solid 
supplements other than plain water. In every age group through age 21 months, a majority of children were 
receiving breast milk and supplementation. Almost 72 percent of children who had just completed their first 
year of life got food supplementation in addition to breastfeeding, while 14 percent of children in the same 
age group were not beiing breastfed at all. 

Table 11.4 Breastfeeding and supdementation 

Percent distribution of youngest children by breastfeeding status, according to child's age in months. 
Pakistan 1990-91 

Percentage of youngest living children who are: 

Breastfeeding and 
receiving 

Age in 
months 

Not Plain Number 
breast- Exclusively water Supple- of 
feeding breastfeeding only ments Total children 

Note: Breastfeeding status refers to last 24 hours. 
-- Less than O M  percent 



Figure 11.3 
Breastfeeding among Children 

Age 0-23 Months 

Exclusive BF 25 
~4 Months 

Breast Milk With or 
Without Water Only 

'4 Months 

Breast Milk i% Solids 
6-S Months 

Still BF 76 
12-15 Months 

Still BF 
20-23 Months 

0 20 40 60 80 
J 
100 

Percent 

PDHS 1990-91 

Table 11.5 shows in more detail the t m s  of food suv~lementation received by currently 
breastfeedig children. The table shows that infant f&mula was not a-iajor supplement while cildren we& 
W i g  breastfed. On the contrary, fresh milk is a major component of the diet and its use increases progres- 
sively from 23 percent for the youngest infants to over 40 percent for children one to two years of age. Other 
liquids also form a major component of supplementary food but their use decreases with age. Solids and 
mushy food items do not become an imponant part of the diet until at least age six months. The transition 
to solid and mushy foods as a supplement is quite rapid and almost all children are given these before they 
complete their third year of life. Nevertheless, according to the mothers' reports, a substantial proportion of 
breastfeeding children were not receiving solid or mushy food even after they reached their second birthday. 

Of particular interest to both demographers and nutritionists is the use of a bottle with a nipple when 
breastfeeding. Bottle feedig has a direct effect on the mother's exposure to the risk of pregnancy and 
exposes the child to unhygienic conditions (since it is difficult to properly sterilise the nipple). The PDHS 
data show that about one-quarter of breastfed childrenunder one year of age were given a bottle with a nipple 
the day before the interview. This is of great concern since women's amenorrhoeic period is shortened when 
they provide their children with liquids fmm bottles with a nipple. Simultaneously, these children are at risk 
due to the use of unsterilised bottles and the intake of unhygienic liquids. 



Pacatage of kentfesding children who are receiving mc types of food supplanmutias and 
tho pmntage using a bottle with a nipple, a c a d q  u, child's age in months. Pakbtm 1990-91 

Among bruatfesding children 

Age in mmtha 

R r r m ~ g e  receiving 
petmugs 

Sdidl uaing Numbsr 
Mml Orkr Olher mushy a bouk of 

famula "ilk liquid food with a nipple children 

Note: Rgwes are for last 24 hours. Pexmts by type of supplement may sum to more than 100.0 
since children may have received mon Ulan one typ of supple men^ Figurer in parentheses are 
based on feww than 50 unweighted cases. 
-- Leas than 0.05 p e n t  

The effect of breastfeeding on the mother and child can also be seen by examining the duration and 
freauencv of breastfeedine. The PDHS data show that the median duration of breastfeedine for all children 
born in the five years pre&ing the survey was 20 months (Table 11.6). The mean values kr breastfeedig 
calculated directly (19.8 months) or using the prevalence-incidence method (20.2 months) are very close to 
the median value:   he mean duration of eklusjve bmstfeeding is three months and full breastfeeding is five 
months.' The results suggest that exclusive breastfeeding is not a common practice in Pakistan except in 
NWFP. There are a number of differentials in breastfeeding. For example, rural mothers tend to breastfeed 
longer (21 months) than urban mothers (15 months). Male children are not breastfed as long (1 8 months) as 
female children (21 months), on the average. More than four-fifths of children less than six months of age 
were breastfed six or more times on the day preceding the interview. This last fiding demonstrates the high 
intensity of breastfeedig in Pakistan. 

'me mean duration of full breastfeeding for last-born children in the 1984-85 PCPs was 6.9 months. 
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Table 11.6 Median duration and beymemv of brwstfesding 

Median bations of my. exclusive and full breastfecding and the percentage of children unda six 
m o n h  of age who weribeastfed s h  or more tima in the-24 h o w  &&dingthe intccview. according 
to selectDd backgmund characteristics. Paldstan 1990-91 

Qlildrcn under nix months 
Median dunion (in months)' 

Number of Brusded 
Any Excluuvc Full children 6+ timer Number 

bream- breast- h a -  under 3 in La of 
feeding feeding feedin$ y u n  af ago 24 houn children 

Sex of chlld 
Male 
Female 

Resldence 
Total urban 

Major city 
Other urban 

Rural 

Province 
Punjab 
Sindh 
NWFP 
Balochislan 

Mother's education level 
No education 
primary 
Middle 
Secondary+ 

Assistance st delivery) 
Medically trained 
Traditional midwife 
Other or none 

Mean for all children1 
Pn for all children4 

Note: Figures in parentheses arc bmed on 25 to 49 unweighted wes. 
NA = Not applicable 
* Based on fewer than 25 unweighted cases 
l ~ e d i a n  and mem lmsed on current starus 
'Eirher exclusively beastfed or received only plain water 
3Excludes 46 children with missing data on assiswcc at delivery 
4Revdence-incidence mean 



All mothers with living children born in the five years preceding the survey were asked about the age 
at which formula or milk other than breast milk, water, other liquids or any fwd were first given to their 
children Table 11.7 and Figure 11.4 show the age at which liquids or foods were fist given to children 24-59 
months on a regular basis. One in five children was given formula or milk, and he-fourths were given 
water in the first two months of life. An important determinant of children's gmwth is the age at which they 
stat  receiving solid or mushy foods. One-quarter of a l l  children started receiving such food on a regular basis 
at 4-6 months of age and the cumulative percentage mse rapidly at higher ages. About 40 percent of all 
children were never given formula, milk or other liquids on regular basis, while 17 percent never received 
solid or mushy food on a regular basis. 

Table 11.7 Age at which liquids and foods were introduced 

Prnent distribution of age at which liquids and foods wae given regularly in 
the &st two vears of life to children born 24-59 months orecedine the survev. 
Pakistan 1996-91 

Food given regularly 

Age at Solid or 
introduction Formula Other mushy 
of Liquids/foods or milk Water liquids food 

Neva given regularly 
0-1 month 
2-3 months 
4-6 months 
7-11 months 
12-17 months 
18-23 months 
Don't know. missing 

Total 

Note: Figures are based on 3.708 children. 

Information was also collected on the reasons for stopping breastfeeding for children age 24-59 
months (see Table 11.8). The reason for stopping breastfeeding varies with the age at which breastfeeding 
was stopped. Less than 18 percent of the children stopped breastfeeding by the sixth month. Among these 
children. 35 percent of mothers reported that the child died and 15 percent reported their next pregnancy as 
the main reason for stopping breastfeeding. For children who were not being breastfed by age 6-17 months, 
the majority of mothers reported that they stopped breastfeeding because they became pregnant again. 
Mother's illness and the refusal of the chid to take the mother's milk were other factors responsible for 
stopping breastfeeding. In addition, mothers did not have sufficient milk in 6-7 percent of the cases. Besides 
pregnancy, the other major reason to stop brcastfeeding aftcr 17 months of agc was that the child had reached 
the age of weaning. 



Figure 11.4 
Age at Which Liquids and Solid/Mushy 

Food Were First Given to Children 
Age 24-59 Months 

2-3 Mo. Water 
Formula/MIIk 
Other Ilqulds I 
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Table 11.8 Reasons for a M n a  breastfeeding 

Percent distribution of pcasona for stopping breastfeeding m n g  ever-breastfed children born 24-59 months preceding lhc 
survey. who breastfeeding within the first two yean of Life. Pakistan 199091 

0-5 m t h s  6.6 7.0 
6-11 month. 8.8 1.7 
12-17 months 5.8 1.4 
18-23 months 6.2 1.1 

Nipple, 
Child breast No Mothcr Olild Wunina Bcumc 



11.2 Nutritional Status of Children 

Assessment of nutritional status and related nutrition information is an important objective of the 
PDHS. Anthmpometric measurements were used to assess growth and nuuition of young children. The 
measurement of children's height, weight, and arm circumference was undertaken after the children's shoes 
and clothes were removed. The valid& of the anthmpometric indices, however, depends on the accuracy 
of themeasurements and the age data collected. Children under five years of age were weighed and measured 
by interviewers who were &en special anthmpometric training. They weretaught how to weigh children 
(within 100 grams) using a hanging spring balance scale, and to how to measurethechildren's height (within 
5 millimetres) using a measuring board. In the PDHS, the helght of a child under 24 months of age was 
actually recumbent length, measured with the child lying down on an adjustable wooden measuring board 
as recommended by the World Health Organisation (WHO). The same board was used to measure the 
standing height of older children. 

About 80 percent of the 5.776 children born in the period 1-59 months preceding the survey were 
weighed and measured. The most common reason for non-measurement was cultural. Mothers, particularly 
in &lochistan and N W ,  did not want strangers to weigh or measure their young children. &ther reason 
was that the child was not present in the home at the time of the interview. Excluded from the analysis are 
children whose month and year of birth were not reported by the mother, and those with grossly improbable 
weight or height measurements due to recording error. 

The results presented here are based on 4,037 children age 1-59 months. Anthmpometric data are 
particularly sensitive to ermrs in age reporting. In the swey ,  age in months was calculated fmm the 
information on the child's birth date given by the mother. These data in combination with height and weight 
information were evaluated using the international reference population of the US. National Centre for 
Health Statistics (NCHS) and the Cenms for Disease Control (CDC), as recommended by the World Health 
Organisation (WHO)? The nutritional status of children w&eval;ated by calculating the extent to which 
the anthropometric measurements deviate from measurements for the standardpopulation of healthy well-fed 
children as defined by the NCHSfCDC. Three standard indices have been used-to assess nutritional status: 

Each of these indices provides somewhat different information about the nutritional status of a 
population of children. During growth, height and weight vary with age, and weight varies with height. 
Indicators have been developed to standardise the results for children of different ages and heights. Chi- 
dren who are chronically undernourished are short for their age. A child whose height-for-age is below 
minus two standard deviations (-2 SD) from the median of the reference population is considered stunted. 
C ~ ~ N C  undernutrition is a condition which is typically associated with adverse environmental conditions 
existing over a long period of time. The weight-for-height index measures acute undernourishment. A 
child whose weight-for-height falls below minus two standard deviations (-2 SD) from the median of the 
reference population is classified as wasted or acutely undernourished. This condition is usually associated 
with short-term undernourishment as a result of disease or inadequate fwd supply or consumption. The 
weight-for-height index does not include age, and is thus free of bias due to age misreporting. 
Weight-for-age is a composite measure which captures both acute and chronic undernutrition. Children 
with a weight-for-age below minus two standard deviations (-2 SD) from the median of the reference pop-  

' Developed by theU.S. Centres for D i e  Control bawlon data from theU.S. National Centre for Health Statistics 
@ibley et al. 1987a. 1987b). 



lation are considered underweight. Results for each indicator are discussed separately below. In a healthy, 
well-fed population of children, it is expected that only 2.3 percent of children will fall below minus two 
standard deviations (-2 SD) from the median of the reference population for each of the three indices. Less 
than one percent of children are expected to be below minus three standard deviations. 

Height-for-age: The results for stunting are shown in Tables 11.9 and 11 .I0 for different demographic and 
socioeconomic characteristics of the population surveyed. Thirty percent of children under five years of 
age are below minus three standard deviations (-3 SD) from the median of the reference population and half 
of the children are below minus two standard deviations (-2 SD) from the median. Thus, half of the chil- 
dren under five years of age are suffering from chronic malnutrition. Sex differences appear to be negli- 
gible, however. age is significantly correlated with the prevalence of stunting. Stunting is much less com- 
mon in the first year of life than at ages 1-4. This indicates that as a child grows, the gain in height is less 
than the standard performance. There is a marked worsening in nutritional status during the first and sec- 
ond year of life. The degree of stunting does not level off until after age 47 months. Seventeen percent of 
children under six months of age are classified as stunted compared to over 60 percent of children over 
three years of age. Birth order shows a positive correlation with the prevalence of stunting. The extent of 
stunting was also examined by birth interval. As expected, the prevalence of stunting is lower among f rst- 
born children and among children born after a long birth internal (over 47 months). 

The prevalence of stunting is more prominent in rural areas than in urban areas (see Table 1 1.10). 
This difference may be explained by the socioeconomic status of the family and the accessibility of better 
nutrition and health services for the uhan  population. Similarly, the prevalence of stunting appears to be 
associated with the overall level of development of the provinces. The rate is lowest (44 percent) in Punjab, 
and highest in Balochistan (71 percent), the least developed province. Mother's cducation is negativcly 
correlated with stunting. The prevalence of stunting is 56 percent among children of mothers with no 
education and only 18 percent among children whose mothers have at least some secondary education. 

Weight-for-height: Children whose weight-for-height is below minus two standard deviations (-2 SD) from 
the median of the reference population are considered thin or warted. Those who fall below minus threc 
standard deviations (-3 SD) from the median are classified as severely wasted. About 9 pcrcent of children 
are moderately wasted and less than 2 percent are severely wasted. The prevalence of wasting does not 
vary substantially between the sexes, although it is slightly higher among boys. The largest differentials in 
wasting are seen for mothers' education, which is negatively related to wasting. Ten pcrccnt of the children 
of mothers with no education are classified as wasted compared to 4 percent of the children of mothers with 
at least some secondary school education. 

Weightfor-age: The percentage of children classified as underweight is also given in Tables 11.9 and 
11.10. Forty percent of children are below minus two standard deviations (-2 SD) from the median for the 
reference population. There is a positive relationship between the age of the child and the prevalence of 
underweight. The prevalence of underweight children gmws dramatically until children reach one year of 
age (see Figure 11.5). This may be explained by the dependence of infants on breast milk during the first 
year and inadequate food supplementation thereafter. More than 40 percent of children are underweight for 
their age between their first and fifth birthdays. The proportion of children who are underweight is similar 
for males and females. There is some increase in the proportion of underweight children with increasing 
birth order. This increase may be due to the small amount of food available for allocation to each child in 
large families and the skewed distribution of food favouring older children. First-horn children and chil- 
dren born afte.r a birth interval of more than 47 months are less likely to be underweight than children born 
after a short birth interval. 



Table 11.9 Nutritional status by demomavhic charactriatic8 

Perecntrge of children undcr five years of age classified as u n h o v r i s h d  u x a d h g  to thm8 mduvpomclric 
indim of nutritional stam: height-for-age, weight-for-height and weight-for-age by selected demographic 
charactrristiw, Pakistan 1990-91 

Height-for-age Weight-for-height Weight-for-age 

Percentage Percentage Pacentage Pacentage Pmmumge Pacentage Number 
Demographic bebw bebw bebw bebw below below of 
characteristic -3 SD -2 SD1 -3 SD -2 SD1 -3 SD -2 SD1 childrm 

Chlld's age 
<6 months 
6-11 months 
12-23 months 
24-35 months 
36-47 months 
48-59 months 

Chlld's sex 
Male 
Fcmals 

Blrth order 
1 
2-3 
4-5 
6+ 

Birth Interval 
First birth 
Q4 months 
24-47 months 
48+ months 

Total 

Note: Figures are for children born in the period 1-59 months preceding the h e e y .  Each index is expressed in 
tams of the number of standard deviation (SD) units from the median of the NCHSICDCIWHO inteanational 
reference population. 
'~ncludes children who are below -3 SD 



Table 11.10 Nutritional stma bv backtzound cha~ctaistics 

PacaUrge of children under five yean of age classified as undrmoluished -ding IO the three anthropomeeic 
indices of nutritional atam: height-for-age. weight-fa-height and weight-for-age by selected bacLground 

Height-for-age Wcight-for-height Wcight-for-age 

Percentage Percentage Pmwuage Percentage P e ~ ~ ~ n l a g e  Percentage Numbn 
Backpund below below below below below below of 
chmutaistic -3 SD -2 SDI -3 SD -2 SD1 -3 SD -2 SD1 chil&m 

ResMence 
Total urban 

Major city 
Other urban 

Rwal 

Province 
Funjab 
Sindh 
NWFP 
Balochistsn 

Mother's ducation level 
No education 
f i w  
Middle 
Secondary+ 

Total 

Note: Figures are for children born in the period 1-59 months preceding the survey. Each index is expressed in 
tams of the number of standard deviation (SD) units fmm the median of the NCHSICDCIWHO international 
reference population. 
-- Less than 0.05 percent 
'Includes children who are below -3 SD 

Among the social factors associated with undernutrition, mother's education is negatively corre- 
lated with both moderate and severe underweight status in children (Table 11.10). severe und&eight 
status, i.e., weight-for-age below minus three standard deviations (-3 SD) from the median for the reference 
population, decreases from 17 percent for children of mothers with no education to 3 percent for those 
women with at least some secondary school education. With respect to place of residence, major cities have 
the smallest proportion of underweight children (30 percent); the proportion is higher in other urban (37 
percent) and rural areas (45 percent). Similar to the case of stunting, fewer children are underweight in 
Punjab (37 percent) and more are underweight in Balochistan (56 percent). 



Figure 11.5 
Percentage of Children Under Five 

Who Are Underweight by Age 

Percent 

1 

Aoe in Months 

I Note: Percentage of  children bdow -2 SD 
from the medtan of the Internallonal 
referent. population. PDHS 1900-91 

In summary, the nuuitional status of children depends on a number factors, beginning with the 
mother's nutritional status. After birth, breastfeeding practices, socioeconomic and demographic factors, 
and environmental conditions (e.g., water and sanitation facilities) affect the nutritional status of children. 
Information on birth weight, bre&tfeedig, weaning and feeding practices was also gathered in the PDHS, 
however, an examination of the nutritional consequences of these factors is beyond the scope of this report. 

In Pakistan, half of children under five years of age are chronically undernourished (see figure 
11.6). There is a marked deterioration in nutritional status as early as the first year of life. Among the other 
factors associated with nutritional status, mother's education is the most important, followed by the birth 
order of the child and place of residence. Children in Balochistan are most likely to be stunted or under- 
weight. Mothers of these children need special education about infant feeding practices and nutritional 
intake so that they can improve the mental and physical growth of their children. 

Arm Circumference 

Mid-upper arm circumference is easy to measure and compares favourably to other anthropometric 
measures for the assessment of the risk of death (Briend et al. 1987). Am c i m f e m c e  has been adopted 
as a quick screening method for identifying undernourished children in the 1-5 year age group. If arm 
circumference is between 12.5 and 13.5 cm, the child is considered to be moderately undernourished; val- 
ues below 12.5 cm indicate severe undernuwition (Shakir and Morley 1974). although cut-off points may 
vary between populations Gindtjorn 1985). In the PDHS, arm circumference was measured for 79 percent 
of the children under age five. Among the measured children age 1-4 years, 6 percent had an arm circum- 
ference of less than 12.5 cm and an additional 12 percent had an arm circumference between 12.5 and 13.5 
cm. Therefore, nearly one in every five children was found to be moderately or severely undernourished 
according to this measure. 



Figure 11.6 
Undernutrition among Children 

Under Five Years of Age 

Not.; Pemenlags of children below -2 SD 
from the median of the lntsrnallonal 
relerence papulatlon. PDHS WOO-St 
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CHAPTER 12 

HUSBANDS' SURVEY 

Sultan S. Hashmi 

A systematic subsample of one of every three households in the women's survey was selected to 
obtain information from the husbands of currently married women 15-49 years of age. The topics covered 
were: demographic, social and economic background; family planning knowledge, attitudes and practices; 
and fertility preferences. The questionnaire consisted of a subset of the questions used in the woman's 
questionnaire (see Appendix D). Only those husbands who had spent the night before the interview in the 
same household as their wives were interviewed in the survey. 

The target for the survey was to interview the husbands of onequarter of eligible women who had 
completed interviews. Because it was anticipated that the nonresponse rate would be higher for husbands 
than for women, one-third of all households (rather than one-quarter) were included in the husbands' 
subsample. Altogether, 1,757 husbands were identified as eligible, out of which 1,354 were interviewed. 
The rcsponse rate was only 77 percent for eligible husbands compad  to 96 percent for eligiblc womcn. 
Nonresponse for husbands was primarily due to the absence of husbands from the household despite repeated 
visits by the interviewers (at least three visits per household). A small number of the husbands interviewed 
were married to more than one eligible woman. Therefore, when husbands are matched to their wives, the 
resulting sample is composed of 1,366 married couples. Consequently, the tables for husbands alone are 
based on 1,354 cases, whereas the tables for matched couples are based on 1,366 cases. 

It is often alleged that inmatters relating to family planning, the focus is too often on women, despite 
the fact that husbands are equal partners in the reproductive process and have greater responsibility for 
making family decisions. In addition, women often mention their husbands as a constraint on the use of 
contraception (Population Welfare Division 1986). Therefore, the PDHS included a husbands' survey as an 
integral pan of the project. This is the first time since the 1968 National Impact Survey that men have been 
interviewed in a nationwide demographic survey. 

The information presented in this chapter provides imponant data on issues relating to the anitude. 
behaviour and role of husbands with respect to family planning. These results can be useful for the planning 
of various components of the Population Welfare Programme-in particular, the information, education and 
communication (IEO and service delivery components. In this chapter, husbands and wives are compared 
with respect to background characteristics and their knowledge, attitudes and practices regarding family 
planning. A more detailed analysis of husband-wife differentials will be published at a later date. 



12.1 Background Characteristics 

Table 12.1 presents the background 
characteristics of the husbands who were inter- 
viewed. Relatively few husbands were under 
25 years of age and less than one percent were 
under 20. At the upper end of the age range. 17 
percent of husbands were 50 years of age and 
over, while there were no wives beyond age 49 
years (due to eligibility requirements). This 
indicates that many older men are married to 
women who are younger than themselves. 

The pattern of older men marrying 
younger women can be seen in Table 12.2 and 
Figure 12.1. The wife was older than her hus- 
band in 5 percent of the cases; however, in the 
remaining 95 percent of the cases, the husband 
was the same age as his wife or older. In two- 
thirds of the cases the husband was older than 
his wife by 5 years or more and in over one- 
fourth of cases, the husband was 10 or more 
years older than his wife. More striking is the 
proportion of couples in which the husband 
was older than his wife by 15 or more years 
(1 1 percent). The mean difference in ages was 
nearly seven years in favour of males. 

The distribution of husbands by place 
and province of residence is similar to that of 
ever-married women, implying that the sub- 
sample of husbands was not significantly dif- 
ferent from the total sample of female res- 
pondents (see Tables 3.9 and 12.1).' With re- 
spect to education, the husbands were substan- 
tially better educated than the women in the 
PDHS sample of ever-manied women. About 
half of the husbands had been to school, com- 
pared to only one-fifth of the women. The gap 

-- 

Table 12.1 Husbands' bsckeround characcerisncs 

Percent distribution of husbands by selected background 
characteristics. Pskistan 1990-91 

- 

WagMed Unwcighted 
Background Weighted n u m k  of number of 
~ s t i c  pcrccnl husbands huabanda 

A8e 
< 20 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 
5Oc 

Restdence 
Toral urhn 
Major city 
Other urban 

Rural 

Pravlna 
hnjab 
Sindh 
NWW 
Balochisran 

Education level attended 
No education 
Kmary 
Middle 
Secondary+ 

Occupation 
Rofcsaional, technical 
AdminisIrativc, managerial 
Clerical 
Sales 

4.2 
13.4 

Suvia 4.9 
Agriculture, fishing 38.7 
Production. transpmuion. labor 28.9 
Not classifiable 3.9 

Total 100.0 

is even more pronounced at higher levels ofeducation. One-fifth of the husbands had a secondary or higher 
education, whereas only seven percent of ever-manied women had attained that level of education. 

The occupations of husbands are presented in Table 12.1. The PDHS occupation distribution 
conforms generally to the national pattern measutwl in the 1986-87 Labour Force Survey (Federal Bureau 
of Statistics 1987). Since 1986-87, there have been minor increases in the professional and technical occu- 
pations, sales, production and transportation, and corresponding decreases in agriculture and fishing. TNs 
reflects a shift from agricultural to nonagricultural occupations in the four-year period between the two 
surveys. 

' It should be noted that this comparison is not based on matched sets of couples. Rather. it is based on a compari- 
son of all intnviewed husbands with all e v e r - m d  women intewiewed in the women's survey. 



Table 12.2 Age difference between muses  

Percent distribution of the married wuples by age difference between spouses and mean age difference between spouses. 
~ o w r d i i  to wife's age. Pakistan 1990.91 

Husband's age - wife's age (in years) Number 
Mean of 

Wife's age Negative 0-4 5-9 10-14 15+ Total difference women 

15-19 
20-24 
25-29 
30-34 
35-39 
4 0 4  
4549 

Total 

-- Less than 0.05 percent 

Figure 12.1 
Age Difference Between Husbands 

and Wives 

Percent 

- 
CO 0-4 5-9 10-14 IS* 

Age Difference in Years 
(Husband's Age - Wife's Age) 

PDHS 1000-91 



In general, younger husbands are better educated than older husbands, although husbands under age 
30 are slightly less educated than those age 30-39 (see Table 12.3). Thirty-four percent of the husbands 50 
years of age or over had received some education, compared to 49 percent of those age 40-49.56 percent of 
those age 3039 and 52 percent of those under age 30. A similar age pattern is observed with respect to 
secondary or higher education. 

By place of residence, more than two-thitds of husbands in urban areas had received some school- 
ing comvad  to only 4 1 percent of ~ r a I  husbands. Urban-rural differences are particularly pronounced for 
second& and higher levels of education. In the urban areas, it would be expected that thk highest percent- 
age of educated husbands would be found in the major cities. But Table 12.3 shows that husbands in small- 
er urban areas were about as well educated as husbands in the major cities. Although the reasons for this 
phenomenon are not clear, it is possible that the presence of poorly educated rural migrants in the major 
cities tends to reduce the average level of education in those areas. 

Table 12.3 also shows that slightly more than half of the husbands in Punjab and Sindh had some 
education, whereas somewhat less than half of the husbands in NWFP had received some education. Balo- 
chistan stands out as having by far the lowest average level of education. In Balochistan, only one-fifth of 
the husbands had been to school. 

Table 12.3 Husband's level of education 

Percent distribution of husbands by level of education attended. according la selected background character- 
istics. Pakistan 1990-91 

Background 
characteristic 

Education level attended 

No Secondary Number of 
education Primary Middle or higher Total husbands 

Resldence 
Total urban 

Major city 
Other urban 

Rural 

Provlnce 
Punjab 
Sindh 
NWFP 
Balochistnn 

Occupation 
Rofeasional, technical. 

adminissativc. msrugaial 
Clerical 
Sales 
Service 
Agriculture. fishing 
F'roduction. Ireurportation. 1, 
Not classifiable 

Total 



Husbands in white collar professions had received the highest level of education and farmers had 
the lowest. These differences are notable as they may have important implications for the level of fertility. 
MOR than two-thirds of agricultural workers and fishermen had no education. For the white collar occupa- 
tions, it is surprising that one in six professional and technical workers and one in twelve clerical workers 
had no formal education. 

12.2 Knowledge and Use of Contraception 

About four-fifths of husbands knew of at least one method of contraception, two-thirds knew a 
source from which to obtain a contraceptive method, one-fourth reported that they or their spouses had used 
contraception sometime in the past and about one in seven were current users (see Table 12.4). Knowledge 
of modem methods was highest for female sterilisation (66 percent), followed by condoms (59 percent). the 
pill (55 percent), and injection (50 percent). The least known methods were male sterilisation (32 percent), 
the IUD (29 percent), and vaginal methods (13 percent). Knowledge of traditional methods (49 percent) 
was far less widespread than knowledge of modem methods (78 percent). 

Knowledge of a source forobtaining a method (65 percent) was significantly lower than knowledge 
of the methods themselves (79 percent). This suggests the need for improving knowledge about family 
planning sources, which means strengthening the information and motivation components of the family 

Table 12.4 Knowledae and use of contraception 

Percentage of husbands knowing any contraceptive method, the percentage knowing a source for a 
method, and the percentage who have ever used and are currently using a method by specific 
method. Pakistan 19W-91 

Know any method Know a 
Conuaceptive source Ever Currently 
method Torat Unprompted hompted for method used using 

Any method 79.3 50.8 28.5 65.1 24.7 15.1 

Any modern method 77.7 48.4 29.4 62.4 18.2 10.1 
PiU 54.9 24.1 30.8 37.6 4.6 0.8 
IUD 28.6 6.8 21.8 20.9 2.9 1.4 
Injection 50.0 19.5 30.5 36.9 2.9 0.5 
Vaginal method 12.6 3.2 9.4 10.4 0.4 .- 
Condom 58.8 32.3 26.4 50.1 12.1 3.6 
Female srerilisation 65.7 26.1 39.6 48.6 4.0 3.8 
Male sterilisation 31.7 9.3 22.4 22.7 0.1 -. 

Anv tradltonal method 49.4 13.2 36.2 N A 15.7 5.0 
~ k i o d i c  abstinence 38.9 7.1 31.7 27.7 11.7 3.2 
Withdrawal 39.9 8.5 31.3 N A 8.3 1 .I 
Other 1.6 1.6 NA NA 0.3 0.2 

Note: Figures are for 1,354 husbands 
-- Less than 0.05 percent 
NA = Not applicable 



The pattern of ever use and current use of contraception reported by husbands is also shown in 
Table 12.4. The most common current method repolted by husbands is female sterilisation, followed close- 
ly by condoms and periodic abstinence. No other method was reponed by more than two percent of hus- 
bands. The use of traditional methods, as reported by the husbands, is substantial; one-third of current users 
were relying on such methods. Since traditional methods are far less reliable than modem methods, an 
imponant goal of the family planning programme should be to shift users of traditional methods to more 
effective methods. 

Table 12.5 and Figure 12.2 compare the contraceptive knowledge of husbands and wives. The 
proportion of couples in which both the husband and the wife had no knowledge of contraception was quite 
small (only 9 percent). Among the remaining couples, at least one spouse had knowledge of some method. 
For more than 60 percent of couples. both spouses knew one or more modem methods of family planning. 
The best known modem method for both husbands and wives was female sterilisation, while vaginal meth- 
ods and male sterilisation were least well known. The second and third best known methods were the pill 
and injection, respectively. Male methods were more likely to be known by husbands and female methods 
were more likely to be known by wives. 

Table 12.5 Knowledre of contrawption amonp. couples 

Knowledge of conuaception among married couples by specific method. Pakistan 1990-91 

Wife 
Husband knows. 

Both knows, husband 
Connaceplive know wife does does Neither 
method method not h o w  not h o w  knows Total 

Any method 

Any modern method 
Pill 
IUD 
Injection 
Vaginal method 
Condom 
Female sterilisation 
Male sterilisalion 

Any trndltlonal method 
Periodic abstinence 
Withdrawal 
Other 

Note: Figures are for 1,366 couples. 



Figure 12.2 
Percentage of Couples in Which Both the 

Husband and Wife Know Specific 
Contraceptive Methods 

Percent 

01 

Anv 

20 

I U D  Inl. Vap. Condom Female Male 
Method Slw.  Sler. 

Table 12.6 presents knowledge and use of modem contraception among husbands by background 
characteristics.  usb bands residing in major cities and other urban k a s  were more likely to know about 
modem methods and the source for obtaining methods than husbands residing in rural areas. The same 
panem is observed with regard to ever use and current use of contraception, with the highest level of use 
reported in major cities. 

Differences among provinces with respect to knowledge of contraception are negligible. In every 
province, more than three-quarters of husbands reported some knowledge of modem family planning meth- 
ods (Figure 12.3). Differences in knowledge of a source for a modem method, and differences in ever use 
and current use of modem methods are more pronounced. Husbands in Punjab and Sindh had more 
knowledge of family planning sources as well as higher ever-use and current use levels than husbands in 
NWFP and Balochistan. Husbands in Balochistan (which is less developed and sparsely populated) had 
very low levels of ever use and current use of contraception. The level of education has a strong positive 
association with all of the family planning indicators (see Table 12.6). The differences are particularly 
pmnounced between husbands who had no education or had received a primary school education and those 
who had a middle school or higher education. 

Knowledge of contraception is uniformly high, irrespective of the number of living children, rang- 
ing from 71 percent for husbands who had no living children to 84 percent for those who had two living 
children. Regarding the source of contraception, except for those with no living children, the contraceptive 
knowledge of husbands varies within a narrow range from 62 percent for those who had five living children 
to 68 percent for those who had three living children. Regarding ever use and current use of contraception. 
there is a positive relationship between the number of living children and use, except for husbands with six 
or more living children. 



Table 12.6 Knowled~e and use of modem conuaceutive mcthoda 

Pmentage of husbands knowing at lus t  OM modem method, the percmtage lmowing a mum f a  a m o b  
method and thc percentage who have cvu used and are cufrcndy using a modan method according to selected 
background characteristics. Plldstsn 1990-91 

Background 
characteristic 

Know ever Currently 
Know a modem method soura used using Number 

for modem modem modem of 
Total Unpmmpted Romped method method method husbands 

Residence 
Total urban 

Major city 
Other urban 

Rural 

Provlnce 
Punjab 
Sindh 
NWFP 
Balochistan 

Edueatlon level attended 
No education 
Primary 
Middle 
Secondary + 

Number 01 Uvlng children' 
0 

Fertlllty deslre9 
Want more children 
Want no more children 
Say wife can't get pregnant 
Up to Allah 
Undecided/don't know 
Sterilised 

Total 

Nate: Figures in parentheses are based on 25 to 49 miweighted cases. 
- Less than 0.05 percent 
'Excludes 8 husbands with an unknown number of living children 
'Excludes 9 husbands with missing information on fertility desires 



Figure 12.3 
Knowledge of Modern Contraceptive 
Methods, Knowledge of Sources and 

Current Use among Husbands by Province 

Percent 
100 

PROVINCE 
NWFP Balochlstan 

1 m K n o w l e d o e  Source a current Use 1 
PDHS ISOO-SI 

h o n e  husbands who said thev did not want anv more children, 83 percent knew at least one 
modem metho: of contraception and 7ipercent knew a s&ce for obtaining co>traception. Only 12 per- 
cent, however, reported that they were currently using a method. This wide gap suggests that the family 
planning needs of respondents are not being met. 

One way of evaluating the reliability of responses on current contraceptive use is to compare infor- 
mation supplied by husbands and their wives (see Table 12.7). In the aggregate, there is excellent agree- 
ment on the use of modem methods of contraception-10 percent of husbands say they are currently using 
a modem method compared to 10.3 percent of wives. On the other hand, husbands are almost twice as 
likely to report current use of a traditional method of family planning. For individual couples, reporting of 
current contraceptive use is also more reliable for modem methods than for traditional methods. 



I Table 12.7 Current use of contr-tion wmrtcd by couples 

I Percent distribution of manied wuples by wife's reported current use of wntraception. accordii to the 
husband's reported eunent use of contraception md type of method. Pakistan 1990-91 

Wife's reported use of 
contraception 

Currently using 

Tradi- Not Number 
Husband's reported use Any Modem tional currently of 
of contracetpion method method method using Tom1 Percent husbands 

Currently using any method 66.3 55.6 10.7 33.7 100.0 14.9 204 
Modem method 84.9 78.9 6.0 15.1 100.0 10.0 136 
Traditional method 29.2 9.1 20.1 70.8 100.0 5.0 68 

Not currently uslng 3.7 2.4 1.3 96.3 100.0 85.1 1162 1 TOW 13.1 10.3 2.7 86.9 100.0 100.0 1366 

12.3 Prospective Users 

Husbands who were nonusers of contraception were asked about their intended future use of contra- 
ception and their method preference. A large majority of husbands did not intend to use contraception at 
any time in the future. The major reason for not intending to use (cited by 47 percent of husbands) was the 
desire for more children (see Table 12.8). For 18 percent, religious constraints were the main factor, while 
11 percent lacked knowledge of family planning. Another 5 percent gave a fatalistic response and the same 
percentage reported that they did not need contraception since they or their wives were sterile. There were 
differences in the reasons given for not  intending to use contraception among younger and aldermen. For 
men under age 30, the overriding reason was the desire for more children; for men age 30 and over, the 
reasons were more varied and perceived religious prohibitions on family planning were a major consider- 
ation. 



Table 12.8 Reasom f a  not intendine to use conuacmdon 

Percent distribution of main reasons for not intending to use 
contraception among nonsonuafcpting huband8 who do not 
intend to use in the future, according to age. Pakistan 1990-91 

Main reason for Age 
not intending 
to use 0 0  30+ Tolal 

Want children 
Lack of knowledge 
Wife opposed 
Costs too much 
Worry about side effects 
Health concerns 
Hard to get methods 
Religion 
Opposed to family planning 
Fatalistic 
Infrequent sex 
Hard for wife to get pregnant 
Wife menopausal, 

had hysterectomy 
Inconvenient 
Other 
Don't know, missing 

Total 

Number 

-- Less than 0.05 percent 

About 15 percent of all husbands were not using contraception but intended to adopt family plan- 
ning in the f u t u ~ .  Three-fourths of these husbands wanted to start using contraception within the next 12 
months (see Table 12.9). The contraceptive methods pmferred by those who intended to use during the 
next 12 months were female sterilisation (22 percent), condoms (21 percent) and injection (13 percent). 
About one-fifth of this group wanted to use traditional and other methods, while 14 percent were undecided. 
None of the husbands mentioned male sterilisation as their preferred method. Among those who intended 
to use contraception after more than one year, 46 percent wanted to use either injection, condoms or female 
sterilisation, but 41 percent did not know what method they preferred to use. 



I Table 12.9 Preferred method of wnuacewion for fuhlr. use 

Pment disuibutim of wnuaceptive methods preferred by non- 
contracepting husbands who intend to use in tk future. 
acmrdi  to their intended timing of fume use. Pakistan 
1990-91 

I Intends to use 

Contraceptive Innext 12 After 12 
method months months Total 

Pill 
IUD 
Injection 
Condom 
Female sterilisation 
Periodic abstinence 
Withdrawal 
Other 
Don't h o w  

I -- Less than 0.05 percent 

12.4 Approval of Family Planning 

Husbands as well as wives were asked about their approval of family planning and their perceptions 
about their spouses' attitudes toward family planning (see Tables 12.10 and 12.1 I). Overall, the majority of 
husbands (56 percent) approve of family planning, but a substantial minority (43 percent) disapprove. 
Wives have a more favourable attitude toward family planning than their husbands. Twice as many wives 
approve of family planning as disapprove. Since husbands usually have a predominant role in family deci- 
sion making, the family planning programme should increase efforts to educate and motivate husbands. 

Forty-three percent of the husbands thought that their wives approved of family planning, 20 per- 
cent thought that they did not approve and 33 percent did not know whether their wives approved or not. 
For the first two categories. the husbands' perceptions about their wives' attitudes were correct in most of 
the cases. In cases in which husbands did not know their wives' opinions, 54 percent of wives actually 
approved of family planning and 45 percent disapproved. 

Wives were somewhat less knowledgeable about their spouse's opinion of family planning than 
were husbands. Specifically, husbands are more favourable toward family planning than their wives be- 
lieve. In one-third of the cases in which the wife thinks her husband disapproves of family planning, the 
husband actually approves. Under such circumstances, improved communication between spouses may 
engender more favourable attitudes toward family planning overall. 



I Table 12.10 Wife's wcmt ion  of husband's attitude toward familv planning 

I Percent diiuibution of married couples by husband's reported approval or disapproval of family 
planning, according to wife's perception of husband's approval or disapproval. Pakistan 1990-91 

Husband's opinion 

Wife's perception of Husband Husband Don't know. 
husband's opinion approves disapproves missing 

Wife thinks husband a p v c s  93.1 6.6 0.3 
Wife thinks husband dinapproves 31.5 68.0 0.5 
Wife doesn't know 
husband's opinion 42.7 56.3 1.0 

Miwing 93.0 7.0 -- 
Tolal 56.1 43.3 0.6 

Number 
of 

Total Pewnt wives 

100.0 29.7 406 
1W.O 33.5 457 

100.0 32.6 445 
100.0 4.2 58 

100.0 100.0 1366 

-- Less than 0.05 percent 

I Table 12.1 1 Husband's perception of wife's attitude toward familv planning 

Percent distribution of married couples by wife's reported approval or disapproval of family planning. 
according to husband's perception of wife's approval or disapproval. Pakistan 1990-91 

I Wife's opinion 

Husband's perception of Wife Wife Don't know. 
wife's opinion approves disapproves missing Tolal 

Husband thinks wife approves 95.6 3.6 0.8 100.0 
Husband thinks wife disapproves 20.1 79.1 0.9 100.0 
Husband doesn't know 
wife's opinion 53.7 44.9 1.4 100.0 

Missing 93.0 4.9 2.1 lW.O 

Number 
Of 

Percent husbands 

43.1 589 
20.2 276 

32.7 447 
4.0 54 

1 Total 66.5 32.4 1.0 100.0 100.0 1366 

12.5 Acceptability of Media Messages 

Husbands were asked if they had heard a message about family planning on radio or television 
during the month preceding the survey and whether that message was effective in persuading couples to use 
family planning. In addition, husbands were asked whether or not they found it acceptable for family 
planning messages to be provided on radio or television. Table 12.12 shows that 64 percent of husbands 
reported that it was acceptable to have such messages broadcast on radio or television. The acceptability of 
electronic mass media messages is higher among younger men and those who live in urban areas. Among 
the provinces, the acceptability was highest in Punjab (68 percent) and Sindh (65 percent), followed by 
Balochistan (54 percent) and NWFP (47 percent). Generally, there is a positive association between the 
acceptability of media messages and the level of education. 



Table 12.12 Acceutabilitv of mass media messages on family planning 

Percentage of husbands who believe that it is acceptable to have messages 
about family planning on the radio or television by age and selected 
background characteristics. Pakistan 1990-91 

Age 
Background 
characteristic 0 0  30-39 40+ Total 

Residence 
Toul urban 

Major city 
Other urban 

Rural 

Provlnn 
Punjab 
Sindh 
NWFP 
Balochistan 

Education level anended 
No education 
k a r y  
Middle 
Secondary+ 

Total 

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

Although the majority of husbands were favourable toward having family planning messages 
broadcast on radio orTV, only 40 percent of the husbands interviewed had actually heard such a message in 
the last month. Of the latter, 44 percent lived in urban areas and 56 percent lived in rural areas. Most of the 
husbands, irrespective of residence, thought that the family planning messages were effective (see Table 
12.13). A larger percentage of those residing in major cities (88 percent) than those residing in other urban 
areas (78 percent) or rural areas (75 percent) thought that the messages were effective. Among the 
provinces. husbands residing in Punjab (84 percent) were more likely to think the messages weffi effective 
than those in Sindh (80 percent). Balochistan (60 percent) and NWFP (56 percent). A substantial 
percentage of husbands in NWFP (29 percent) and in Balochistan (28 percent) thought that the messages 
were ineffective. This suggests that attempts should be made to modify family planning messages in 
NWFP and Balochistan to make them more acceptable to the local population. The perceived effectiveness 
of family planning messages was high in all education groups and was not related to the husband's 
educational attainment. 



Table 12.13 Perceived effectiveness of mass media messages on family planning 

Among husbands who have heard a radio or television message about family planning, the percent 
distribution of perceived effectiveness of the message in persuading couples to u s  family planning by 
background characteristics. Pakistan 1990-91 

Perceived effectiveness of mass 
media family planning messages 

Background Not Don't Number of 
characteristic Effective effective know Missing Total husbands 

Residence 
Total urban 

Major city 
Other urban 

Rural 

Provlnce 
Punjab 
Sindh 
NWFP 
Balochistan 

Education level attended 
No education 
Primary 
Middle 
Secondary + 

-- Less than 0.05 percent 

12.6 Fertility Desires and Sex Preference for Children 

Husbands were asked about the number and gender of their living children and their desire for more 
children. Table 12.14 shows that 21 percent of husbands wanted another child soon (within two years). 
This desire is inversely associated with the number of living children. Another 20 percent wanted another 
child later. The largest proportion of husbands (29 percent) did not want any more children at all. The 
desire to stop having children is positively associated with the number of living children. The percentage of 
husbands who want no more children is much larger than the 15 percent of husbands who reported current 
use of contraception. If those who wanted to postpone having another child are combined with those who 
did not want any more, the sum would constitute about half of all husbands. This suggests that there is an 
ample need for family planning, but that motivational programmes and service delivery are not keeping 
pace with the need. 



Table 12.14 R ~ u e d v c  intentions 

Percent dishibution of husband's desire for morc children, a c d i n g  to number of living children. Pakistan 1990-91 

Number of living children' 

Desire for children 0 1 2 3 4 5 6 7+ Total' 

Want another m n 3  67.4 41.5 27.9 19.3 14.2 8.5 8.8 4.1 21.4 
Want another late# 16.5 40.1 35.4 30.7 16.4 122 8.5 4.9 19.8 
Want another. undecided when' 2.9 1.2 2.0 1.5 3.9 0.1 1.8 0.3 1.6 
Undecided -- 0.1 2.9 3.3 3.0 2.4 8.9 4.7 3.2 
Uo to AUah 8.4 14.8 15.0 19.1 26.5 16.5 17.4 17.6 17.6 

Missing 0.5 -. .. 0.2 0.5 0.5 0.3 .. 0.3 

Total 

Number 

-- Lcsr than 0.05 percent 
'1ncludcs cumnt pregnancy 
%ml includes two husbands whose number of Living children is unknown 
'wants next birth within two years 
'Wants next birth aficr two or more years 
'1ndudes timing up to Allah and other non-numeric tespmses 

Table 12.15 Desire to limit future births 

Percentage of husbands who want no more children, by number of living sons and 
daughters. Pakistan 1990-91 

Number of living daughters 
Number of 
living sons 0 1 2 3+ Total 

Note: Women who have been slerilised are considered to want no more children. 
Figures in parentheses are based on 25 to 49 unweighted cases. 
-- Lcss than 0.05 percent 

Table 12.15 presents husbands' desires to stop having children by the number of living sons and 
daughters. At each &ty the pmportion of husbands who w i t  to stop having children increases with the 
number of living sons in the family. This panem suggests there is a continuing preference for sons in 
Pakistan. At the higher parities, there is also some evidence of a desire to have at least one daughter. 



In Table 12.16 and Figure 12.4, husbands and wives are compared with respect to their desire for 
more children. Among couples without children or with only one child, in at least four-fifths of the cases 
both the husband and wife want more children. The desire of couples for more children decreases as the 
number of children increases. For couples with two or more children. there is considerable disagreement 
about the desire to have more children. For example, for wuples with three children, in 17 percent of the 
cases the husband wants to have more children while the wife does not. Couples with three to five children 
are least likely to agEe on whether or not to have another child. 

Table 12.16 Desire for more children by m v c s  and their husbands 

P w n t  dimibution of wuples by number of living children, according to desire fa more children. Pakistan 1 9 9 0 9 1  

Husband wants more Hugbad wants no more Husband says up to Allah 
One or bMh 

Wife Wife Wife Wife Wife Wife undecided! 
Number Wife wants says Wife wants says Wife wants says miasinglwife P c m t  Number 
of living wants no up to wants no up lo wants no up to can't gel who of 
children' more more AUah mom mom AUah mom more Allah pregnant Tmal agnc husbands 

-- Less than 0.05 percent 
Llncludes cumnl pregnancy r e p l e d  by husband 
%Id i n c l v h s  two husbands whorc n u m k  of living children is  unknown 



Figure 12.4 
Desire for More Children among Husbands 
and Wives by Number of Living Children 

Percent 
too 7 

0 1 2 3 4 5 6 7* 
Number of Living Children 

-80 th  Want More + Both Want No More 

Not.: Number of  llvlng ohlldmn 
Includes current ~ r e g n 8 n c y .  

PDHS 1890-91 

12.7 Ideal Number of Children for Husbands and Wives 

Husbands as well as wives were asked about their ideal number of children and the results are 
presented in Table 12.17. About 60 percent of both husbands and wives said that the ideal number of 
childrenis up to Allah. Aside from the non-numeric responses, there is little agreement between husbands 
and wives about the exact number of children that would be considered ideal. For example, among women 
whose ideal was three children, 21 percent of their husbands also wanted three children but 17 percent of 
their husbands wanted fewer than three children and 18 percent wanted more than three. Overall. less than 
10 percent of couples agree on a specific number of children that would be ideal for them (although the 
figure increases10 23 percent if only numeric responses are considered). Few couples believe that an ideal 
family would consist of a small number of children. 



Table 12.17 Ideal n~nnber of children of wives ud theh husbands 

Percent distribution of husband's i&d number of children, acuding to wife's ideal number of children. Pakistan 1990-91 

Husbsnd's ideal number of children 

Other non- Number 
Wife's ideal number 2 or Up to numeric of 
of children fewer 3 4 5+ Allah response Total women 

2 or fewer 18.5 24.3 12.0 5.4 37.2 2.6 100.0 65 
3 16.6 21.3 14.5 3.4 42.5 1.8 100.0 89 
4 8.1 7.4 27.4 13.0 42.0 2.1 100.0 263 
5+ 2.7 3.4 14.1 15.8 62.0 1.9 100.0 135 
Up to Allahlother 
non-numeric response 1.7 3.9 11.5 7.8 73.1 1.9 100.0 815 

Total 4.8 6.6 15.0 9.3 62.3 1.9 100.0 1366 
Number of husbands 66 90 206 126 852 27 1366 1366 
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APPENDIX B 

ESTIMATES OF SAMPLING ERRORS 

Estimates derived from a sample survey are affected by two types of errors: nonsampling error and 
sampling error. Nonsampling error is the result of mistakes made in implementing data collection and data 
processing, such as failure to locate and interview the correct household, misunderstanding of the questions 
on the pan of either the interviewer or the respondent, and data entry errors. Although numerous efforts were 
made during the implementation of the PDHS to minimize these types of errors, nonsampling errors are 
impossible to avoid and difficult to evaluate statistically. 

Sampling errors, on the other hand, can be evaluated statistically. The sample of women selected in 
the PDHS is only one of many samples that could have been selected from the same population, using the 
same design and expected sample size. Each one would have yielded results that differ somewhat from the 
actual sample selected. The sampling error is a measure of the variability between all possible samples. 
Although it is not known exactly, it can be estimated from the survey results. 

Sampling error is usually measured in terms of the standard error for a particular statistic (mean, 
percentage, etc.), which is the square mot of the variance. The standard enor can be used to calculate 
confidence intervals within which the true value for the population can reasonably be assumed to fall. For 
example, for any given statistic calculated from a sample survey, the value ofthat statistic as measured in 95 
percent of all possible samples of identical size and design will fall within a range of plus or minus two times 
the standard error of that statistic. 

If the sample of women had been selected as a simple random sample, it would have been possible 
to use straightfonvard formulas for calculating sampling errors. However, the PDHS sample design was a 
two-stage stratified design, and, consequently, it wasnecessary to usemore complex formulas. Thecomputer 
package CLUSTERS, developed by the International Statistical Institute for the World Fertility Survey, was 
used to compute the sampling errors with the proper statistical methodology. 

The CLUSTERS program treats any percentage or average as a ratio estimate, r = ylx, where y 
represents the total sample value for variable y, and x represents the total number of cases in the group or 
subgroup under consideration. The variance of r is computed using the formula given below, with the 
standard ermr being the square root of the variance: 

in which 

where h represents the stratum which varies from 1 to H. 
m, is the total number of enumeration areas @As) selected in the h* stratum, 
y, is the sum of the values of variable y in EA i in the h* stratum, 
x, is the sum of the number of cases (women) in EA i in the h* stratum, and 
f is the overall sampling fraction, which is so snall that CLUSTERS ignores it. 



In addition to the standard errors, CLUSTERS computes the design effect @ E m  for each estimate, 
which is defined as the ratio between the standard ermr using the given sample design and the standard error 
that would result if a simple random sample had been used. A DEFT value of 1.0 indicates that the sample 
design is as efficient as a simple random sample, while a value greater than 1.0 indicates the increase in the 
sampling error due to the use of a more complex and less statistically efficient design. CLUSTERS also 
computes the relative error and confidence limits for the estimates. 

Sampling errors for the PDHS are calculated by gmup of eligible women and by gmup of husbands 
for selected variables consided to be of primary interest. The results are presented in this appendix for the 
whole country, for major cities, other urban and ~ m l  areas. for the four vmvinces (Puniab. Sindh. NWFP. 
and ~ a l o c h i s k ) ,  andifor women only) for h e  major age groups. ~ o i e a c h  variable.;hetype of statistic 
(mean or proportion) and the base population are given in Table B.1. Tables B.2 through B.13 present the 
value of the statistic (R), its standard ermr (SE), the number of unweighted (N) and weighted (WN) cases, 
the design effect (DEFT), the relative standard error (SE/R), and the 95 percent confidence limits W S E )  
for each variable. 

In general, the relative standard error for most estimates for the country as a whole is small, except 
for estimates of very small proponions. There are some differentials in the relative standard error for the 
estimates of sub-populations such as geographical areas. For example, for the variable living children, the 
relative standard error as a percent of the estimated mean for the whole country. for major cities and for 
Balochistan is 1.2 percent. 2.0 percent, and 4.5 percent, respectively. 

The confidence interval has the following interpretation. For the contraceptive prevalence rate (the 
percentage of women currently using a method), the overall average from the national sample is ,118 (that 
is, 11.8 percent) and its standard error is .005. Therefore, to obtain the 95 percent confidence limits, one adds 
and subtracts twice the standard ermr to the sample estimate, i.e. .118f .010, which means that there is a high 
probability (95 percent) that the true prevalence rate is between ,108 and ,129 (that is, 10.8-12.9 percent). 



Table B.1 List of selected variables for sampling errors. Pakistan DHS. 1990.91 

URBAN 
NOEDUC 
SECOND 
COUSIN 
CUWORK 
SURVIV 
KMETHO 
KSOURC 
EVUSE 
CUSING 
CUMOD 
CUIUD 
CUCOND 
CUSTER 
PSOURC 
NOMORE 
DELAY 
IDEAL 
ANTCAR 
NTETAN 
MEDEU 
RESPIR 

FEVER 
DIARRl 
DIARRZ 
ORSTRE 
MEDTRE 
HCARD 
BCOl2 
Dm12 
POL12 
MEAS12 
FULVAC 

HNOEDU 
HSEC 
HKMETH 
HKSOUR 
HEVUSE 
HCUSIN 
HCUMOD 
HCUIUD 
HCUCON 
HCUSTE 
HNOMOR 

WOMEN'S VARIABLE 

Urban 
With no education 
With secondary education or higher 
Married to fust wusin 
Currently working 
Living children 
Knowing any contraceptive method 
Knowing source for any methcd 
Ever used any conkeptive method 
Currently using any method 
Cunently using a modern method 
Currently using IUD 
Currently using mndom 
Cunently using female sterilisation 
Using public sector source 
Wanting no more children 
Wanting to delay at least 2 yews 
Ideal number of children 
Mothas receiving antenatal care 
Mothas no received tetanus injection 
Received medical cue  at birth 
Had acute respiratory illness in 
last 2 weeks 
Had fever in last two week 
Had dianhoea in last 24 hours 
Had dianhoea in 2 last weeks 
Treated with ORS packets 
Consulted a medical facility 
Showing health card 
Received BCG vaccination 
Received DPI vaccination (3 dosw) 
Received polio vaccination (3 doses) 
Received measles vaccination (3 doses) 
Fully vaccinated 

HUSBANDS' VARIABLE 

With no education 
With secondary educdm or higher 
Knowing any contraceptive m e w  
Knowing sowce for any method 
Ever used any wnaaceptive method 
Cunently using any method 
Currently using any modern method 
Currently using IUD 
Currently using wnQm 
Currently using male sterilisation 
Wantine no more children 

ESTIMATE 

Roportion 
Raponion 
Roportion 
Roponion 
Roponion 
Mean 
Proportion 
Proportion 
Raponion 
Proportion 
Roportion 
Roportion 
Roportion 
Roportion 
Proportion 
Propmion 
Proportion 
Mean 
Roportion 
Roportion 
Proportion 

Roportion 
Roportion 
Roportion 
Roportion 
Proportion 
Roportion 
Roportion 
Proportion 
Proportion 
Raportion 
Proportion 
Proportion 

ESTIMATE 

Proponion 
Proportion 
Roponion 
Proportion 
Proportion 
Roportion 
Proportion 
Raportion 
Proportion 
Proportion 
PrGQortion 
Proportion 

BASE POPULATION 

Evn-married women 
Ever-married women 
Evermarried women 
Ever-married women 
Ever-manied women 
Currently married women 
Cunently married women 
Currently married women 
Currently married women 
Currently married women 
Currently married women 
Currently married women 
Currently married women 
Currently married women 
Current usas of modem methods 
Currently married women 
Currently married women 
Evermarried women with numerical response 
Binhs in last 5 years 
Births in last 5 years 
Births in last 5 years 

Children under 5 
Children under 5 
Children under 5 
Children under 5 
Children under 5 with diarrhoea in last 2 weeks 
Children under 5 with diarrhoea in last 2 weeks 
Children 12-23 months 
Cluldren 12-23 months 
Chddrcn 12-23 months 
Children 12-23 months 
Children 12-23 months 
Children 12-23 months 

BASE POPULATION 

All husbands 
All husbands 
All husbands 
All husbands 
All husbands 
All husbands 
All husbands 
All husbands 
All husbands 
All husbands 
All husbands 
All husbands 



Table B.2 Sampling e m :  Entirc ISIIIP~~. Paldam 1990-91 

Number of cases Relative 
Standard standard Standaid Design Relaiive Confidcncc limirs 

Valve cnor Unwcighted Weighted e m  deviation effect nm 
Variable (R) (SE) (N) (WN) (SER) (SD) (DEFT) (SER) R-ZSE RtZSE 

WOMEN 

URBAN 
NOEDUC 
SECOND 
cousm 
CUWORK 
SURVN 
KMETHO 
KSOURC 
EWSE 
CUSING 
CUMOD 
C W D  
CUCOND 
CUSTER 
PSOURC 
NOMORE 
DELAY 
IDEAL 
ANTCAR 
NIBTAN 
MEDELI 
RESPIR 
FEVER 
DlARRl 
DlARRZ 
ORSTRE 
MEDTRE 
HCARD 
BCGl2 
DPTl2 
POL12 
MEASlZ 
FULVAC 

HUSBANDS 

HNOEDU ,502 ,019 1354.0 1354.0 .014 ,500 1.366 ,037 ,465 ,540 
HSEC ,204 5 1354.0 1354.0 .011 ,403 1.403 ,075 ,173 ,235 
HKMETH .793 ,020 1354.0 1354.0 ,011 ,405 1.795 .MS ,754 ,833 
HKSOUR ,651 ,022 1354.0 1354.0 ,013 ,477 1.705 ,034 ,607 ,695 
HEWS? ,247 .017 1354.0 1354.0 ,012 .432 1.411 .M7 ,214 ,280 
HCUSH ,151 ,014 1354.0 1354.0 ,010 ,358 1.396 ,090 ,124 ,178 
HCUMOD ,101 ,010 1354.0 1354.0 .008 ,301 1.276 ,104 ,080 ,121 
HCURlD ,014 ,004 1354.0 1354.0 .M)3 ,118 1.179 267 ,007 .022 -- 

HCUCON ,036 ,006 1354.0 1354.0 ,005 .I85 1.166 ,165 ,024 ,047 
HCUSlE ,038 ,007 1354.0 1354.0 ,005 ,192 1.409 ,192 .M4 ,053 
HNOMOR ,290 ,017 1354.0 13Y.O ,012 ,454 1.342 ,057 237 ,323 
HDELAY ,198 ,016 1354.0 1354.0 ,011 ,399 1.435 ,079 ,167 ,229 



'able B.3 Sampling m: Urban areas. Pakistan 1990-91 

Number of cares 
Standard Design Relative Confidence h i t s  

Value error Unweightsd Weighled effect m o r  
Variable (R) (SE) 0 0 (DEFT) (SEW0 R-2SE R+2SE 

WOMEN 

URBAN 
NOEDUC 
SECOND 
COUSIN 
C W O R K  
SURVIV 
KMETHO 
KSOURC 
EVUSE 
CUSING 
CUMOD 
CUND 
CUCOND 
CUSTER 
PSOURC 
NOMORE 
DELAY 
IDEAL 
ANTCAR 
NTETAN 
MEDELI 
RESPIR 
FEVER 
DlARRl 
DlARR2 
ORSTRE 
MEDTRE 
HCARD 
BCGl2 
DPTl2 
POL12 
MEAS 12 
FULVAC 

HUSBANDS 

HNOEDU 
HSEC 
H K M r n  
HKSOUR 
HEVUSE 
HCUSIN 
HCUMOD 
HCUIUD 
HCUCON 
HCUSTE 
HNOMOR 
HDELAY 



rable B.4 Sampling m o m :  Major cities. P & m  1990-91 

Number of cases 

Variable 

Standard Design Relative Contidence limits 
Value mor  Unwcightad Weighted effect m r  
(R) (SE) (N) (WN) (DEFT) ( S W )  R-ZSE R+2SE 

WOMEN 

URBAN 
NOEDUC 
SECOND 
COUSIN 
CUWORK 
SURVN 
KMETHO 
KSOURC 
EVUSE 
CUSING 
CUMOD 
CUIUD 
CUCOND 
CUSTER 
PSOURC 
NOMORE 
DELAY 
IDEAL 
ANTCAR 
NTETAN 
MEDELI 
RESPIR 
FEVER 
DIARRl 
DIARR2 
ORSTRE 
MEDTRE 
HCARD 
BCGl2 
Dm12 
POL12 
MEAS12 
WLVAC 

HUSBANDS 

HNOEDU 
HSEC 
HKMETH 
HKSOUR 
HEVUSE 
HCUSIN 
HCUMOD 
HCURlD 
HCUCON 
HCUSTE 
HNOMOR 
HDELAY 



Variable 

Number of cases 
Standard Design Relative Contidence limits 

Value error Unweighted Weighted effect mor 
(R) (SE) (N) (WN) (DEW ( S W )  R-ZE R+2SE 

WOMEN 

URBAN 
NOEDUC 
SECOND 
COUSIN 
CUWORK 
SURVIV 
KMETHO 
KSOURC 
EVUSE 
CUSING 
CUMOD 
C W D  
CUCOND 
CUSTER 
PSOURC 
NOMORE 
DELAY 
IDEAL 
ANTCAR 
NTETAN 
MEDEU 
RESPIR 
FEVER 
DlARRl 
DIARRZ 
ORSTRE 
MEDTRE 
HCARD 
BCGl2 
Dm12 
POL12 
MEASlZ 
FULVAC 

HUSBANDS 

HNOEDU ,296 ,036 316.0 182.6 1.380 ,120 ,225 ,367 
HSEC ,387 ,050 316.0 182.6 1.816 ,129 ,287 ,487 
HKMETH ,868 ,031 316.0 182.6 1.614 ,036 ,806 ,929 
HKSOUR .789 .035 316.0 182.6 1.537 ,045 .718 .859 
HEVUSE 
HCUSIN 
HCUMOD 
H C W D  
HCUCON 
HCUSTE 
HNOMOR 
HDELAY 



kble 8.6 Sampling m: Rural areas. Pakistan 1990-91 

Number of cases 
Standard Design Relative Confidence limits 

Value enor Unwcighted Weighted effect error 
(R) (SE) (N) (WN) (DEFT) (SEIR) R-2SE R+2SE 

WOMEN 

URBAN 
NOEDUC 
SECOND 
COUSIN 
CUWORK 
SURVIV 
K M r n O  
KSOURC 
EVUSE 
CUSLNG 
CUMOD 
CUIUD 
CUCOND 
CUSTER 
PSOURC 
NOMORE 
DELAY 
IDEAL 
ANTCAR 
NTETAN 
MEDEU 
RESPIR 
FEVER 
DJARRl 
DJARR2 
ORSTRE 
MEDTRE 
HCARD 
BCGl2 
DPTl2 
W L l 2  
MEAS12 
FULVAC 

HUSBANDS 

HNOEDU 
HSEC 
HKMETH 
HKSOUR 
HEVUSE 
HCUSIN 
HCUMOD 
HCUIUD 
HCUCON 
HCUSTE 
HNOMOR 
HDELAY 



Number of cases 
Standard Design Relative Confidence limits 

Value error Unweighted Weighted effect error 
Variable (R) (SE) (N) (WN) (DEFT) (SWR) R-2SE R+2SE 

WOMEN 

URBAN 
NOEDUC 
SECOND 
COUSW 
CUWORK 
SURVN 
KMETHO 
KSOURC 
EVUSE 
CUSING 
CUMOD 
CUIUD 
CUCOND 
CUSTER 
PSOURC 
NOMORE 
DELAY 
IDEAL 
ANTCAR 
NTETAN 
MEDELI 
RESPlR 
QEVER 
DIARRl 
DIARRZ 
ORSTRE 
MErnRE 
HCARD 
BCGl2 
DPT12 
POL12 
MEAS12 
FULVAC 

HUSBANDS 

HNOEDU 
HSEC 
HKMETH 
HKSOUR 
HEVUSE 
HCUSIN 
HCUMOD 
HCUIUD 
HCUCON 
HCUSTE 
HNOMOR 
HDELAY 



Number of cases 
Standard Design Relative Confidence limit8 

Value error Unweighted Weighted effect error 
Variable (R) (SE) 0 (WN) (DEFT (SYR) R-2SE R+2SE 

WOMEN 

URBAN 
NOEDUC 
SECOND 
COUSIN 
CUWORK 
SURVTV 
KMETHO 
KSOURC 
EVUSE 
CUSING 
CUMOD 
CURlD 
CUCOND 
CUSTER 
PSOURC 
NOMORE 
DELAY 
IDEAL 
ANTCAR 
NTETAN 
MEDELI 
RESPIR 
FEVER 
DIARR l 
DlARR2 
ORSTRE 
MEDTRE 
HCARD 
BCGl2 
DPT12 
POL12 
MEAS12 
FULVAC 

HUSBANDS 

HNOEDU 
HSEC 
HKMETH 
HKSOUR 
HEVUSE 
HCUSIN 
HCUMOD 
HCUIUD 
HCUCON 
HCUSTE 
HNOMOR 
HDELAY 



kble B.9 Sampling m r s :  NWPP. Pabran  1990-91 

Variable 

Number of cases 
Standard Design Relative Confidence limits 

Valuc enor Unweighted Weighted effect error 
(R) (SE) (N) (WN) (DEFT) (SEIR) R-2SE R+2SE 

URBAN 
NOEDUC 
SECOND 
COUSIN 
CUWORK 
SURVIV 
KMETHO 
KSOURC 
EVUSE 
CUSING 
CUMOD 
C W D  
CUCOND 
CUSTER 
PSOURC 
NOMORE 
DELAY 
IDEAL 
ANTCAR 
NTETAN 
MEDELI 
RESPIR 
FEVER 
DIARRl 
DIARR2 
ORSTRE 
MEDTRE 
HCARD 
BCGl2 
DPT12 
W L l 2  
MEASl2 
FULVAC 

WOMEN 

HUSBANDS 

HNOEDU 
HSEC 
HKMETH 
HKSOUR 
HEVUSE 
HCUSIN 
HCUMOD 

HCUSTE 
HNOMOR 
HDELAY 



rabk ~ . 1 0  S u n p l i  mom: Balochistan. Pakistan 1990-91 

Number of cases 
Standard Design Relative Confidence limits 

Value error Unweighted Weighted effect enor 
(R) (SE) (N) (WN) (DEW (SWR) R-BE R+2SE 

WOMEN 

URBAN 
NOEDUC 
SECOND 
COUSIN 
CUWORK 
SURVIV 
KMETHO 
KSOURC 
EVUSE 
CUSINC 
CUMOD 
CUIUD 
CUCOND 
CUSTER 
PSOURC 
NOMORE 
DELAY 
IDEAL 
ANTCAR 
NTETAN 
MEDEU 
RESPIR 
FEVER 
DIARR1 
DIARR2 
ORSTRE 
MEmRE 
HCARD 
BCGl2 
DPTl2 
POL12 
MEAS12 
FULVAC 

HUSBANDS 

HNOEDU 
HSEC 

HCUSIN 
HCUMOD 
HCUIUD 
HCUCON 
HCUSTE 
HNOMOR 
HDELAY 



rable B.l l  Sampling mom: Age gmup 15-24. Pakistan 1990-91 

Number of carcs 
Standard Design Relative Confidence hits  

Value mor Unweighted Weighted effect enor 
Variable (R) (SE) gu) (W) (DEW) (SE'R) R-2SE R+2SE 

WOMEN 

URBAN 
NOEDUC 
SECOND 
COUSIN 
CUWORK 
SURVIV 
KMETHO 
KSOURC 
EVUSE 
CUSING 
CUMOD 
CUIUD 
CUCOND 
CUSTER 
PSOURC 
NOMORE 
DELAY 
IDEAL 
ANTCAR 
NTETAN 
MEDELI 
RESPIR 
FEVER 
DJARRl 
D M R 2  
ORSTRE 
MEDTRE 
HCARD 
BCGl2 
DW12 
POL12 
MEAS12 
FULVAC 



Table B.12 S u n p l i i  mom: Age group 25-34. Pakistan 1990-91 
- - 

Nwnber of cases 
Stsndard Design Relative Confidence limits 

Value error Unweighted Weighted effect error 
Variable (R) (SE) (N) (WN) (DEFT) (SWR) R-ZSE R+ZSE 

WOMEN 

URBAN 
NOEDUC 
SECOND 
COUSIN 
CUWORK 
SURWV 
KMETHO 
KSOURC 
EVUSE 
CUSING 
CUMOD 
CUND 
CUCOND 
CUSTER 
PSOURC 
NOMORE 
DELAY 
IDEAL 
ANTCAR 
NTETAN 
MEDELI 
RESPIR 
FEVER 
DIARRl 
DIARR2 
ORSTRE 
MEDTRE 
HCARD 
BCG12 
Dm12 
POL12 
MEAS12 
FULVAC 



hble B.13 Sampling emwu: Age group 35-49. Pakistan 1990-91 

Number of cases 
Standard Design Relative Confidence limits 

Value error Unweighted Weighted effect error 
Variable (R) (sE) (N) (WN) (DEW ( S W )  R-2SE R+ZSE 

WOMEN 

URBAN 
NOEDUC 
SECOND 
COUSIN 
CUWORK 
SURVIV 
KMETHO 
KSOURC 
EVUSE 
CUSING 
CUMOD 
CUIUD 
CUCOND 
CUSTER 
PSOURC 
NOMORE 
DELAY 
IDEAL 
ANTCAR 
NTETAN 
MEDELI 
RESPIR 
FEVER 
DIARRl 
DIARR2 
ORSTRE 
MEDTRE 
HCARD 
BCGl2 
DPTl2 
WLl2  
MEAS12 
NLVAC 
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APPENDIX C 

DATA QUALITY TABLES 

Table C.l Age dimibutim of household population 

Single-yeu age disuibutim of the de facto household population by 
sex (weighted), Pakistan 1990-91 

Males Females 

Age Number Percent Number Percent 



Table C.l Household ane dishibution (mntinuedl 

S i k - y u r  age disoibution of the de facb household population by 
sex (weighted), Pakistan 1990-91 

Males Females 

Number Percent Number Percent 

67 
68 
69 
70+ 
Don't know. missing 

Total 

Note: 'Ihe de facto population includes all usual residents and 
nomcsidcntr who slept in the household the night before interview. 
-- h s  than 0.05 p&mt 



Table C.2 Age d i s~bu t im of eligible and interviewed women 

Percent distribution in five-year age goups of the de facto household population of all 
women and ever-manied women aged 10-54 and of interviewed women age 15-49. and 
perccntage of eligible women who were intmiewed (weighted). Pakistan 1990-91 

Ever- Interviewed women 
All married Permage 

women women Number Percent interviewed 

Note: ?be de facto population includes all usual residents and non-residents who slept 
in the household the night before the interview. Weights for both households and 
interviewed women are household weigh&. 
NA = Not applicable 



Table C.3 Com~leme6s of reporring 

Pcrsmtsgc of obswati01~6 missing information for selected demographic and hsalth qusstimra (wcightsd). Pakistan 
1990-91 

Reference group 

Percentage Number 
missing of 

information cases 

Birth date 
Month only 
Month and year 

Age at dcath 

Ageldace at fust union' 

Respondent's education 

Child's size at binh 

~ n u l r o ~ o m ~ g  
Height 
Weight 

Diarrhoea in last 2 weeks 

Last 15 years 8.0 
0.2 

Last 15 years 0.6 

Ever-married women 0.6 

Ever-married women -. 

Births in last 0-59 months 1.5 

Living children age 1-59 months 
19.6 
20.5 

Living children age 1-59 months .. 

-- Less than 0.05 percent 
'Both year md age missing 
w d  not muswed 



Table C.4 Birihr bv calendar vurr 

Dia~bution of bifihr by calendar ye81 f 0  Living 0, dead @),and dl O childmn, accading to icpn(ing cnmpktcnur. rex mtio 
a birth and d o  of births by calendar year (wighM). Paldsm 1 m 9 1  

Number Pnccnt wilh Sex ratio Calendar 
of mmplea at Yw 

birthr birth date1 birthz mtio3 

L D T L D T L D T L D T  

1991 
1990 
1989 
1988 
1987 
1986 
1985 
1984 
1983 
1982 
1987-91 
1982-86 
1977-81 
1972-76 
Before 1972 
All 

NA = Not applicable 
' 9 0 ~ 1  year and month of birlh given 
>~,,,/B$x100, where B, and Bf me the numbers of male and female births, mpectively 
[2B,/Bx.,tB,+,)]x100. where B, is the number of births in calendar year x 



Table C.5 Reporting of age at death in dws 

Dishihtion of rrported deaths lmdcr one month of age by age a death in days and the 
pemntage of nematal deaths reported to occur at ages 0-6 days, for five-yeu periods of 
birth peeding the awey  (weighted). Pakistan 1990-91 

Years preceding survey 

Age at death (days) 0 4  5 -9 10-14 15-19 0-19 

Missing 3 0 0 0 3 
Percent early neonatal' 63.3 64.7 63.8 51.3 62.1 

Total 0-30 309 476 349 203 1337 

'0.6 days10-30 days 



Table C.6 Reporting of aee at death in months 

Distribution of reported deaths unda two yeas of age by age at &ah in months and 
the percentage of infant deaths reported to occur at agu unQ one month f a  five-yea 
periods of birth preceding the survey (weighted). Pakistan 1990-91 

Years preceding nwey 

Age at death (months) 0 4  5-9 10-14 15-19 0-19 

4' 312 476 349 203 1340 
1 48 57 44 40 189 
2 34 78 32 17 160 
3 35 33 28 16 113 
4 14 36 23 7 79 
5 9 27 17 7 60 
6 25 37 23 15 100 
7 4 24 15 12 56 
8 14 14 12 5 45 
9 20 5 15 14 55 
10 16 14 12 11 53 
11 3 10 6 7 25 
12 11 13 2 6 32 
13 1 1 0 0 2 
14 1 2 1 0 5 
15 0 11 2 3 17 
16 5 0 0 3 8 
17 0 2 1 0 3 
18 5 19 12 6 42 
19 0 0 0 0 0 
20 0 0 0 0 0 
21 0 1 0 1 2 
22 1 0 0 0 1 
23 0 0 0 0 0 
Missing 0 1 1 1 4 
1 year 43 60 46 43 193 
Percent neonatalb 67.3 65.7 68.2 68.7 67.2 
Total 0-23 months 534 812 575 354 2275 

'Includes deaths under 1 month reported in days 
bundm 1 monthfinder 1 year 





APPENDIX D 

QUESTIONNAIRES 





C AND HEALTH SURVEY 

IDENTIFICATION 

) P U C E  NAME 

NAME OF HOUSEHOLD HEAD 

................................................... PROVINCE 

............................. URBAN/RURAL (urban-1, ~ r a 1 = 2 )  

............................... MAJOR CITY/DIVISION/DISTRI cr 

CLUSTER N U M B E R . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

........................................... HOUSEHOLD NUMBER 

......................... MAJOR CITY/SMALL CITY,TOWN/VILLAGE 
(major city=l/small city,town=2/village=3) 

INTERVIEWER'S NAME 

NEXT VISIT: 

11 *RESULT CODES: 

I 1 COMPLETED 2 HOUSEHOLD PRESENT BUT NO COMPETENT RESP. AT HOME 
3 HOUSEHOLD ABSENT TOTAL 
4 POSTPONED ELIGIBLE 

DATE 

5 REFUSED WOMEN 
6 DWELLING VACANT OR ADDRESS NOT A DWELLING 
7 DWELLING DESTROYED 
8 DWELLING NOT FOUND 

(SPECIFY) 9 OTHER 

TOTAL 
ELIGIBLE m 
HUSBANDS 



RESIDENCE 

h a t  i s  the 
iphnt l e v  
I of s c h o o  
(WE) 
.tt- 
ht 1, the 
hipk..t 
CL... 
(WE) 
c q 1 . t . d  
.t th.t 
L.".L7..' 

i c w u e )  

v!; e .>!. 
d+ J 
&, p 
c: CNAnEI 

~ J J  
,+?cl# 
; tJd 

110)  - 
LEVEL CLAS 

nu 
TVI 
nu 
m 
rn 
nu 
LlllI 
5.D 
m 
nu 
nu 
n u  - 

F a  
ALL 
AG€D 
LESS 
1 W U  
n 

11%. 

- 
D i d  
1UY: 
* L . . p  
h.,. 
l..t 
niphti 

l l 

IINIE 

2 J 

'"5 
69 

!U 

( 5 )  - 
ES YO 

1 2  - 
1 2  - 
1 2  - 
1 2  - 
1 2  - 
1 2  - 
1 2  - 
1 2  - 
1 2  - 
1 2  - 
1 2  - 
1 2  - 

l e a s e  p l y  ma t h e  
111.. of  t h e  p r s m  
ho u w l l y  Lir. i n  
Our h o u . h o l d  or 
re s t a y l n p  r i t h  
a. I t a r t i n p  "4th 
h. h..d of th. 
 ohol old. 

h.t I, th. 
.l.timhl 
t (*M) t 
h. h..d 
f th. 
O U . h d d 7  

w' IW) 

ah- Zj 
C 

! + A .  

( 3 )  - 
m 
m_ 
m 
m 
111 
m 
m 
m 
IIL 
in 
_IIL 
m - 

I. 
(WE) 

b t i l l  l r  
S c h m l i  

!! 
1 Y W )  

br'  
5IJc 
ur 

/ I 2 2  

4 2 2  

111) - 
YES YO 

1 2  - 
1 2  

RELATIWSUIP I D  H E M  OF HUJSEHOLD: U R t l A L  STATUS: 
01. HEW 07. PAREY~-III-LAU 1-NEVER U R R l E D  

04. BROTHER C4 SISTER Z=CURREYlLY MARRIED 

LEVLL OF EWUTIOY:  CLASS: 
1- P R I U I ' I  W-LESS THAN 1 YEAR 
2- MIDDLE CWLETED 

M= PARENT 98- DK 8=DK .*.. RECCW W I F  YAIURLL (BIOLOGICAL) PAREYT NOT MEMBER O f  HWSEMOLD. 



hat 1s 
w a s :  
mri t.1 
t.t-? " 

d 

* 
cc 

! 4 

( 8 )  - 
n 
n 
n 
n 
n 
n 
n 
n 
n 
0 - 

1) Are there y other p r l m  such u YII I> I A r l  
childtwo or i n f n t .  that r h a w  m t  l is t& 



Y I P  
C ~ I Y G  CATEGOLIIES I TO 

PIPED lYTO RESIDEWT ........... 01 
C I ~  WID MOCCRTY ............ W ~ U  
M L l C  T W  ..................... 03 
WLL w i n  HIYDIU*PITUE WLL.. .OI 
LELL  Y I I W T  R*P ............. 05 
RIVER, U I IEZ ,  SPRING. CANAL. 

P l l l f A C E  WTER ................. 06 
TANKER TRUCU, O w n  V E W ~  ..... 07 
M I N W T E R .  ..................... M 
OTHER OP 

(SPECIfV)  

" I ................. 
M a  lux d a r  i t  take t o  go there, wt w t c r ,  
."d c o r  h k 7  I MINUTES 

> - , ( y & i I & b , > l  L k  2 g + 2 \  
OY PREMISES ................... 996 

c. 43  I 
~ 1 . t  i s  the sarrce of dr inking uotcr 
f o r  e r a  of your hamehold) 

- 
n s  I mat  k ind of t o i l e t  f . c i l i t y  & yarr hamehold hmw? 

E tec t r i c i t y?  
A r d o 7  
A teLevis im7 
A f r i d w ?  
A r- emt.r7 
A ~.hir. w h i n e 7  
A u t w  -7 

n7 D a '  m &r of 
w r  hrueho ld  an: 

.Slj JL29L77CT 
*,@e?%1 : J: 

A bicycle7 
A matorcycle7 

J+! 
A car, VYI or t r . ~ t 0 l 7  ;/) &b;, 

-1 t &(J' 

I 
YES ....... ........................ n5 

w.. ........................... .2 I 
P l R D  INTO RESIDEYCE ........... 0 1  
PIPED W T O  PROPERTV.... ........ 02 I 
PUBLIC TAP ..................... 03 
YELL Y l T H  HAWRWPITUBE YELL...W 
YELL Y I T ~ U T  R*P .............. m 
RIVER. U R E Z .  SPRING. CANAL. 
waric~ WTER ..... T W I E R  TRUCK, OTHER VENDQR 

M I I W T E R  ...................... 

FLUSH.. ........................ .l 
M K E T  .......................... 2 ............................. P I T  3 
OTHER 4 

(SPECIFV) 
YO FACILITIES ................... 5 

YES , I 
ELECTRICITY ................ 1 
U D I O .  ................... ..l 
TELEVISIOY ................. 1 2 
FRIDGE ..................... 1 2 
Pa*( W L E R  ................ 1 ............ WSMING WCHINE 1 2 
WTER RIP.. .............. .1 2 

BICYCLE .................... 1 
MOTOlCYCLE ................. 1 
CAR. VAN. 011 TRACT01 ....... 1 2 

R a N S  ...................... m 
W E D  BRICUSICE*ENTED 8 L O K S I  

CEWYT ......................... 1 ...... W W E D  W I C K S  WD W... .2 
YXDIMOD... .................. 3 
OTHER 4 

(SPECIFY) 

I 

I(9 

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

.lo I 
W I N  U T E R I A L  OF MOf. RCCIRK..  .l 

T - I R O Y M O l I R I C 1 (  .......... 2 
ASIESTOSllROY SHEETS. .3 

(RE- O I K R V A l l W .  ) Y m D I ~  ..................... 4 
5 I 

n a  - r m r  i n  your hamehold .re usad fo r  s l n p i m ?  

s . d ; i A d P i  - &L~LJXJTJ t 7 7  

W I N  U T E R I A L  O f  CUTER W L L S .  

(REUPD O I I R V A T I O Y . )  



WOMAN'S m T I O N N A I R E  - URDU - E N G W  

-- 
IDENTIFICATION 

PLACE NAME 

NAME OF HEAD OF HOUSEHOLD 

................................................... PROVINCE 

............................. URBAN/RURAL (urban-1, rural-2) 

MAJOR CITY/DIVISION/DISTRI~ ............................... 
............................................. CLUSTER NVIIBER 

........................................... HOUSEHOLD NVIIBER 

................. MAJOR CITY/SHAL& CITY,l'OWN/VILLAGE.....,.. 
major city=l/small city,town-2/village-3) 

NAME AND LINE # OF WOMAN 

INTERVIEWER VISITS 

A 1 I 2 3 FINAL VISIT 

DATE 

INTERVIEWER'S NAME 

RESULT* 

NEXT VISIT: TOTAL NUMBER 
OF VISITS 

"RESULT CODES: -- - -  

1 COMPLETED 3 POSTPONED 5 PARTLY COMPLETED 
2 NOT AT HOME 4 RENSED 6 OTHER (SPECIFY) 

LANGUAGE OF OUESTIONNAIRE ............................... - ~ ~ - ~ ~~ ~ 

LANGUAGE OF INTERVIEW ................................... 
NATIVE LANGUAGE OF RESPONDENT ........................... 
TRANSLATOR USED .................. YES...l N0...2 I44 

WTGUAGE CODES: ............ 
01 URDU 03 SINDHI 05 BALIJCHI 07 SIRAIXI 
02 PUNJABI 04 PUSHTO 06 BROHI 08 OTHER (SPECIFY) 





102 F i r s t  I w l d  l i k e  t o  ask m m ?  prntlm .bout you md 
W r  h a n c h o l d .  F o r  mt o f  t h e  t i m e  vltil yar r r c  12 
r e a r s  Old, did you l lw  in a c i t y  or in a v i l l a g e 7  C ITY ............................ 1 

VILLAGE ......................... 2 

cl;yr,-Ae L-,! L L~L~T';TJI  ?id + 
u i J i  .>;; yi -f/ J'& V! - Ju< 4 YJ* 

Y). 

101 

H w  lmg h a v e  you bm, l i v i w  c o n t i n r u s l y  i n  ( Y U E  OF YEARS ...................... 
CURRENT PLACE OF RESIDEYCE)? 

......................... jfl (YUE OF CUREYT PLACE OF RESIDEYCE) ALWYs PI ........................ vlslroa p a 1 0 5  

r a~cc;~ .JJ-'-' I 
J u s t  before yw mved here, did y o u  l i v e  in c i t y  
or in . vi l l . gc7  --. I 

H w  o l d  a r t  y w  in c o n p l e t e d  w a r s 7  - 
! 4 ' k / P d  ZL,p 

COPARE M CCaRECT 105 AYD1011.106 I F  IYCOYSISTEYT. 

@ H 
(LESI IOYS M FILTERS 

R E m D  THE M R E Y l  T I I E .  

W R I E D  ONCE M 

CITY ............................ 1 
VILLLGE ......................... 2 I 

CDDlYG U T E U X I E S  

H a  ....................... 
MIYUTES .................... 

OK Y Y T H  ....................... I 
YEAR ....................... ml 

TO 

........................ OK YEAR I I 

AGE I Y  W P L E T E D  YEARS..... 07 
URRIED.. ...................... .l 
HAS U R R I A G E  CDYTRACI, W T  

NEVER L IVED TOGETHER ........... 2 I ~ - -~ -~ ~ 

Y I W D . . .  ...................... 1 
D I M C E D  ........................ b 
SEPARATED.. ..................... I I 
NEVER U R R I E O  ................... 6 r E W  

DICE ............................ 1 

MORE THAN OYCE.. ............... .Z I 
- 

NEYER LIVED 
ulln MUD r - l  . 

U Y  OTHER 
W I T A L  
S l A T V t  

H a w  you ever mtt -  s c h o o l 7  3 YES ............................. I I I 
YO .............................. 2-111 



I 

H a t  I s  tho hiehost c1.s. yar c-1.t.d ...................... a 1  t h a t  1-17 

- I CLASS 

: + ~fJpSyl~ Jk + , d ; i Y ~  

Y I P  
D. 

111 

........................... cul w wr i t .  s i q l c  l.rr.r? I YES.. I 

r uf; $ $ G , > ~ / ~ L = ; L /  NO.. ........................... .z I 

111 

7 

116 

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

11' I 
DO wu UIWILY rew. --r or i . ~ a l i n  
a t  Leas t  m e  r t k ?  I .............................. 

YES 1 

!< .~~. : .JV. I .~+I~~~( I (L  f ~ : - & t . Z ~ : (  YO z I 

WESTIPS UD FILTERS 

H a t  1. t h e  hllh-t 1-1 of s c h o o l  yar at1.nd.d: 
plimry, m i d d l e ,  ~ s a d . r y ,  er h i s h e r 7  

&rcr.&'~:'qiq :+ jbF&+>A~~7 
! r ,4j  L 

I I 
CHECK Ill: 

p *IDOLE 
P n I w Y  a m  n ' 4 6  

C Y I  *gl r..d *Id Vd.l.t"d . 1.tter O r  -ppl 
e m s i l y .  with d l f f i c ~ l t y ,  or mt a t  a l l ?  EAS11'1 .......................... 1 I ................. ...................... YITM DlfF1O)LTY 2 

! &-3, d ,#c 
I 

L & 2 J . a 1  &u< +I i IS y i  J MOT AT ALL -117 

I 

I ............................. DO y w  U S W I L Y  1 1 s t . n  t o  r a d i o  a t  l e a s t  m e  m k ?  I YES 1 
r,nj;:<2,</J(I(~ f & & ~ , f ~ i f  ........................... YO.. .Z 

DO YOU USWIIY r a t c n  t e l e r l r n m  a t  l e a s t  m e  a r r k ?  
YES ............................. 1 

! ~j?' ,  i . ) ; ,&< f ; / , f (C f r? . ; ~ : t l t ~ i f  

I 
118 I I I 

12' I nou Lmg do.. i t  take t o w  there, wt u t e r .  
r r d c  k k ?  
r + ; % " d , & d ~ i d l ~ u ~  AWL L;L >t 

M I Y C  C A T E ~ I E S  

M l U I Y  ......................... 1 .......................... * I r n L E  2 
r r c o ~ u ~  ....................... 3 
UICHEI .......................... 4 

PIPED INTO RESIDENCE ........... 01 ........... PIPED -TO P l I P E R l l .  0 2 7 . 1 ~  
..................... P W L l C  TAP 0 3  

Y L L  Y l l Y  UAIDPUMPITUBE YELL. ..D( 
............ Y L L  YITnCuT P U P . .  0s 

RIVER. KARLZ. SPRIWG. CANAL. 
W P ~ A C E  WAWR ................. M 

TAYKER TRUCK, OTHER VE WCR..... 0 7  
RAIHUATER ...................... rn 
Ol lKR w 

(SPECIFY) 

TO 

MIMUTES ................. 
01 PREltISES ................... PW mI I 

......................... YES.. ..l+124 

YO.. ........................... .2 I 



-- 

1 2 4  I H a t  k i d  o f  t o i l e t  f a c i l i t y  do.. your h-.hold h w e 7  

YO. 

123 

M a  - r m r  i n  y o u r  h - c h o l d  arc used f o r  s l e e p i n g 7  

! @it. J-12 L i/ ~ j ' a ' d f ~  ,,,f 

H a t  ut.ri.1 .re t h e  wtcr  u l l s  o f  y w r  
h a r e  rda o f 7  

2. J'Z JCI.,~+ ~ I J G  i,Jf rf 

U I P  

H a t  ~ t e r i . 1  i s  t h e  rmf of vwr 
hOU. 1* Of? 

I ! 4 ~ J R  U. J Z J ' ~ L f p f b +  

FLUSH.. ........................ .1 
M K E I  .......................... 2 
P I T  ............................. 3 
01NER 4 

(SPECIFY) 
YO F A C I L I T I E S  ................... 5 

7 0  WESTIONS 1Y) F I l T E l S  1 C ~ I W  CATEWIES 

YES w I 

H a t  i s  t h e  S W ~ C L  o f  drinking w t e r  
f o r  e r s  o f  y w  h w ~ e h o l d 7  

e + ~ j  J f i i  d &  2 L i# L 
f f i i 

ELECTRICITY ................ 1 ...................... U D I O  1 ............. TELEVISION ..I 2 

PIPED INTO RESIDEYCE.. ........ .Dl 
PIPED ONTO PROPERIY ............ D2 
P l N L l C  TAP.. ................... 03 
LFLL ulrn H A ~ W I T U ~ E  LELL. . .~  
L T L L  Y l l l Y U T  w .............. O 
RIVER, UIEZ. SPRING. CANAL, 

P I F L C E  WTER 06 
~ANKER TRUCK, OTHER MYWP. .... 07 
RAIYUATER ...................... M 
DlMER OP 

(SPECI fY )  

................... FRIDGE . . I  .............. RCCU ~ 0 2 4 ~ ~ . .  1 
.......... UASMIYC UCYIYE. .  1 2 I ................ U T E #  P U P  . l  2 1 

YES YO 

BICYCLE .................... 1 2 

................. WTOsCYCLE 1 2 

...... CAR, VAN, a rnrcrm. 1 2 

R a m s  ...................... m 
BAKE0 BalCKS/CEYEYlED @LOCKS/ 

CEMEYT.. ....................... 1 ....... UNBUED BRICKS AND M. ..2 
Y m D l S U B m . .  .................. .3 
DTMER 4 

(SPECIFY) 

......................... kCClRDC 1 
T-IROYIYOODIBRICK.. ............ .Z  ............ ASBESIOSIIRCU SMEETS 3 
Y X I ) / 8 U B  00 ..................... 4 
OTHER 5 

(SPECIFY) 

........................ PUNJAB.. 1 ........................... s I m H  z 
Y U ~ P  ............................ 1 
BALWHISTAY.. -4 

I 
.................. 

I S L U U B M . .  .................... .s ......... OTHER AREAS OF P U I S T A N  6 
OUTSlOE P A U l S r W . .  .............. 7 

It t h e  p l w e  t h a t  y w  U W l l y  l l v e  
. c i t y  Or .1111 .01 '  

q ~ d j i  ,dk/a&b ir; J L J ~  rf 
CITY... ......................... 1 
VILLAGE ......................... 2 I 



ID. 1 PIEIIOIS AND FILTERS 

I Y w  I -1d l i ke  t o  u k  .DUt a11 the births YOU haw 
had drrlm your lit*. Nan you ewr  a i m  birth7 

"I Yw mny s m  lln with you7 
A d  h w  rn duqhtera l i r e  r i t h  you7 

I I F  Y Y E ,  RE- '00'. 

nw rm s m  are *Lire but & m t  l i ve  with you7 
And h w  rm -tars are din but do mt L i n  r i t h  
YW? 

! + , " i 2 l . ~  y : d 4 ~ & . x  

Yaw you .nr girnr b i r th  to boy or a g i r l  rho u s  
born a l i w  but later di& I r  no, P n m l :  4 
b.by rho s r i d  or shard ny sign of l i f e  but 
a l y  surrirsd a fw hours or by.? 

4 . b . k ~ i ; x b $ f k b & 4 t  / L  y T f  
ylhr'p'iir wo, P a m r :  fi p'd 

In  a l l ,  hou m y  boy. have d i d 7  
And h w  m g i r l s  haw d i d 7  

Y I P  
m D l Y G  U T E G Q l E S  1 TO 

YES.. ........................... 1 I m .............................. 2 4 m 6  

I 
.......................... YES.. .l I 

Ma... ......................... ..2-20) 

YES.. .......................... .1 I m .............................. 2-206 

I 

YES.. .......................... .1 I 
no. ............................ .2-m 

W S  O E M  .................. 
GIRLS MLD ................. H 



YO. 
I 

209 
J u t  to make *we th.t I haw thls rlght: y w  hew h d  
I n  TOTAL - Iln blrths arlm your 11fe. 1s that 

f ~ < c r / & j ~ < 3 ? 1 & t :  4 A - L h t r , @  

4 &a 4 J 

- U O  
CORRECT 201-209 
AS YECESSART 



Y l U S  AN' - 
16 

. ( N U E  
1 1 1 1  
L I*.? 

LJ' 

(NAME) 

;; 6 1  

! 4 

- 
YES...1 

YO. ... 2 
I " 

221 

D TRIPLETS W ' - SEPARATE L l Y b ) .  I 
I F  LESS T W * l  
15 YRS. OF AGE: 

I F  OFID: 
H a  old w s  hclshr 
Ihm h.1.h. dtd7 I nw O M  IS 

( N M )  in 
cap1.t .d 
I.aI.7 

(MAME) 

d 
*z/ !+ 
l E C P 0  AGE 
I N  C a P L E T E l  
fEARS - 

AGE Ill 
YEARS 

m 
AGE I N  
YEARS 

m 
AGE I N  
YEARS 

m 
AGE I N  
YEARS 

[I1 
AGE I N  
YEARS 

ffi 
AGE I N  
YEARS 

m 
AGE I N  
YEARS 

U I  - 

I I R E C P D  DAYS I F  LES 
I F  ACE IS+: THAN 1 Y Y T H , Y U T I (  
W 10 NEXT O l R l n  I F  LESS T H W  T m  

i l N G  ... 
WLT ... 

KMTH.. 

'EAR ... 
FATHER...... ... 
(W NEXT B I R T H )  

<GO "EX, elel*,  
& E ~ E  E ~ S E . .  1s 
(GO UEXT B I R T N )  

i lYG. . .  

N I L 1  ... 

- 

i l Y G  ... 
W L T  ... 

8 0 1  ... 1 

G l R L . . 2  

BOY . . . I  

GIRL. .2  

W T " .  . 
'EAR.. . m T E S . . . l  

NO .... 2 

I " 
2 2 '  

YES . . . I  

NO .... 2 

I 
2 2  

FATHER ......... 
(GO NEXT B I R T H 1  

(GO NEXT B I R T H )  

( W  NEXT B I R T H )  

(NAME) 

FATHER ......... 11 DAYS .... 1 I I 1 
(GO YEXT B I R T H )  
OTHER R E L A T I V E . 2 l  Y Y T H S . . 2  
(GO NEXT 8 1 ~ 1 H l ~  
SWEOUE ELSE ... 
(GO YEKT B I R T H )  

BOY ...I 

GIRL..2 

O Y l H . .  

IEA R... 

YES . . . I  

YO .... 2 
I 
V 

2 2  

f E S  ....... 1. 
(GO TO YEXT 

B l R l H l C  

10.. ..... . 2  

FATHER ......... 1 DAYS .... 1 
(GO YEKT B I R T H )  
OTHER RELATIVE.2  W T H S . . 2  
1U) YEXT B I R T H )  
SDIECUE ELSE. . .3  YEARS.. .3 
(GO NEXT B I R T H )  

(NAME) 

YES. ..l 

YO .... 2 

I " 
22 

fES ....... 1 
(GO 1 0  NEXT 

BIRTH). 

NO ........ 2 

YES ....... 1 
(GO TO Y E I T  

BIRTH). 

NO ........ 2 

FATHER ......... 1 I DAYS .... 1 I I I 
(GO Y E X l  B I R T H 1  
OTHER R E L A l I V E . 2  W T H S . . 2  
(GO NEXT B I R T H 1  
St*EMiE ELSE ... 3 1EA11S ... 3 
(GO NEXT B I R T H >  I El 

YYTH. .  

ILAR ... W SING. .  

M I L T . .  

YES . . . I  

YO.. . . 2  

I 
2 2  

FATHER ......... 
( G O  HEX1 B I R T H 1  

(GO YEXT B I R T H 1  
SLXEONE ELSE ... 3 YEARS ... 3 
(GO Y E I T  B I f e l H l  I -El 

SING.. 

W L T . .  

BOY . . . I  

GIRL. .2  

Y Y T H . .  

,EAR.. . Ell YES.. (1 

YO .... 2 

I 
2 2  

I E S  ....... 1 
( W  TO NEXT 

BIRTH). 

NO ........ 2 - 
FATHER ......... 1 DAYS .... 1 
(GO NEXT B l r i i n i  
o r n r n  n E L A T I v E . z  I w 1 H s . . 2  ttl 
(GO UEXT B I R T H 1  
SCUEOYE ELSE ... ... 
(GO YEXT B I R T H 1  



tECCUD OATS I F  LESI 
lW iY  1 YYI lH.YYITHI  
I F  LESS THAN T W  
IEARS, O(I YEARS. - 
C Y r m .  .2 

ilNG...1 MY. . . I  

UL1...2 GIRL..t  

- 
SIYG...l B01...1 

ULT...Z GlRL..Z 

I lNG... l  Ml...l 

W L T  ... 2 GIRL..t 

- 
SIYG... l  801...1 

WL1...2 GIRL..Z 

- 
SING... l  Ml...l 

W L T .  . .2 GIRL..Z 

- 
SINC... l  M Y  . . . I  

n l L l . . . Z  GIRL..2 

208 Y l  TH Y W E R  

~ E S  ....... FATHER ....... ..I 
(w T o  n o x j  (w NEXT u InTH)  

1111113 OlHER R E L L T I M . 2  
(GO N E X l  BIRTH) 

U1 ........ 2 -CUE ElSE...3 
(GO NEXT BIRTH) 

I E S  ....... FATHER ...... ...I 
I l R l M )  OTHER REL IT lVE .2  

(W NEX l  81RlM) 
UO ....... .2 W E C U E  ELSE.. .3 

IGO NEXT slnrn) 

3AlS....1 

KUTHS..2 

YEARS.. .3 

fES ....... ......... 1 

OTHER R E L I l I V E . 2  
1 W  YEX l  B I R l H l  

YES.. ..... FATHER.. ..... ..l 
(GO T o  n E x 3  (GO YEKT BIRTH) 

BIRTH) OTHER R E L A T I K . 2  
(GO NEXT BIRTH) 

NO.. ..... .2 SDIEOYE ELSE.. . I  
(GO NEXT BiRTH) 

IYTHS. .2  

TEARS.. .3  

YES ....... ......... 1 

OTHER RELATIVE.2 
IGO YEX l  BIRTH3 . . 
-DYE ELSE . . . I  , ........ 
(GO NEXT BIRTH) 

YES.... ... iATHER.. ....... 1 

(GO NEXT BIRTH) 
NO ........ ... 

NUBERS 
ARE , p 

V 

YUBERS ARE - 
1011 EACH LIVING cnlm: cuaaEwr AGE 1 5  s~ccaoro 
f a  rrcr slnrn 1wrEav rL  ,3 m a s ,  E x p L r u r r l c u  IS GIVEN 
FOll EACH D E W  CHILD: AGT AT DEATH I 5  RlCOPDED 
rca AGE A T  DEATH 1 TEAR: P n m r  TO DE~ERWIYE EXACT NUMBER w w r ~ s  

1 

CHECK: FM EACH LIVE BIRTH: YEAR or BIRIH IS R E C ~ ~ O E D  U 

I 2z2 I CHECK 215 AND EYIER THE YUBER OF B l n r n s  SIYCE JAYUARI 1986 
I F  BLUE. ENTER 0 .  n 



X l P  
I). l U E S T l W S  Nm flL?ERS 1 mDIW U T E 0 0 1 1 E S  I TO 

a CIIECU 107: 

EURIIITLY iunllrn *01 ~ R I I T L V  
(mot 1 Ill 107) W R I E D  I!- 

I 

A t  t h o  tl- wu turn p r q m t ,  dld you wnt t o  b e c a  
pr-t m, dld you mt t o  r l t  mtll u, 
ar dld you mS plun t o  k m  pr-nt a t  a l l ?  

d & ~ f l Y : d A  k f d ~  .PI, yf-? 

~ ~ c f J V * f k t / , , ! ~  ;;, 432 3% .I 

f $&.& - 13 J / 

THEY ............................ 1 
LATER ........................... 2 
wn r i  ALL ...................... 3 

DAIS  AGO.. .............. .1 
m E K S  AGO ................ 2 

WOITHS AGO. .............. 3 

vIARs Am... ............ 
.4 R 



I), 
I 

221 

- 
ZF 

U T S T I o * t  Am F l L l m s  

htm tha f l r l t  dsy of a r a n ' s  p l o d  nd tkr 
f i r s t  dw of hmr pricd. are there 
certaln t lmn *en she h n  a greater chance of 
h m l m  p r q m t  t h n  other t l m 7  

/ 
J ~ M ~ J ~ ~ ~ A  - iu L ccrlfi L ~ r l 4 1  

+ 4 d h ~ t d ~ I & y ' C ~ y , ~ C i r ~ + $  L 

; r d r r r c i / ~ r r u d d i u :  +QL&?WJ. 
f f (5. 

............... D U 1 m  M R  P€RIW 1 
u c n i  AFTER wa ERIW ..................... IUI E m  .Z 
I N  T IE I I D D U  OF T l E  CYCLE ...... 3 
-1 =FOR€ HER PERIOD I G I l S . . . I  
A1 NN TI IE . .  ................... I 
Or111 6 

(SPECIFII I 

OK.. .......................... ..8 



1 1  YQ I - I d  l i k e  to ta lk  f r i l y  p l m 1 4  - the v a r i o u  urn or  r t h d  thmt capl .  c m  rue to I I or avoid . pr-y. Ut lch uy. or n t h &  hmn yar h u r d  d t 7  

0 2  111) Y Q ~  c m  have m l c q  or J c o i l  p t u d  i n s t *  th- tv 
doctor or . ""IS.. s: 

;I 91 c~;.r2k dd,# 

03 IYJECllCUS Wlln can hOV. M J ~ n l ~ t t o n  . . doctor or nurse 
d i c h  st- th.l fr- hColi4 
p-t f o r  severd m t h s .  

O( DIAPHRAU.~OU,JELLI  an c r  J p l u c  spm91. .-itory, 
dl@?.(*, j e l l y  or r r c r  in- .,& th.. bCtor. I"tCTCOUI... 

05 CCUDOI Y m  s u l  use a r r th r  
sheath &rim .CX*I in ter -  
C I U S C .  

U>,,L&++ >f.l<& - 
.c&~s! q , 2 z   id;. 

0 1  EACH Ylm YO1 Y l l l C U E O  SPWlAYEWSLl. 

03 Y.V~ Y(U ever 
..d (MElKD)7 

E T K D ) @ ~ ' ~  +g 
i 4  kfJ* 
7 

E L . . . . .  ......... 1 

............ o... . 2  

~ E S  ............... 1 

m.. .............. I 

YES ............... 
YO... ............. 

........................ ES 1 

...................... o... 2  

ITS ........................ 1 

Ma.. ..................... . . 2  

IES ........................ 1 

m.. ...................... .2 



.f ~ ' L f . + - + ~ d +  

& d ~ ~ , y ~ r " l & - ~  
1 

(SPECIFY) 

2 
(SPECIFY) 

3 
(SPECIFY) 

303 H.". *. -r w 00 "0" w , h r .  
u.d (IYTWD)? prsm c o u l d  m 

t o  Wt ( Y T I Y D ) ?  

MTW'Wi I'J 04 (YTW) /& t ; ~ ~ f (  

Ilw. F .*.r h d  n 
o p r m t l m  t o  w o l d  
hwiw my mro 

f h l l d r m 7  

&<rd& ytf 
k&?k'+iW' 

f d A ;  
YES ............... 1 
YO.. ............. .2 

111 1 ........................ 
......................... MO I 

............... YES I 

YO ................ z 

YES.. ........... . . l  
........... YO... . . I  

........................ YES 1 

NO ......................... z 

............ YES.. .1 

NO.. ............. .z 

............... YES 1 
YO.. ............. .2 

A,,(& /'&'kY7f 

,$bgcZd(%?p . . -  

YES.. ............. I ............. YO.. .2  

............ YES.. .1 ............. YO.. .2 1 h 
3 0 5  CHECK 303:  I01 A SINGLE "YES" A1 LEAST D I E  "YESY 

(NEVER USED1 (EVER USEDl (1 SKIP TO 3 m  

11 



NO. I W€STICUS UID FILTERS I CDDlYG UTEGOLIES 
SKIP 
I To 

307 I H a t  have yw u a d  or d a 7  

306 

Yw I -Id l i k e  t o  ask you h t  the ti- ihm you 
f l r a t  did *-thing or  u a d  r t h o d  
t o  a d d  ge t t i n s  p r m t .  
H a t  method d i d  vou u e  a t  that  t i r l  

a l&r  ~J'LJ/. i ;tv<e 6 r r a  +I 

L$JP!</ 4 +,+Vu* d 1 i G L 7 r  - 
1 G *rB,b.> 

H e n  var .*.r rud r t h i n s  or t r i a d  In $ ~ y  t o  
delay or wold wttlm premmt7 

~ r l : ~ ~ ; : ~ + s n  J J ; . I X ~ / ~ L  If< 

HRI ily l ir ins ch i ld ren  d i d  y& have at  tha t  tim, 
i f  any? . .  

I "I cnccr 303(01); 

EVER USED PILL1 

YES ............................. 1 

D.. ........................... .2- 

PILL ........................... 01 

311 At the ti- )mu f i r s t  r t a r t d  wins the p i l l ,  d i d  )mu 

c m u l t  a doctor, a wrco or f r i l y  p l u n i w  wrker7 

, J I ' ~ G  & , S J ~ - I ~ ' U ~ / ~ ,  & + L y7 

YES ............................. 1 I 

YES ............................ . . I  

w. ............................. .2 
(YIP TO 31L )- 

312 Hen you r t  w i th  that  prson, d i d  you .lre.dy h a w  
preferarum fo r  a p r t i c u l a r  method of f - i l y  p l um ins1  

cqsYi/ i  bf i  ~ C ; P / l ( j ~ & b ~ i ~  
. * j & ~ ; f  - ++ /L.&L& t ~ ; I ~ ; ( ;  



D i d  t h e  provtckr t d k  t o  y t u  .Dut any n r t h o d .  o t h e r  YES .............................. 1 

I ............................... 
than t h e  pi 117  

b'/yr up ~ , f  i C T ~  YO 2. 

! i U ; d - & 4  (SK IP  TO 317)- 

NO. 

313 

~ ~ c h  mthod or m e t h o d s ?  

(CIRCLE ALL *EYTIOYED) 

I Y J E C T I W S  ....................... 1 
DIAPHRAU/FOU/JELLY. .  ........... 1 
CWCU. .  ........................ .1 
F E U L E  S I E R l L l l A l l  OU ............. 1 
MALE S T E R I L I Z A 1 1 ~  ............... 1 
P E R l W l C  ABSTIYEYCE .............. 1 
UITHDLAYLL ....................... 1 
OTHER .I 

(SPECIFY> 

VJESTICUS AND FILTERS 

H i c h  mthod I.= t h a t ?  

f G 22 I+ iJd' .> 

- ~~ - ~~ ~ 

316 I&re you s a t i s f i e d  u i th  t h e  i n f o r n v t i m  you p o t  fro. YES.. ........................... .1 
the p r o v i d e r  m t h e  r t h o d i l l  you d i 8 c m . d  or m t ?  . NO ............................... 2 

k c b p z ~ ; & & , ~ i d ~ ) - / d >  2 & j  $ 6 i ' f 1  
5 &&'LC?< w7~'d 

3 1 7  1 CHECK 224: 

C W l U G  C A T E W I E S  

P I L L  ............................ 01 
IW ............................. 0 2  
IYJECTICUS ..................... .03 
D I A P H R l W I F O U l J E L L Y . .  ......... .01 
COYOOI .......................... 05 ............ FEMALE S T E R l L l U T I C U  06 
MALE S T E I I L I U T I O I  .............. 0 7  
P E R l W l C  MSTIYEYCE ............. M 
U I T H D U W L  ...................... w 
OTHER 1 0  

(SPECIFY I 

YO1 PREGMAYT PREGNANT 
O. UNSURE 

Y 

CHECK 107: 

CMREYTLY IURRIED NOT WllREYTLY U R R I E O  
( C W E  1 I Y  1071 (CODE 2 - 5  I N  107)  

cnacr 3 0 3  (06) : 

W U Y  
STERILIZED STERILIZED 

A r e  y 0 ~  c u r r e n t l y  &in. s m t h i n .  or uin. my m e t h o d  
320 I t o  d e l a y  o r  a v o i d  pettin. prqnult? 

- 

H a t  i s  t h e  r i n  r.wm v w  are mt u i w  l r thod 
to d9L.y or a v o i d  wttln. pr-t? 

YES.. .......................... .l- 
YO.. ........................... .2 

-- - - 

W Y T S  ( M E )  CUILDREY .......... 01 
LACK OF KNCULEDGE.. ........... .02 ............. WJSOAYD OPFQSEO.. .O3 
COST T r n  WCH .................. 04 
U X R Y  A W T  SIDE EFFECTS ....... 0 5  
HEALTH CCUCERYS ................ 06 
HARD 10 GET YETHODS ............ 07 
R E L I G I O I  ....................... 08 3 3 7  
OPPOSED I 0  F U I L Y  PLAYYIYG. .... 09 
FATALISTIC ..................... 1 0  1 
OTHER PEOPLE OPPOSED.. ........ .I1 I 
IYFREWEYT SEX ................. 12 
DIFF ICULT TO GET PREGYIYT ...... 1 3  
* E Y O P W S A L I W  MYSIERECTLXY .... 1 4  
IYCOIYEYIEYT... ............... . I S  ................. IIUSOAYD ABSENT 
BREASTFEEDING... .............. .10 
OTHER 

(SPECIFY) 
OK ............................. 

13 



NO. I W E S l l C U S  AND FILTERS I 
SKIP 

m D l N G  W T E a I E S  I 10 

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

I ............ PERIODIC ABSTINENCE ..................... YITIIDPAUAL 
OTHER 

(SPECIFY) I 

322 

322A 

Ulich r t h c d  arc you u i m 7  

! @3 A ,"@! 2) 3);; 
CIRCLE 'M' KM F E U L E  STERIL IU IT IOY.  

323 

324 

P I L L  ........................... 
D l  1 I W  ............................ 02 

INJECTICUS.. .................. ......... DIAPHRAUIFOU/JELLI. .-331 
my)(* ......................... -327 
F E U L E  S T E R I L I Z A l l  OY ........... 
U L E  S T E I 1 L I U I l I C U  ............. 

325 

326 

I (RE- YUE OF BRAW.1 I PACKAGE YO1 SEEN... ............ .2 I 

A t  the t i n  y w  Last not plll., d id  y w  s m ~ u l t  
&tor, a wrs. or I I d l y  plvnlnp rorker? 

&/j dyfL ?; +/ 3/.cri: 
/ & > ~ b ' . ~ u + < ~ d ' ~ C ~ / ~ ' ~ :  /* 

c i.i /.A> 

May I s n  the p.ck.gc of p i l l s  y w  are wing m 7  

/ / "  
!cL'rqdA&r&f77q~/.t*/~.j,l/~4rY3Lif 

(REUXD N W  OF BRAND.) 

327 

YES 1 ............................. 
NO 2 .............................. 

PACKAGE IEEN .................... 1 
I 

B~UVDYU~E m i  
................ PACKACT W l  SEEN 2 I 

DO y w  k m  the brand - of the p i l l s  
y w  .re m minp? 

fr ?_y'(.' /&I d .u/ P d 7 77 
< $t+(c/;,; 

(RECcaD W*E OF B W . )  

ikw i x h  doel m pskc t  o f  pi Lls cost you7 

0 - 
? c - & G ~ L / < ~ '  A i;~k""' 

BRAND NAME 

............................. 
m 

DK 98 

RUPEES ............. 
FREE ......................... mmj. 99% Ul 
DK ........................... 99W 

I 

May I s" the p.~t.w of condol you .re wiw -7 

~ o A $ ~ < . ~ ~ ~ & ~ , A & I ~ J Y x & ? ~ ~  

328 

PACKAGE SEEN.. . . l  
I ................ 

SWoYI l lE  

D o  you k m  the brnd - of the c- 
y ~ 1  are m uing7 UI 

.......................... .90 

C R E W  YUE OF B W . )  



l I CHECK 322: 

1 WESTIOYS AND FILTERS 

Hffl w h  doer m cDndn c o s t  you?  

- .  < >  ' 
0 HOW u h  did i t  c o s t  for  t h e  ( I L D  i n s e r t i m /  

s t e r i l i z a t i o n  o p r m t l m / l m r t  i n j e c t i o n ) ?  

/ ~ i - -  ; ... 
I , ~ d ~ j / i % ~ ~ ( r u ~ j  +) 

SHEIRE STERILIZED 0 

CODING CATEGORIES 
S K I P  
I TO 

............ RWEES. 

...................... FREE.. 
OK ........................... 

..... W E , . .  

.................... FREE.. .PWP96 ......................... OK -8 

Y 

uherc did t h e  
r t e r i l i z a t i m  t a k e  
p l a c e ?  

' / r  

LIL/di:di171 

f $ h x  

I 
USING ANOTHER METHW 

"--A 
*ere did you cbtain 
( I IET l lm)  the l a s t  T i m 7  

U U + < + ~ I ~ G L ~  

d J ~ i / d j ' i c w n ~ U  

I ( N U E  OF HOSPITAL, C L I N I C  OR CENTER, I F  CODE 0 1 - 0 5 )  

3 3 2  H a  lm doer i t  t a k e  t o  t r a v e l  

7 , .  

I If LESS THAN 6 0  MINUTES. RECORD MINUTES. 
OTHERUISE, RECORD n w a s .  

333 I I s  i t  easy or d i f f i c u l t  t o  p e t  t h e r e ?  

@i$:~dk~~)k, 

- -  ~~~~~ 

F IELD W K E R . .  ................ .07--L334 
PRIVATE WCTOR ................. 00 
HI I ( I~ /K*OEOPIT I I  ............... W 
DRUGSIORE ...................... 10 
SHOP (OTHER THAN DRUGSTWE)....ll 
T R M I T I C U A L  81RTH ATTENDANT....lZ I 
FRIENDS/RELATIYES. ............. 1 L  
OTHER 

(SPECIFY) 1s3s4 
DK ............................. 9 

I 
MINUTES .................. 1 

HOURS .................... Z B 
OK.. ......................... .W8 

EASY ............................ 1 

DIFFICULT ....................... Z I 13%/ C"ECK3.. i' 
USING 

SHElHE ANOTHER 
STERlL lZED n 

1 
3 3 5  

3 3 6  

1 5  

V 

In w h a t  m t h  and year rsr 
t h e  s t e r l l l z a r l o n  o p r a t l o n  perform7 

: 6 I;.& J U ~  + A&,,; ~'$4 j 

for hnr m n y  nmthr h a v e  y o u  been using 
(CURRENT HETHW) c m t i - l y ?  

4d4,/Jlri/1 .,ib c i~a ;%CURRENT IIETHW)~; . . 
I F  LESS THAN 1 Y Y T H ,  RECORO 'OO1. 

YYTH...... ................ 
YEAR ....................... @3&7 

I 
W l H S  ..................... DI-J,, 

.............. 8 YEARS L ~ G E R  

I 



NO. I W E S T l W S  AND FILTERS 
SKIP  

CDDING CATEGMIES I TO 

I 
VES ............................. 1-340 
NO .............................. 2 I 
OK .............................. -343 

YI.1 i s  the -in r r s m  you do mt i n t d  to la. 
athod)  

- -- 

W I T S  CHILDREN ................. 01 
LACK OF KYWLEDGE.. ........... .02=343 
W S u M  WPOIED ................ 
emr rm w n  O3 I .................. 
- IT  -1 SIDE EFFECTS ....... O n  
HEALTH CWCERYS ................ 06 
lUllD TO GET Y T I W S .  .......... .07- 4"' 
R E L I G l W  ....................... a I 
WPOIEO TO FAMILY PLANNING .....- 3 4 3  
FATALISTIC ..................... 1 0  
OTHER PEOPLE W W S E O  ........... 11 I 
IYIREW€NT SEX ................. 12 
DIFF ICULT TO GET PREGNWT ...... 1 3  
Y Y a P I U S A L l l U D  HTSTERECTWY....l4 
INCOIVEYIENI ................... 1 5  3 4 3  
NOT CURRENTLY W R l E D  .......... 1 6  
OTHER 17 

(SPECIFY) 1 .~ -~~ 

OK. ................... : ....... .d - 
3 3 9  If the dmcisim r r .  a n t i d y  q to  you. m l d  you 

umt  to u.* I mthod to d e l a y  or avoid pr-y 
a t  my t i n  in  the future? 

YES.... ......................... .............................. 
I 

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

I 
DO ~ O U  intmd to use mthod 
within the next 12 m t h s 7  ............................. I .............................. YES 1 

.I 4 w 2 .............................. d l  DK 8 I 
nn you usem ~cthod,  a i c h  method m i d  you 
pr.1.r to  W? 

........................... P I L L  01 ............................ IID 0 2  
IY IECTIWS. .  .................. .03 1 
OIAPWRAUIFOUIJELLI ........... (Y 
C W O O I  ......................... 0 5  ........... FElULE STER1LIZATIOI  06 
l U L E  STERILIZATIOU.. .......... .O7 
PERlDDlC ABSTINENCE ............ 
Y l T H D R U L  ..................... 
ornm 

(SPEClF l )  

I 
U S W E . .  ...................... 
GOVERNMENT HOSPITALIRHSC ....... 01 

Umr. can you pct ( W T I W  Y N l l O I E O  I N  3 4 1 1 7  RHCIBHUIGOVERWENT CLINIC.. ... .OZ . FAMILY YELFARE CENTER.. ....... .O3 345 
N U i  CENTER.. .................. .(Y 

..... 

PRIVATE OOCTWI 

1 
. 

PRIVATE HOSPITAL OI C L I N I C  05 - W I L E  C L l Y l C / E X r E N S l W  TEAM.. 
(&*J~Jc 6 0 f i w H m  WNTIOIED IN 341)  y1 F I E L D  m K E R  ................... a s 7  . . ................. 

............. n A K l ~ I W C € W A T H .  .w ...................... DRUGSTWIE 10 3 4 5  
S W  (OTHER THAN ORWISTWIE). .. .I1 

.............. 
OTHER 

(SPECIFV) 

1. I R A O I T I W A L  B IRTH ATTEYDWT....l2 
( W E  OF WSPITAL ,  C L I N I C  (II CENTER. I F  C m E  9 1 - 0 5 )  FRIEYDSIRELATIVES 1 

1 4 2 3 4 7  

OK.. ........................... 98 I 
(6 



No. I I 
SKIP 

mDlNG U T E C Q l E S  I TO 

(U OF K D P I T U .  CLINIC OR CENTER. If CWE 01-05) 

I F  LESS T W  60 M I M E S ,  RECOlD MIYITES. 
OTHERUISE. lEDOllO W S .  

I s  i t  easy o r  difficult t o  p.1 there?  

? &'c .+ad '& o!. 

GWERYYNT WOIPITAL/RHIC... .... 0 1  
R U C I I W l ~ R Y L N T  CLINIC ...... 0 2  
F U I L *  YELfARE CENTER .......... 0 3  
No0 CTNTER.. .................. .w 
M W 1 1  M I I A L  OR CLIYIC.....W 
W I L E  C L I Y I U E K I E N S I W  TEU... ................... 
PRIVATE WCTOL. ............... .M 
HAKIMIIKDEWATH .............. .W 
DRUGSTDlE. .10 

I 
FIELD Y I K E R  2 3 4 7  

.................... 
SHW (OTHER T W  DRUGSlWE)....ll 
IRMIIlDUL B l l l H  ITTEYDIYT....lZ 
FRlCYDS/IIEUTIVES ............. . I  
OTHER 

(SPECIFY) 

I 
lq.34, 

M I Y I T E I  .................. 1 

W S . .  ................. .2 E3 
DK.. .......................... PPI) 

EASY.. ......................... .l 
D l f f l W L T  ....................... 2 
DK .............................. 8 I 

I 

HEAR0 *ESSA6E YO1 HEARD 
(ANY YES I N  367) [ I  y M n  I 

349 

3 5 0  

1 7  

Do y a r  t h i n k  thmt  the m e w  yar h e a r d  ws ef fut lw 
01 mt * f fcct iv8  in p r r w d i n ~  c w l n  to  w e  t r l l y  
p l r n i c g ?  

dl+, r & J t  d y f / ~ f % , : k ~  
,j/,,'?/, i / ~ a & , b A  Ji: jl;G f 

q c ; + i l & j ' k ~  - I - 
1 8  i t  r c e p t a b l e  t o  yuu or not f o r  t r i l y  plumins 
lnformtim t o  t+ prw1d.d m t h e  r d l o  or 
t d e v i s i m ?  

bl-d&&d2?:6!+~2f.l;;~: .:A. Lyt 
I 

! ~ t ~ d - $ + ~ ~ d h &  i l & i , b +  ddet2.j 

....................... E F f E c T l ~  r 
Yn EfFECTIW ................... 2 .............................. DK 8 

ACCEPTULE.. .................. ..1 
YQT ACCEPTABLE.. .............. ..Z ............................ DK. .a 



SECTION 4A. PREGNANCY AND BRE&STFE€DINC 

I LINE NUIBER 
F R W  a. 2 1 2  

I r a m  a. 2 1 2  

4 0 1  

A t  t h e  tim y o u  bec- 
p r c g r v n f  r l I h  ( Y U E ) ,  d id 
y w  w a n t  t o  b e c n r  
p r c g r v n t  M, did you 
r a n t  t o  ualc mtil lafcr 
or did you r a n t  
c h l l d r c n  a t  a l l ?  

CHECK 2 2 2  : 
WE OR WE BIRTHS YO BIRTHS 

How w h  i w e r  a u l d  you 
l t k e  t o  h a v e  ".it& 

!>? $+',G-l//'Zy7 
(RECORD W T H S  C4 YEARS) 

SIYCE JAN. 1986  p SINCE JAN. 1986 [Ir (SKIP  TO 501 )  

4 0 2  ENTER THE LINE NUIBER. NAME, AMD SURVIVAL STATUS OF EACH BIRTH SINCE JANUARY 1986 I N  THE TABLE. I ASK THE W E S I I W S  ABCUT ALL 01 THESE BIRTHS. BEGIN Y l T l l  THE LAST BIRTH. ( I F  THERE ARE * W E  THAN 3 BIRTHS, 
USE M D I I I W A L  FORMS). I 

uhcn yru uerc p r c g n m t  
w i t h  (NAME), d t d  y o u  see 
any- f o r  a n t e n a t a l  care 
t o r  t h l s  p r c p l u l x y ?  

II YES: Yhan did you see7 
A n y m  elre,? 

L i  yr+LPY:  ( Y M E )  .r! 

ldk&<~d'!* Yu\ 4 q  
( c l a c L E  ALL PERSWS e u  

IFEM a rw v r r t ~ ,  

YerC YOU OlVe"  an s n t c r v t a l  
c a r d  f o r  t h i s  p r e g m y ?  

L ' J L ~ ~  d''F'u:q 

- - 

LAST s ln in  
IUT 

ALIVE 

THEN.. .................. 1 
(SK IP  TO 4 0 5 ) d  

LATER ................... 2 

YO W E  

W T H S . . .  ......... 1 

YEARS.. .......... .2 E 
OK ..................... W8 
D a m  
NURSE .................... 1 

...... L I D 1  MEALTH VISITOR 1 
F M I L I  YLFARE W K E R  .... 1 
TRAIYED ( T R M I T I W A L )  ......... BIRTH ATTEYDAYT 1 
T R M l T l W A L  B l R l H  

ATTENDANT ............... 1 
OTHER 1 

(SPECIFY) 
NO W E  ................... 1. 

(SKIP TO 409)- 

YES ...................... 1 

YO ...................... .Z 
DK ....................... 8 

I U E  

ALIVE DEAD DEAD p 
r -  

THEN. .............. ) THEN .................... 1 1 (SKIP TO 4 0 5 ) L L  

.................. LATER ................... 2 I LATER .I 

W T H S  ............ 1 

YEARS ............. 2 tE 
DK.. .................. .W8 

YO W E  ............ 
(SK IP  TO 4 0 5 > 2  

ow1 0(l ................... 1 
NURSE .................... 1 
LMY n E h L i n  VISIT OR...... I 
F U I L Y  YLFARE YCIIKER.. ..I 
TRAINED ( T R M I T I W A L )  

BIRTH ATTEUDAYT.. ...... . l  
T R M l l l O W A L  BIRTH 

ATTENDANT ............... 1 
OTHER 1 

(SPECIFY) 
YO WE.. ................. 1. 

(SKIP TO 4111- 

............. YO r n E  
(SK IP  YO 4 0 5 ) A  

IES.. ................... .1 

YO.. .................... .2 

...................... DN .a 

............ MYITHS 1 

YEARS.. .......... .2 W 
DK. .................... W8 

DOCTOR ................... 1 
NURSE .................... 1 
LMI ~ L L L T "  V ~ S ~ T O R  ...... 1 
1 U l L Y  YLFARE YYIKER.. ..I 
TRAINED ( T R M l l l W A L )  

BIRTH ATTEYDAYI ......... 1 
T l M l T l O N A L  BfRTH 

ATTENDANT ............... 1 
OTHER 1 

(SPECIFY) 
YO W E  .............. 

(SKIP TO 4111-.....1] 

YES ...................... 1 

YO... ................... .Z 
DK ....................... 8 



H w  mmy m t h s  p w m t  .............. .............. .............. wr. w bhn w f i r s t  D U T Y S  D U T H S  W I H S  
I.Y .- for n n t m t a i  
check on that pr-rl OK.. .......... .................. ........... ..........'a 

I 
4 0 0  nw - anraut.1 v l . l ts  

I did y w  hare h r iw  
that pregrurrr l r  
SL. </ ;~C~I  ~ ~ ~ ~ ' f f j i  

.... N W E R  OF V I S I T S  

OK ...................... 98 

YUl IER OF VISITS.... 

OK.. ................... .98 

YUWER OF VISITS.  ... 
DK.. ................... .98 

(SK IP  TO 4 1 1 )  I I r&jl;yI I (SK IP  To  411 )  

4 0 9  D t d  m y m  advise you t o  
mat m r e  faad than u r r v i  YES ...................... 1 
duriw that prrgruncy) 

....................... 2 

...................... I YES 1 I 

u l t h  (NAME) wm YOU given 
an i n l cc t lon  in the a m  
t o  prevent the baby fm 

YES ..................... . 1  YES ..................... .I I ...................... YES 1 

YO ....................... 2: 
(SK IP  TO 4131- 

OK ..................... ..b 

YO .................. 
(SKIP  TO 413)4 

OK ................. 
YO.. .................... .2. 

(SK IP  TO 413)- 
DK ....................... b 

TIMES .................. 
................... 

C 
OK.. ..a 

I 

YWR H w . .  ............ .01 
OTHER M.. ........... .02 
GOVERNMENT MSPITAL.. ... 0 3  
R H C I I R U I W T  CL IN IC  ..... W 
PRIVATE HOSPITALICLIN IC.05 
O V E R  C6 

(SPECIFY) 

4 1 2  H w  many timer dld you 

I get t h w  i n j c c t l m ?  

G {id ;/ /$I ,+T 

............ YWR n w . .  .Ol .......... O l I R  HUE... .02 
GOVERNMEYT HOSPITAL ..... 0 3  
R M C l S H U l W T  CLIYIC.....Lu 
PRIVATE HOSP lTA l lCL IY IC .05  
OTHER 06 

(SPECIFY) 

.................. .................. TIMES 

OK ....................... LI OK ....................... 8 
C 

........... O T I R  n w . .  .02 .. GOVERNMENT HOSPITAL.. .O3 
R~CIIWIGQVT CLINIC ..... w 
PRIVATE ~ P I T A L I C L I M I C . O 5  
OTHER 06 

(SPECIFY) 

................... OO(Tc.7 1 
NURSE.. ................. .l 
LADY HEALTH  VISIT^.... ..1 
F U I L Y  YLFARE UXKER....l 
TRAINED ( T R M I T I O Y I L )  ......... mrnrn rrrrworwr r 
TRMITIWAL s w n  

AllEYDANT... ........... .1 
OTHER 1 

(SPECIFV) 
YO CUE ................... 1 

NURSE..... ............... 1 
LADY HEALTH YISITOII.  ..... 1 
F U l L Y  YELFARE U X K E R  .... 1 

YURSE.. .................. 1 
L ~ O Y  HEALTH VISITC~ ...... 1 
F U l l Y  YELFARE UXKER....l 
TRAINED ( I R M I T I C U A L )  I BIRTH ArrEYOAYT.. ...... . f  

,,I 6 e'~ 2'2:' ( # W E )  

QdL&&'~ 
5 & ~ ~ l  dd Ld! 

(CIRCLE ALL PERSWS ASSISTING) 

TRADITICUAL m i n  
ATTEYDWT.... ........... 1 

OTHER 1 
(SPECIFY) 

NO CUE ................... 1 

r a r o ~ i ~ a u i  s l r i n  
ATTENDANT. ............. .1 

OTHER 1 
(SPECIFY) 

YO WE..  ................ .1 

I ( S K I P  TO 416 )  



-. . . 
....................... ....................... ....................... :L,;IYC,~~~,:LJ DK a I D r  s I o r  a 

P 1  ( N M )  d.1iv.r.d YES.. ................... .1 YES 1 YES 1 ...................... ...................... 
4 E"..rI." ..ct,im7 

....................... 2 m ....................... 2 m ....................... 2 
... 

I 
r.. (NME) r c i p h d  

I 
...................... ................... .................... I YES.. 1 YES... 1 IES 1 

n t  b i r t h ?  . I I 

H a  u s h  dld (MUL)  r i p h 7  

1 I2 Jj ,  dt' (NME) PaWOS W C E S  

-s....* m 
DK.. ................ .9V99E 

POI W C E S  W S  W C E S  

.... .... 
DK.. ................ .9V99E O K . .  ................ .WW8 

............... VERY LUGE 1 
LUGER T W  A W U 6 L  ...... 2 

or wry -117 AVERAGE.. ............... .3 

cfih~+/~& (NME)- .Z  ~ ~ & : ~ ~ , ! ~ ~ ~ : : : : : :  
....................... &b,l(&:,/lilj;~. DK 8 

421 Was your p r i o d  rclurnd ..................... 

I 
1 

....................... smc. the b i r t h  of (YUE17 ~XIP VJ m)J 
J7:Aoj7J (YUIE) 2 

<SKIP l o  424 :a 
!.&A t d d & L  ~l t .  

.............. W K l  L U I .  1 ...... LUGEK T I U I  AVERAGE 2 
AVERAGE.. ............... .3 
DULLER TWY AVERAI.....b 
VERY DULL ............... 5 .................... DK.. .8 

(SKIP TO 422) 

VEKI LUCE ............... 1 
U K I K  T I U I  A V E W  ...... 2 
AWRAGE... .............. .3 
DULLER 1W AWLICT.....4 
VEKI D U L L  ............... 5 
OK.. ..................... a 

(SKIP TO 422) 

422 D i d  your p r iw  return kt- 

m ................. 2 m ....................... 2. 
(sK1P To 4 2 0 3  (SKIP T o  426)- 

For h a  urn m t h s  after  
t h e  b i r t h  of ( N M )  did *OYTMS .............. .............. .............. [I3 *urns 
*or aer h.". . priom u 

...................... ...................... ................... ~~~&~ c-) 
K W OK W OK. ..PI 

(SKIP 10 626) ( Y I P  TO 426) 

$ ~ ? & ' ~ M L / ~ ? J  I 
20 



F o r  hol  m m t h .  a f t e r  ............... th. birth of ( X I Y E )  did DAIS ............... 1 ............... 1 1 
rou m haw .~xwl 
r . L a t l m 7  

m 
. . ............. W l H S .  ........... .2 Wl, ............. 2 W l H S  2 [I] +;4 i ,~?k j w*,. CD 

OK ..................... PPII OK ..................... m M ..................... OPI1 '+w-ql,,;i d / p X  
7 A/ 

D i d  you ever YES..... ........... YES ...................... 1 YES ................ 
bc... tf.4 (W)? (SKrP FO 4 3 0 1 3  (SKIP 10 4 3 5 ) d  (SKIP 10 4 3 6 ) A  ....................... ....................... ....................... I YO 2 YO 2 YO 2 ,,,,kt & ~ ( Y A # F ) ~ ~ W  

> i*: 
n o  a u g g e s t d  t h a t  yor s h o u l d  M OECISIOY..... ...... 01 OW DECISIW ........... 01 M OECISI cu ........... 01 .............. .............. mt h m m t f e d  t Y U E ) 7  MOTHER.. .............. .D2 *OTHER.. .02 MOTHER.. .02 .......... .......... .......... WTHER-IN-LAW 0 3  *OTHER-IN-LAY 0 3  *OTHER-IY-LAY 0 3  
6 ,  , HUSBAYO.. ............. .W WSMYD.. ............. .(Y HUSBAND.. .M 

I 
............. ................. ................. OOClUI ................. 0 5  W C l U I  05 DOClW 0 5  

->,, f / OTHER HEALTH UXKER .... 06 OTHER HEALlH YPKER .... 06 OTHER HEALTH YYIKER .... 06 
IR#&llICUAL B l R l H  1UDlT IOYAL BIRTH TRMITIOYAL BIRTH ............. ............. ............. ?+Sik& OAll:WAMT 

0 7  A l lENDAYl  07 ATTEYOAYl 0 7  

$4 OlliER M O T ~ E R  M 
(SPECIFY) (SPECIFY) (SPECIFY) 

I F  LESS l l U Y  1 W. 
RECUID '04' M S .  

I F  LESS THAN 2b HUJRS, 
RECWD HWRS. 

CHILD ILLIYEAK ......... 0 2  
CHILD D IE0  ............. 0 3  
YIPPLUBREAST PROBLEM. .% 
lMWFf lC lEYT I ILK. . .  ... 05 
W K I Y G  ................ 06 
CHILD REFUSED.. ....... .07 I ...... U I Y l A l Y  BEAUTY ..M 
OTHER 

(SPECIFY) 

........ ........ MOTHER ILLIYEAK 0 1  *OTHER ILLIYEAK 0 1  ...... ..... CHILD ILLIYEAK... .02 CHILD ILLIYEAK.. .O2 
C~ILO DIED ............. 03 CHILD OIEO.... ......... 0 3  
YIPPLEIBREAST PROBLEM..M MlPPLElBREAST PRmLEM..M ...... ...... IYWFFICIEMT MILK 0 5  I Y W F F l C l E Y l  MILK 05 ................ ................ U X K I Y G  06 YYIKIYG 06 .......... .......... C~ILO REFUSED 07 CHILD REFUSED 07 
U I Y l A I Y  BEAUTY ........ M U I Y T I I Y  BEAUTY ........ M 
OTHER 

(SPECIFY) / O T H E R  (SPECIFY) 1 



I LAST B l R l M  ' YEXT-TO-LAST BIRTH ~ E C W D - ~ R ~ - L A S T  s l a i n  I I 
.................... ................... I 

. ----- I 
4 3 1  Yhat "as I N W E )  fed before YW WTER 1 

put ( h 8 w h o r )  t o  t h e  b r c a r r 7  G W T T I  1 
H01El..... ............... 1 

.l ................. 
,..--... ". 1 I 

(CIRCLE ALL MEUIIOUEDI 

4 3 2  CHECK 216:  
ALIVE 

CHILD ALIVE7 

(SKIP TO 4 3 6 1  

...................... YES 1 

....................... 2 
(SKIP TO 4 ~ ) d  

nor many fnmr d ~ d  y a u  
brcasffced , ar t  nlyhf 
b t w e n  s w w t  and rmrtrrr 

d & c,, ,,I 2,' -9 z ; r  
~l~, . '? 'L77~~,J' iJ+ 

f ~ k , ~ > > >  
( I F  AUSUER I S  YO1 YUERIC ,  
PROBE F0(( APPROXIMATE HUIIBERI 

n u  nvny rnmr d ~ d  y w  
breastfeed y e s t e r d a y  
birtw t h e  d a y l l p h r  h w r r 7  

ci/i ? 7  w.,L ", J 
? ~ ? 1 ;  s,., 

F a r  how neny m n t h r  dld 
y w  brearffced (UAHEl7 . . 

U Y I I L  DIED .............. 95 
I S K I P  10 4 4 2  

MOTHER ILL IUEAK ......... 01 
CHILD ILLIUEAK .......... 0 2  
CHILD DIED .............. 0 3  
YIPPLEIBREAST PRC8LEM.. .O1 
IYWFFIC IEYT  MILK ....... 0 5  
YI I IXIHG ................. 06 
CHILD REFUSED ........... 0 7  
UEAHIUG AGE ............. 08 
BECUE PREGYAHT.. ....... W 
DTMER 1 0  

(SPECIFY1 

AL IVE  

(SKIP TO 4 4 2  
Y -  

U Y T l L  DIED .............. 9 5  UNT IL  DIED .............. 95 
(SKIP TO 1 4 5 ) d ] 1  (SKIP TO (45)- 

CHILD ILLIYEAK .......... 0 2  ............ CHILD DIED ..D3 
WlPPLElBREAST PROBLEM.. .D4 
l Y W F f I C I E Y T  MILK. ...... 0 5  

................. YWKIMG 06 
CHILD REFUSED .......... .07  
WEAYlYG AGE ............. 08 

....... BECAME PREGYAYT.. 0 9  
OTHER 1 0  

(SPECIFY) 

SK IP  TO 446 )  (SKIP TO 445  

MOTHER ILL IYEAK ......... D l  
CHILD ILLIUEAK .......... 0 2  
CHILD DIED .............. 0 3  
YIPPLEIBREAST PR@LEH...OC 
IYSUFf lC lEYT  MILK ....... 0 5  
Y W K I U G  ................. 06 
CHILD REFUSED ........... 0 7  
UEAYIYG AGE.. ........... M 
BECAME PREGYAYT ......... 09 
OTHER 1 0  

(SPECIFY) 



;;* </& 1' YES: 
-.I 01. h-y water7 
( I F  YES: H a  Mnv t I m ~ 7 )  

LAST BIRTH Y E X T - T O - U S 1  1111H 
we 

YES YO 
......... , L I I U  W T E S  1 2 

I OF TIMES... ...... L o  
il(UT11. ............. 1 2 
I O f  TIMES... ...... L o  

W W R / H W E Y  WATER ... 1 2 
I OF TIMES.... ..... Lo 

JUICE ............... 1 2 
I OF TIMES.. ....... L o  

.......... HERBAL TEA I 2 
1 0 1  TIMES ......... L o  

........ GRIPE U T E S .  I 2 ......... I OF TIMES L o  
@A81 FOI1WLA.. ...... 1 2 ......... I OF TIMES L o  

........ FRESH MILK.. 1 2 
I OF TIMES ......... L o  

lIYYEO/P(*ORO MILK. .  1 2 
# OF TIMES ......... 1 - 

I O L I O / W S H I  F W . .  ..l 2 
I O f  TIMES ......... L o  

:HECK 439 : YES TO UO TO A L L  
iW Cd L l W l D  G l Y E Y  W E  Dil 
I E S T I R D A I ?  

( S K I P  TO 142 



m (M) over given mything 
)drink frw bott le with 
nipple7 

+> 3 b  &LCr/ IJ 

n G$!, J 

)I irm m t h a  old ras (NuY) 
~.n h.lsh. .rmrt.d drinkinp 
r ~ l  bott le with nipple 
I . r.OY1.I. b.si.7 

/ (*ME) 

$i\ C&J, JI2k 2 4 
' l,i-d~,)L;: c 

as ( w ]  ever o i v m  any 
.tw. or s m t h i ~ .  .\st 
D drink or  cat 
other than brcastmilk)7 

,CL=,,ALUCI( J ~ U K I  

~ ~ u ' i + ~ ~ h l i b : d  
! y,, 

VES.. ................... .l. 
(SKIP lo 443)- 

L) ...................... .2 

IES ....................... 
m ....................... i 

(SKIP TO (U 1- 
CU ....................... i 

ICE IN *OYl#S..... m- 
I€-R CIVU IECUURLY..96 

(SKIP 10 4461- 

...................... ...................... YES 1 YES 1 I ....................... w "0 2 ................... 
( K I P  10 4 4 9 ) A  (SKIP 10 449)- 



I I F  LESS T W  1 w T W .  
REEPD 'W ' .  

I 

417 1 CHECK 446: 

AM IN o l r u s  ....... ....... m 
Yn GIVEN ............... 96 W l  GIVEY ............... 96 

....... AGE I N  w 1 u s  ....... [II I Y  D Y T H S  m 
W l  GIVEN ............... 96 YO1 GIVEN ............... 96 

A P  I N  w1ms ....... u 
Wl  GIVEN ............... 96 

ACE IN w i n s  ....... ....... AGE I N  W T H S  ....... c!I 
W l  GIVEN ............... 96 W Y  GIVEN ............... 96 NOT GIVEN ............... 96 

Y E S T  1 Y E  I Y E S T  

(SK IP  TO 449) (SK IP  10 449) (SK IP  TO 149) -" " v- 

ACE I N  D Y l W S  ....... ....... ....... [I) A U  I Y  wins u 
W l  GIVEN EVERY DAY ..... 96 W l  GIVEN EVERY DAY ..... 96 YO1 GIVEN EVERY DAY ..... 96 



4 5 0  ENTER THE L l N E  NUBER. NAME, W D  SURVIVAL STATUS 0 1  EACH BIRTH SINCE J W U l R Y  1% IN THE TABLE. 
ASK THE WESTIWS AWT ALL OF THESE BIRTHS. BEGIN w i n  THE LAST BIRTH. (11 THERE ARE MORE THAN 3 BIRTHS. 
USE ADDITICUAL FORMS). 

I LlNE UMBER 
I 

rROl a. 212 m I rr I rn I 

I F  YES: May I s e  I t .  pIe.sC7 

8 4  ?,+I 2 J'J$ &+&/ 

YES. SEEM. ............... 1. 
( X I S  10 453)- 

YES. YO1 SEEN ............ 2 
(SKIP l o  455)- 

NO CARD.. ............... .3 

1 )  C W I  VACCINATION DATES 
fm u c n  VACCINE r a m  
THE CARD. 

2 )  W I T €  '44,  I N  ,DAYL 
COLUN, IF URO snws 
THAT A Y A C C l N A l l W  
WAS GIVEN, BUT W 
DATE RECmDED. 

BCG 

OPT 1 

OPT 2 

OPT 3 

MEASLES 

- 

IES ...................... 1 
(SKIP TO 4551- .................... ID. .  .z  

Has ( N w E )  received any 
vmccinari- mer arc not 
recorded on this card? 

jib ?I i / / / i n * * ~ , C Z  
~ ~ : . ~ i d c ~ ~ I b ~ ~ ~ ~  

!$kc 

YES... .................. 1 
(PROSE FOR V A C C I Y A T I W S  

W D  W I T S  '66' Ill THE 
CORRESWYOINC DL1  
U K U  I Y  453 )  

I 
1 

YO ...................... 
DK.... .................. 

(SKIP TO 457)- 

- 

NEXT-TO-LAST B l R T n  
N U f  

YES, SEEN ................ 1- 
(SKIP 10 453)- 

YES. YO1 SEEN.. .......... 2. 
(SKIP TO 455)- 

.................. NO U R D  3 

BCC 

PO 

P I  

P 2  

P 3  

D l  

DZ 

D 3  

AL IVE  P OEAD P 
v - . -  

YES. SEEM ................ 
(SL IP  10 4 5 3 ) L  

YES. NOT SEEN ............ 2- 
(SKIP TO 455)- 

NO CARD .................. 3 

- - 
................... ..................... YES 1 YES.. 

(PIIOOE rDll V A C C I N A T l a S  (PROSE Fm V A C C l U T l a S  
AND LRITE '66' I Y  THE J AND W l l E  '66' 1 1  THE 
CWR€SP(YOIUG DAY CORRESWWlYG DLY 
CDLWN Ill 453)  1 

...................... ...................... YO 
DK ................ ...... 

(SKIP TO 457 )  

26 



I d  (W) ever r l c . 1 ~  YES .................... 1 
ny v w c l n r l m  to W ....................... 2 
w n n t  h1yh.r frm (SKIP 10 457)- 
ptt l tw dis.un? DK.. ..I ................... 

Polio r .Cc Im,  that I., 
d r ~ p  i n  the .ouch7 

I F  YES 
! LL+,'P'&Y d 
m injcct im .p.irrt 
ra l le .7  

YES.. .................. ..l 
no.. .................... .Z 
DK.. ..................... I 

YES...... ................ 1 
m. ..................... .Z  
DK.. ..................... I 

YES ...................... 1 
no.. .................... .2 
DK.. ................... ..I 

YES.. .................... 1 
m ....................... I 

(SKIP TO 4571- 
DK.. .................... .6 

YES ...................... 1 
w.. .................... .z 
DK.. ................... ..I 

YES. .................... .1 
no... ................... .z 
DK ....................... 8 

W E R  OF TIMES ........ C 
YES.. ................... .1 
m.. .................... .Z 
DK.. ................... ..I 

i 

YES ...................... 1 
m ....................... 

(SKIP TO 4571- ....................... 5 

I 

a 

YES ...................... 1 
m ...................... .Z  
DK.. ................... ..I 

Y ~ S  ...................... 1 
m.. .................... .Z 
DK ....................... 8 

Y U T R  OF TIMES ........ L 
...................... YES 1 

m ....................... 2 
DK.. ................... ..8 

doctor or health larker YES.. .................... 1 YES.. .................. ..l YES.. .................... 1 
t e l l  you abart th. c u e  of m ....................... z no ................. ..z m ....................... 2 
'bath of (YUE)? (SKIP TO (60 i d  (SKIP TO (60 i)."" (SKIP TO 160 i d  



459 H a t  dld t h w  say urn tho I CU. of d Y t h 7  

., - W d k < r u ' d a r i ~ ~ i  

(CIRCLE ALL r Y I t L S  I L N T l a Y L D )  

440 H m t  do you bllm u. the 
C U .  01 Q.th of ( W ) 7  

! i & -  e ~ 3 4 :  
(CIRCLE ALL W S E S  IL l l ICUWl  

(SKIP 10 (611-1 (SKIP TO ( 6 1 i d I  (SK IP  10 461)- 

FEVER ................... 1 
D I N *  W ................ 1 
rmcw ................... 1 
E A S L E S  ................. 1 
H * I l I l C  ................ 1 
O D I W L I I W S  ............. 1 
D l M R  1 

(WECITY)  

46.3 Ma. (W) bnn ill w i t h  
E& a t  w ti- In 

the 1a.t 2 m k . 7  

J ~ L ~ ~ ~ C ~ - ~ ~ A M H .  

................... FEVER 1 
D I N R W E I  ................ 1 
rmcu ................... 1 ................. E A S L E S  1 ................ Y P l l l l l C  1 ............. m Y W L S l W S  1 

DlWER ( W E C I I Y )  1 
(62 

Ma* (MI brrn ill w i t h  
c a s h  in tho 1.st 21 h o u r * ?  

2&;Jal ,  IC/I'~UU~,~ 
! 

................... FEVTR 1 
D I N R W  ................ 1 
rmw ................... 1 ................. Y I S U I  1 ................ U U l l l l G  1 ............. COYWLSIOIS 1 

O Y K R  ( W E C l f Y )  1 

Ha. ( H U E )  bnn ill w i t h  
f m r  at  w ti- i n  

...I.... L.k.7 

d u A z 2 9 f  ( u r n )  J 
!'+f,.Qi;>d 

I l o r  h Q  - ap (ha. t h e  
c a e h  l.stcd/did t h a  caeh 

I I F  LESS TWW 1 DAY. R E C W  ' W  

FEWR .................... 1 
D I N R H E A  ................. 1 
rmc*. .................. .1 

FEWR .................... 1 FEVER .................... 1 ................. DIMRWEA ................. 1 OIMRWEA 1 .................... ULLCM .................... 1 ULLCH 1 ................ MEASLES .................. 1 MEASLES.. 1 ................. n * I T I Y G  ................. 1 H * l l l l G  1 ........... ........... UYWLSIOYS. .  .1 EOYWLSIOYI..  . l  
1 DlMER 1 OIIIER 1 

(SF€CI I I )  (SPECIFY) (SPECIFY) 

YES. ..................... 1 
I).. ..................... 2 
OK.. ..................... 8 

YES ...................... 1 
YO.... ................... 2 
DK ..................... ..I 

YES... ................... 1 
no.. ..................... 2 
D* ....................... I 

YES ...................... 1 
no ................ 2 

1SCIP 10 4671- 
DK ............... 

- 
466 Hen (UIE) had the ill-. YES .................... ..l I w i t h  c&, did h d s h e  

breath .  1"t.r thm wwl I).. ..................... 2 

YES ...................... 1 
I) ................ 

(SKIP TO 46,)+ 
DK ..................... 

.................... YES.. 1 
YO ....................... 2 
DK ....................... I 

" 4 t h  short, rapid b r m t h a l  ....................... D,. I 

...................... YES 1 
YO ....................... 2 
DK ..................... ..I 

PI ...................... 1 

I)... ................... .2 

DK ....................... I 

................ DAYS ................ DAYS m 

-~ 

................ YES...... 1 
I) ....................... 2 

(SKIP To  467)- 
OL ....................... 8 

YES...... ................ 1 
I) ....................... 2 
DK ....................... 8 

YES.. ................... .l 
I) ....................... 2 

D L  ....................... I 



i r ~ .  L h ~ l  did .nk 
&lco or I r e a t m t ?  

*nvm 011.7 

!>Jl,a di77 

! c&i 

YO TREAT*ENT.. .......... .1 ............... I l J E C l l U l .  1 
ANTIBIOTIC 

( P I L L  a SIRUP1 ......... 1 
ANTIULARIAL  

(PILL a SYW) ......... I 
UUGn STRW.. ............ 1 
OTHER PILL a SYRUP ...... I 
W K K Y  P I L L  m SIRUP .... 1 
W E  l E l Y D l l  

WERML MEDICINE..... .... 1 
OIMER 1 

(SPECIFY) 

'115 ...................... 1 

NO ...................... 
(SK IP  10 4 7 1 ) d  

tOVERNNEN1 WSPITAL  ...... 1 
RHC/0W/GOVT CLINIC.. .... 1 
PRIVATE I (OIPITALICLIYIC. . l  
PRIVATE oarm.. ........ .I 
F U I L Y  M L F A l E  YYLKER.. ..I 
L N Y  YEALTH V IS l lO l l . .  .... 1 
rmXOPATH. .  ............. 1 

SHOP (OTHER lW 
DRUGSTmE>..... ......... 1 

OTHER 1 
I S P E C l i Y )  I 

Has (W*E) h d  d i a r r h e a  YES. ..................... 1 
in the (.st tro 9t.7 (SKIP TO 4 n ) d  

J ; * ~  *jrf (w*o J w. .  ..................... 2 
DL.. ................ .....a 

VES ...................... 1 YES ...................... 1 

YO ............... 2 W  ................ 
( V I P  TO 471)- (SKIP TO 4 7 1 ) 3  

WERYMENT HOSPITAL.. .... 1 
RYClBWlGOV l  CLINIC. .  .... 1 
PRIVATE IIOSPITALICLINIC.. l  
PRIVATE D W T a  ........... 1 
F U I L Y  YTLiARE YYLKER.. . .I 
LIDV HEALTH Y l S I T m  ...... 1 
M O P A T H  ............... 1 
WAKI*.. ................. .1 
I A l T H  HEALER. ............ 1 
DRff iSTmE.. .............. 1 
SHDP (OTHER THAN 

DRUGSTOLE). ............. 1 

RMClBHUIWVT CLINIC.  ..... 1 
PRIVATE HOSPIlALICLINIC.. l  
PRIVATE oaim. .......... i 

HAKIM.. ................. .1 
FAITH HEALER... .......... 1 
DRUGSTME.. .............. 1 
SHOP (OTHER THAN 

DRf f iST~E1. . . . .  ......... 1 
OTHER 1 

l S P E C I i Y 1  ~- . 

YES ...................... 1 YES ...................... 1 
(SKIP TO 4 7 3 ) d  (SKIP TO 473)- 

YO ....................... 2 YO ....................... 2 
DK.. ................... ..I OK.. .................... .I I 

( 4 R  1 ..*.*..*..W M C X  10 4 5 1  NEXT 01171: O1, li W W E  111115.  SK IP  TO 4W*****..'*. 1 
4 7 3  H n  (WE) h d  d i a r r h e a  

I in t h e  l a s t  2 4  h w r r ?  

d&f~d~>*f(wu~)J 

if>> 
F o r  h o u  -day. (ha. the 
d i a r r h e .  h s t d d i d  
the d i a r r h e a  Last)) 

4 ! +. d>';fL 

1 ql& h.2 
I F  LESS THAN 1 DAY, RECOPD ,W' 

YES.. .................... 1 
.................... NU.. 

....................... 
. 2  

OK I 

YES ...................... 1 
W ....................... 2 
OK.. ..................... I 

VES ...................... 1 
YO ....................... 2 
DK.. ..................... I I 



~ ~- 

I" I CHECK 427/433; 
LAST CHILD ST ILL  
YEASTfED7  

D U r i w  1 Y U L ) ' s  dtarrhca. 
dud y w  ch- the fr-y 
of b rear t Ind ing7  

??ij L,, C I J ~ > A U Y ) L I  

K ,  12 d q  ,.,> G I  L- 

I D l d  YW IOCIC.LI th. 11-y 

YES 

(SKIP TO 6 I P )  

YES ...................... I 

SAME .................... .1 
M E  ..................... 2 
LESS.. ................... 3 
DK ....................... 8 

UE ..................... 1 
* u s . .  .................. .2 
LESS.. .................. .3 
OK.. .................... .I 

- 
481 Yas I N W E )  s i r m  l i v i d  made YES ...................... 1 ..................... I f r a  rpc l .1  pcket7  YO. ................... .2 

DK.. ..O 

IES. .  .................... 1 VET.. ................... .1 
w ....................... 2 w ....................... 2 
>K ....................... 8 DK ....................... 8 

( Y I P  10 4 m  ( Y I P  TO 4 I P )  I 

..................... i W E  1 .................. YYIE.. .2 
.ESS.. ................... 3 .................... )K... 8 

% W E  ..................... 1 
YYIE.. ................... 2 
.ESS. .................... 3 
IK.. ..................... 8 

...................... ...................... fES 1 YES 1 
40 ....................... 2 YO ....................... 2 .................... .................... IK. .  .a DK.. .8 



.. IW) g , v m  ."" o f  th. 
0ll0li4 &ring t h e  diwrh..: 

d'rr~d,JXf<ww,, 

!9  $d>&i/dv: 
M- w * q ! J ~ b ' d j + & f i  

, . IES.. .................... I 
w ...................... .2 
OK.. .................... .a 

YES ...................... 1 
no.. .................... .2 
DK.. ................... ..I 

YES ...................... 1 
no ....................... 2 
OK.. .................... .a 

YES ...................... 1 
Y) ....................... 2 
DK.. ................... ..a 

YES ...................... 1 
*0 ....................... a .................... DK.. .a 

YES ...................... 1 
w ....................... 2 
DI. .  ................... ..a 

A h a - -  f l u i d  nrdc f r o l  
.wr, ..It .d ".t.C? 

, F d f 6  2; ,.I -t Lf. 
(JJ %J- 

ry other hee-msdc t l u t d ?  

!531>+,1 J /J+-J./ 

YES.. .................... 1 
no.. .................... .2 
OK.. ................... ..a 

YES ...................... 1 
*) ....................... 2 
DK...... ................. 0 

YES.. .................... 1 
10.. .................... .2 
DK ....................... 8 

YES.. ................... .1 
NO. ...................... 2 
OK.... ................... 8 

YES ...................... 1 
YO ....................... 2 
OK ....................... a 

YES...... ................ 1 
YO... ................... .2 
OK ....................... a 

W K  481 AN0 482:  
cnl io GIVEN 
FLUID FROl PACKET 14811 
W O 1 m  ANY 
HUE-IUDL FLUID 1482)) 

YES GIVEN NO 
FLUID F l u l O p  
1PKT.lHWE) 

0 Y 
(SKIP TO 

YES GIVEN NO 
FLUID 
I P K T . / H M )  

YES GIVEN 
FLUID FLUID 
1PKT.IHOlE) 

rr h a  my day. uas 
IUE)  g i v m  t h i s  f l u i d ,  

' +>d>2'J/ < / < W E  

DAYS ................ r-l- DAYS. ............... m L1_1 

OK.. ................... .98 

F LESS THAN 1 011, RECDllD ,00 I. ny th tng  g i r m  f o r  t h e  
ierrh.. ( o t h e r  than th is  
h i d ) ?  

,VCJP~~,J I f  >JC/ 

YES ...................... 1 
w..  .................... .2. 

I S K I P  TO 487)- 
OK.. .................... .1C 

................... YES.. . l  
YO ....................... 2. 

(SKIP TO 487)- 
DK.. .................... .& 

YES ...................... 1 
w ................ 

I S K I P  TO 4 8 7 ) a  ..................... OK. .d 

AYTIBIOTIC P I L L  011 
SYRUP.. ................ .1 

OTHER P l L L  OI 

ut US g i v m  t o  t reat  
re d i a r r h e a ?  

A u T I B I O l I C  P l L L  OP 
SYRUP.. ................ . l  

OTHER P I L L  (II 
................ SYRUP.. .1 

UNKYCYY P l L L  011 
SYRUP.. ................. 1 

IYJECTICU... ............. 1 
l I . V . 1  INTRAVEYWS... .... 1 
W REMEOlESl 

HERBAL MEDICINES ........ 1 
OTHER 1 

(SPECIFY) 

W T l S l O T I C  P I L L  01 
SYRUP.. ................. 1 

OTHER P I L L  ~~~ 

SYRUP ................... 1 
W I K Y W  P l L L  01 

SYRUP.. ................ .1 
UNKYOUU P l L L  OR 

SYRUP.... ............... 1 
INJECTICU.... ............ 1 
(1.V.) INTRAVEYWS ....... 1 
nalE REMEOlESl 

HERBAL MEDICINES..... ... 1 
OTHER 1 

ISPECIFY) 

SYRUP.. ................. 1 
INJECTICU. ............... 1 ....... (I .V. )  INTRAVENWS 1 
nalE REMEOIESI 

HERBAL MEDICIYES.... .... 1 
OTHER 1 

(SPECIFY) 

CIRCLE ALL MENTIWED) 

~d YOU seek & i c e  01 YES ...................... 1 YES ..................... . l  
r..t..nt for the 
i.rrhc.7 YO.. .................... .2 YO.. .................... .2- & i  d I S K I P  TO 4891c--] (SKIP TO 489)- 

YES.... .................. 1 

NO.. ................... ..2. 
(SKIP TO &LIP)- 



! c &,>I 

(CIRCLE ALL M Y T I W E D )  

PRIVATE ~ l l A L l C L I Y I C . . l  
PRIVATE wia ........... I 
FUILI E L F M E  UIKEI. ... 1 
LADI  WEALTH V l S l l Q  ...... 1 
I a b X W A l W  ............... 1 
WIN. . . . .  ............... 1 
F A l l H  HEALER.. .......... .1 
DRf f iS lD lL  ................ 1 
S W  (DIHER T U I  

G D n R Y Y l l  W I T A L . . . .  . .I 
l H C l I Y l l W  CL IY IC  ...... 1 
WlVATE msPI lAL /CL IY IC . .1  
PRIVATE W C l 0 1  ........... 1 
F U l l l  YLFARE UIKER.... l  
LAD1 WEALlW V l S l l 0 1  ...... 1 
I ( m W A I H . . .  ............ 1  

OTHER 1 
( W E C I F I )  

G D n R Y E Y I  W I l A L  ...... 1 
R I Y I D W I W  CLINIC ...... 1 
PRIVATE m s P l l U / C L I Y I C . . l  
PRIVATE W C l 0 1  ......... . . I  
F U I L I  Y L F U E  UIKER....! 
LAD1 WEALTH V I S I T 0 1  ...... 1 
I ( m W A 1 H  ............... 1  
WI* .................... 1 
F A l l H  HEALER ........... ..l 

ms SOLUllOY 
MYTICUED 
(AM1 I E S  I N  481)  

Oss I O L U l l W  

I 
01 

481 YO1 ASKED 
I I 

HWC YOU ever heard of spci.1 prodrt  s.1L.d 011 or 
N ! ~ o I  lor  L a A L  w) YOU c n  pet for  the t r u t m c  of .......................... dl.rrhc.7 

YO.. .2 

I 
YES.. . ? A 4 9 3  ........................... 

&'tlre'>. 7 r1 .  4 d(ik'~/.! o ,Q I , ~~* I ;~~& ;-?j I 



(CIRCLE ALL PLACES MEYTICUED) 

CHECK 182: - 

U K K E  PACKET A 1  OYCE... ......... .I 
CULY PART OF PACKET .............. 2 . 

2 5 0  NL. GLASSESICUPS.. .... 3 

5 0 0  NL. GLASSESlWPS ...... 4 

UKNOYY S I Z E  GLASSESINPI .5  

1 SEER CCUTAIYER ............... WO 

1 1 2  SEER CCUTAIYER ............. W1 

1 1 4  SEER CCUTAIYER ............. W2 
OTHER 996 

(SPECIFY) 
DK ............................. 9% 
WVERUMEYT IIOSPITAL.. .......... .1 
RHCIB)IU/WVEIYMEYT C L I N I C  ....... 1 
PRIVA lE  HOSPlTAL ICL IN IC  ........ .1 
P R l V A l E  DOCTOR .................. 1 
F U I L I  YELFARE WRKER.. ........ .1 
LADY HEALTH VISITOR.. ........... 1 
HAKIMIHOIYXWATH.. ............. .l .................... DRUGSTORE.. .1 
snw (OTHER i n A N  

DRUGSTORE). .................... 1 
O T ~ E R  1 

(SPECIFY) 

WGIR/SALT/UATER WWR/SALT/UATER 
FLUID MEYllCUED 
(ANY YES I N  482)  OR 402 YO1 ASKED 

Yho ta(lpht y w  t o  p r e p a r e  the ha r -made  f luld d 
frm %gar, s a l t  and uater? 

WVERIMEYT HOSPITAL.. ......... .O1 
RHC/BIU/WVT CLINIC.. ......... .D2 
PRIVATE HMPITAL/CLINIC. . .  ..... 0 3  
PRIVATE DOCl(YI ................. 04 
FWILY ~ L ~ M E  UJIKER.. ....... .M 
LADY UEAL1,H VISITOR ............ 06 
HCYYWATH..  .................. .D7 
H U I M  ........................ ..M 
I ( I 1 I Y I U T t C U  T E N  MEMBER.. .... .OP ................... DRUGSTORE.. .lO 
sw (OTHER rnw oauasimE,. . . . i i  
RADIOITV... ................... .12 
FRIEYOIRELATlVE. ............... I 3  
OTHER 1 4  

(SPECIFY) 



NO. I I 
l l P  

W E S l l C U S  AND FILTERS CODl lG  U T E G D l l E S  I TO 

CHECK 107: 

M R E Y T L Y  NARRIED p YO1 CURRENTLY 
(OWE 1 I Y  107)  W R I E D  

(CODE 2-5 I N  107) 

Aro yar l i r i w  with w r  h u b a d  m or Ie h. 
staying .L..lh.r.7 - "dl4> + I it@/ ..ld.,(. ~ 3 i  J Y 

!&+J 

D u r i w  the last four W s ,  wre you yarr 
hushmi .p.rt a l l  of the ti- w did you stay 
t0Wth.r rn of the ti-? 

~ h 4 a b  ( ~ ~ > ~ ' 7 7 , , 1 y ~ f d ~ ~ , ~ ~ ~  
d 

4, c>u,/fj : .  el Ji 

L I V I W  Y l l H  H I *  ................. 1 I 
SYAYIf f i  ELSEWERE .............:. 2-So$ 

I 
A L Y Y S  L l V l l C  TOGETYEI 

I .......... 
W A R T  SaE of T I E  rt* .......... 
W A R T  ALL of T W  TINE 

F'JU ........... 
I 

W A R T  ALL  of THE T I M  .......... .1 I 
STAYED TDOLTHER YI C+ TIW....Z-SOL 

00.. your h u b m i  have m y  othw ui* kid.. 
W I . C l 1 ~  

5 & JI JCc * , P L $ ? J / / : ~ c ~ ; ~  
, - 

YES ............................. 1 I 
YO .............................. 2-5W 

I 

A r e  you the f i ret ,  sumd,...rifo? .......................... I ..... 
U 

! 1 
( I s I w a s )  there a b l d  rsl . t imhip betwwn you 
d your h u m  

' 1 -  !(G ) & - ; ! ~ f d d i i , e - . d ~ i . ~ ~ l r l ; - 7  v J 

YES ............................. 1 I 

m s r  m n l u  OY FA~HER'S SIDE...! 
FIRST m K l Y  01 *DrHER'S SIDE...Z ................... rm*, m~w 1 
OTHER R E U T l 0 1  b 

( ~ C I I Y )  

Y 



1 5 1 5  I PRESENCE Of OTHERS 4 1  THIS POINT. 

5 1 1  

5 1 2  

I ...... YES W 
CRILDIREHI WEI 10.  .1  2 
WIOWD.. ................. .1 2 
OTHER U L E ( S )  .............. 1 2 
*OlHER.lM.LAM .............. 1 2 
OTHER FEULECSI. .......... . 1  2 

Hou o l d  r r e  you hinn ycu s t a r t d  L iv lnp w i t h  y a ~  
( f i r s t )  h- 

i b  L /(,++I i yy4J/  [JY' / 
F (*iQ'W q' 

in  h a t  m t h  d p a r  d i d  you s t a r t  l i r i n p  w i t h  him7 

# 

I J JL 71 - ' 
EQPARE 5 i l  AND 512 u i n  105 AYO 106. 
M E  CC4tRECllWS I F  IHCWSISTLHT. 

SKIP 
TO 
I 

- 

1 3 5  

Nx ........................ D 

* Y l H  ...................... 
..................... m 

DK * Y T H  ..W 

* E M .  ...................... m 
DK Y M  ........................ W 



ND. I U X S T l C U S  AND FILTERS 1 C m l N D  U T E G O I I E S  

b I 

1601 1 CHECK 322: I I NEITHER HE 011 SHE 
S ~ E R I L I Z E ~  p STERILIZED n 

I W l R E N T L l  WRRIED NOT CURRENTLY 
(CODE 1 I N  1 0 7 )  U R R I E D  

(CODE 2-5 I N  1 0 7 )  

CHECK 224: 

NOT PREGNANT W WSURE 0 P R E W N T  P - 
Y a y  I have s- qAestims 
. k t  the future. 
U w l d  you Like t o  have 
(al.rn1h.r) c h i l d  or 
-ld you prefer ~ ) t  to  
have mv (mrc) children7 

+ 
NO* I have r m  q r s t i w  
about the future. 
After the chi I d  yar a rc  
expectinp, u w l d  y w  l i k e  
t o  have -the" chiLd O? 

Y W L ~  y w  prefer mt t o  
have any mrc children7 

UVE A ( M T Y F R )  CHILD .......... 1 
10 * O I E I W E . .  ................ ..Z- 
SAYS SHE U Y ' T  I T  PREWYT.....l 
1P TO Gm ....................... 4 ................. JYDECIDED W OK b 

KIP 

3 
,611 

- - 

U w l d  you prefer y w r  n t  sh l l d  t o  be a boy or s g i r l  BOY ............................. 1 ............................ or doesn't i t  m t t e r 7  GIRL Z 
u - 1 ~  J > i s f i  y y $ 0 r ' ; d , 7 / J * ~ ? ~ ? C - /  D a s ~ v  UTTER .................. 3 

CHECK 224: 

NOT PREGNANT W UNSURE P PREGNANT P -+ 
lay 1- -Id yar l i k e  nor I m g  w l d  yar l i k e  t o  
t o  mi1 f r m  mr before wait a f t e r  the b i r t h  of 
the b i r t h  of ( a l aw thc r )  the c h i l d  y w  are e x p c t i n  
c))~ld.)  before the b i r t h  of amthe - child7 
J'+(&)L 71 j L B$LLL? 
,&+Lm-. &L&,l.g7 - .  

c 3qY4 v' +~./%51/) Lr  

'r</ 
( I F  W E R I C A L  M E W 3  GIVEN, RECWD W T H S  W YEARS) 

YYITHS ................... 1 

................. YEARS.. .Z qbll 
s,Xu/N(XI.. ................... .a 
SAYS SHE CAN'T GET PREWANT...PPS 

OTHER 996 
<SPECIFY> 

OK. ......................... ..a 



SKIP  
W E S T l W S  AND FILTERS I K D l N G  CATEGORIES 1 10 

CHECK 2 1 6  AND 224: 
YES 

HAS L IV ING - 

CHECK 224: 

H w  o l d  w l d  y w  l ~ k e  
y w r  YMORS~ ch i l d  t o  
b. Mm your next ch i l d  
i s  born? 

u.LJ id 4 g7r 
4,. J L$Lf& 
~ 4 & ~ ~ / r ~ ~  ,q 
- 6  .< 

PREGNANT 

2 
nw o ld  UWM you i l k =  
the chiLd y w  are 
expc t i np  t o  be h e n  
your n t  c h i l d  i s  born? 

DO yW r 4 P e t  that (YWIYOUI husband) had the *rat ion 
mt to  have any (mrc)  children? 

Yhy do you regret i t ?  

4GE OF YUJNGEST 
YEARS ...................... dbl 1 ,K.. ............................ .98 

YES ............................. 1 I 
N o  .............................. 2-610 

I 
RESPWDENT M N T S  ANOTHER CHILD..? 
HUSBAND M N T S  ANOTHER CHILD.....Z 
SIDE EFFECTS .................... 3 6 1 5  
OTHER R E A W  4 ?. 

(SPECIFY) I 

610 

NEVER ........................... 1 
W C E  W TUICE... ................ 2 
W E  OFTEN ...................... 3 

611 

Given y w r  present circ-ranees, i f  you had to  do i t  
over aoain, d. y w  think y w  uould neke the same 
d c c i s i m  t o  hare a r t c r i l i z a t i m ?  

,,? ., t,. f7;/; U, ;J,,v? f~ g b  . ./, r 
+d, ~ L I / J +  24 Tf+JP-ft77j&- L'/ 

YES 1 
I ............................. 

NO.. ........................... .2 
3 5  

! B</ 
DO y w  think that  y w r  husband approves or 
d i s . ~ ~ r o v e ~  of L ~ L C S  wiw a methcd t o  avoid 
p r ~ n s n c f l  . . * /  

L I , ~ / , J ~  <+ ~ ~ ; ~ 4 i ~ ~ : d & d ' y ;  

613 

I 
APPROVES ........................ 1 
DISAPPROVES ..................... 2 .......................... DK.. ..I) I 

n a v e  you and your husband ever discussed 
the &r of  chi ldren you r w l d  l i k e  t o  have? 

Z ~ J G ' ~ , L : ~ L , ~  ~6 JL&;/~;A~~.I 6 

YES.. ........................... 1 ............................. No. 2 



NO. I SKIP 
POESTIOYS AND FILTERS I C ~ I N G  CATEGORIES I TO 

..................... S A M  NWER 1 
W E  CHILDREN.... ............... 2 .................. FELER cn l~oarw s 

H a  1% s h w i d  a h w h d  a d  r i f e  wait before s t a r t i ng  DAIS ..................... 1 
sexual intercourse a f t e r  the b l r t h  o f  a bby? I ml 

................... , 2 

................... YEARS. 3 

(SPECIFY) 

Shw ld  a m t h c r  u a l t  u n t i l  she has c n p i e t e l y  r t o p p d  
breastfeeding &fore  s t a r t  lng t o  have sexual r e l a t i m r  
wa in ,  or d o c m a t  i t  nu t te r?  

1 S,di + c i,f~.;/~,~,=;&&jl/~(~ 
' , & , & d l  /&&+-? L Z L I A  

;,' 2; j, j f ~  ~ f i S  4 , r ~  
1 7  

CHECK 216: 

If YOU c w l d  chwse 
exact ly  the nnber of  
ch i ld ren  ro have In 
your *o le l i f c ,  h a  
my w l d  that  be7 

I 
v 

I f  y w  c w l d  00 back t o  the 
time y w  d i d  mt have any 
ch i ld ren  a d  c w l d  ch-• 
exact ly  the r * h r  of ch i ld rc l  
t o  have i n  your *ole l i f c ,  
h w  nny -Id tha t  t*? 

(,??A +>d7 r.3 
2 2 6 d/dvl-+ 

, G $J'~</~C,~I  

72 L.,-G 1 d21-s 

LPPROVE ......................... 1 
DISAPPROVE.. ................... .2 

YUSER ..................... 

............... UP TO W, ALLAH $5- 

OTHER ANSLER 96- 
(SPECIFY) 



U). 
I 

615 

- 
&?I 

- 
621 

- 
622 

PUESTIOYS WD FILTERS I ~ I N G  U T E C ~ I E S  

H a  m of t h a e  c h i l d r m  uarld yw l i k e  t o  be 
bq. rd h a  mr uarld ya l ikw t o  b. pirl.1 

U m l d  l i k e  t o  know h a  i r h  s c h m l i w  ya w l d  l i k e  
your childrwn t o  haw. ( I F  MOT STERILIZED: C m i & r  
the c h i l d r n  ycu .lr.wdy haw rd also m y  s h i l d r m  
that you l i s h t  have I n  thw future). First, iwt's t.Lk 
.bout s m .  H a t  i s  the h i s h u t  i w e l  of school that 
you m i d  li?. n)r of wr s m  t o  . t t d  

+ r # r ? J & + ~ ~ i / L q k F + . : r ;  

IFd h w  a b u t  dwughtcr.7 !Amt i s  the hiphest level 
of s s h m l i w  th-t you m l d  Like q of y a u  
de+t.rs t o  a t t m  

/ 
J,7 .+ d(ri V @;&&,t LO&. 

J d , ! ;  ~ 8 ~ 4 ;  6 ? ~  u r u & / J v k  
5 6,'~" yi d? 7.. 

m a t  do you th i *  i s  the ideal a- s t  r r r i s p e  
for boys? 

,x&', C U , ~  ue d+ Lui 

1 4  +=? 

WYS GIRLS EITHER 

W TO bm. ALLAH ........... PPPPPS 
OlUEl WPPW 

(SPECIFY) 

YYE ............................ 1 
P I I U R Y  ICIYDL .................. 2 
MIDDLE ICKIOL ................... 3 
SECOIDARY s c n m  ................ 4 
HIGHER .......................... 5 
OTHER 6 

(SPECIFY) 
M.. ........................... .a 

W E  ............................ 1 
P R l U R Y  scllcci .................. 2 ............... MIDDLE S C l l a . . .  .3 
SECOYDMY SCKIOL.. ............. .b 
HIGHER.. ....................... .5 
OTHER 6 

(SPECIFY) 

......... IDEAL AGE IN IEMS 

OTHER 96 
(SPEC1 FY) 

lDEAL AGE IN YEARS ......... 

OTUEU 
(SPECIFY) 

" I 
624 If you madd t o  po t o  s h r l t h  c l i n i c  or a ho8pit.l. 

could you po by ~ w c s e l f  or wid you md to b 
r c y i w d  by, s-7 
LIP4 G2fl 

! d d r : , l i d ; ~ .  trCiw&~ll'Y;j 

............. WJLD GO BY SELF 1 

WID NEED 10 I ACCMWIED.. 2 

I T  DEPENDS ................... 3 



Yo. 1 I 
Y I P  

WESTIDYS AN0 FILTERS 

b 
C ~ J I Y G  CITEGCUIES I m 1 mi 1 c u m  107: 

EWRENTLY IURRIED NOT CURRENTLY 
(CODE 1 IN 107) IURRIED '-703 

(CODE 2-5 IN 107) " 
702 

703 

m a  o l d  i s  y m r  h u s h r d  i n  c n p 1 e t . d  yeare? 

7W 

ACE I N  CCUPLETED YEARS..... m 
DK ............................. PO 

ASK WESTlWS BELW A W T  CURRENT 011 YOST RECENT HUSBAND 

D i d  your ( l a a t )  husband ever a t t e n d  s c h m l ?  
YES.... ......................... 1 I 
NO .............................. 2-706 

I 
V l a t  was t h e  h iphes t  l e v e l  o f  s c h m l  he  attended: 
p r l nu ry ,  m a l e ,  s c c d r y ,  or h ighe r7  . 

:J3L.f-d+J da>i ;  L*>!; L J<' 
5 B > ! ; L ~ I  i 6 , ! i + 6 ~ b ' d 3 $  

CLASS ...................... m 
DK -...- s 

705 

PRIIUR'I ........................ 1 
MIDOLE. ......................... 2 
SICWARY ....................... 3 
MGUER .......................... 4 
OK.. ............................. 706 

I 
mat I.* the highest c l a s s  he c n p l e r e d  s t  char Level7 

, ~&,~@tj-"~r&~<,. ~ i . L & l  

HISIF~J~ILY LAUD ................. 1 
RENTED LAND ..................... 2 
-CUE ELSE'S LAND...... 3 ....... 

708 

40 

(Doesld id)  your husbard work a v i n l y  on h l r  wn l a r d  
or f m i l y  Lard, or ( d o e r l d i d )  he r e n t  lard,  
or (does ld id )  he work m a n r m  e l s e ' s  Lard? 

. .  



(X1LSTlCUS AM FILTERS 

f r m  w r  m hws-rk. .re y w  currmtly 
working1 

2 ! f.,J-r L & qlrJ2f 4 

In  your current work, do you work for  e e r  of ywr 
f r l l y ,  for s- else, or are you s e l f - q l o y . 0 1  

DO you earn cash for this w r k l  

PROBE: Do y w  nub m y  tor  wrkingl 

DO you do this wrk  at h o l  or way f r m  h w 7  

8E1P 
5 0 1 1 0  cmmlrs I ro 

I 
YES ............................. 1-712 

YO .............................. 2 I 

rES 
I ............................. 

YO. ............................. 
OK .............................. 9 , s  

I 

f ( I  F U l L l  * E * s E I  ............... t 
fOI -CUE ELSE ................ 2 
SELF-EWLOVED ................... 3 

YES.... ......................... 1 

YO .............................. 2 



CHECK 215 /216 /218 :  
I U S  CHILD DCaN SINCE YES 
JAY. 1% UO L I V I N G  
AT YI? P 
H i l e  yar .re rortlq. do y w  
h a v e  ( N U E  Of YWNGEST CHILD AT W E )  r t t h  you, 

S K I P  

I ...................... I 
USUALLY.. ....................... . 1 4 7 l 9  
W * E T l r U S  2 I 
NEVER.. ........................ . 3  

YO. 

7 1 6  

U S T I C U S  AND FILTERS I C m l N G  C A I E C a l E S  1 TO 

I 

- 

~c usually t a k e r  care o f  
INWI OF YWYGIST CHILD AT IIW) 
Y h ~ l e  y o u  are r o r t , n g ?  

f J f 

q ~ i / ~ f ~ ~ & d  ( N U Y  OF YOUGEsT CHILD AT mu) . ' 

W W . .  ..................... .01 
OLDER CIIILD(REN) ............... 02 
GIUY)PAREYTS ................... a 
OTHER RELATIVES ................ 04 
E l G H W S  ..................... .05 
FRIENDS.. ..................... .06 

............ S E R V U W H I R E D  I E L P  07 ............. CHILD I S  I N  SCWDC 00 
I Y S T I T U T l a U L  CHILDCARE ........ W 
OTHER 10 

ISPEElC", 

D i d  y w  w o r k  a t  n y  t i m e  b f o r e  y w  
( f i r s t )  sot irrri.d) 

,G~ida//+=-d . - (4) i ?if 

CHECK 709/71O/719I720:  

EVER W K E D  NEVER W K E D  
( U Y  YES I N  7W/ 

YES. ............................ 1 
NO. ............................. 2 

D i d  y o u  wrt just a f t e r  you 
( f i r s t )  got i r l i .d)  

t~;fd b 'L6J  (&?)&yrf 
YES ............................. 1 
no.. ........................... .2 

n3 

R4 

H y  did y o u  s t a r t  w r k l n g  i n i t i d l y 7  

L !  

(CIRCLE ALL REASCUS G I K Y )  

RE- T I E  C U R E N 1  TI-. 

-- 
FINANCIAL NEED .................. 1 
SUPPLEMENT f U I L V m S  I N C M  ...... 1 
PERYYIAL FULfILLMEYT ............ 1 
n u s w o  DIED~BECUE  ILL.........^ 
W B I E W € N T T O D I V ~ C E /  

SEPARAllCU... .................. 1 
OWER 1 

(SPECIFY) 

K U I S  ...................... 
M I W T E S  .................... 





Comments 

Comments 

About 

UJ p 
(To be filled in after completing interview) 

Respondent: 

on Specific 

Any Other Comments: 

Questions: 

SUPERVISOR'S OBSERVATIONS 

Name of Supervisor: , Date: 

DITOR'S OBSERVATIONS 



I D E N T I F I C A T I O N  

PLACE NAME 

NAME O F  HOUSEHOLD HEAD 

PROVINCE ................................................... 
........................... URBAN/RURAL ( u r b a n - 1 ,  r u r a l - 2 ) . .  

............................... W O R  C I T Y / D I V I S I O H / D I S T R  rcr. 

CLUSTER NUMBER ............................................. 
HOUSEHOLD NDHBER ........................................... 
MAJOR CITY/SMALL CITY,TOWN/VILLAGE.... . .  ................... 

m a j o r  c i t y = l / s m a l l  c i t y , t o w n = 2 / v i l l a g e = 3 )  

NAME AND L I N E  I O F  RESPONDENT 

NAME AND L I N E  I O F  F I R S T  E L I G I B L E  WIFE 

NAME AND L I N E  I) O F  SECOND E L I G I B L E  W I F E  

1 COMPLETED 3 POSTPONED 5 PARTLY COMPLETED 
2 NOT A: HOME I R E N S E D  6 OTHER ( S P E C I F Y )  

............................... LANGUAGE O F  QUESTIONNAIRE ................................... LANGUAGE O F  INTERVIEW 
NATIVE LANGUAGE O F  RESPONDENT ........................... 
TRANSLATOR USED. . . . .  ............. Y E S . . . l  NO.. .2 I33 

LANGUAGE CODES : 11 0 1  URDU 0 3  S I N D H I  05 B A W C H I  07 S I R A I K I  
0 2  P U N J A B I  0 4  PUSHTO 06 BROHI 08 OTHER ( S P E C I F Y )  

P P  



First I would l i k e  t o  a rk  m c  v r t i o n r  abart 
Yoursel f .  For wort of the tam vlt i i  you w r e  12 
years o ld,  d i d  y w  l l v e  in a c i t y  o r  in s v i l l a g e ?  

Z 2&c-,\ L-lL '+ 

~ ! , , 7 d / L f + * , t  . ( u f i k ' y j ,  -uIY' 

U U ~ P  UI? ? - y u d ?  

NO. 1 SKIP 

CITY ............................ 1 
VILLAGE ......................... 2 

nor  lw have y w  bem l i v i n g  c o n t > m s l y  in (#WE OF YEARS ...................... 
CURRENT PLACE OF RESIDWCE)? 

d 

L +e (#WE OFCURRENT PLACE OF RESIDEYCE, '$ I A L u A y S " " " ~ ~ ~ ~ " ~ ~ ~ ~ ~ . ~ ~ ~ ~ ~ ~ ~ 9 5  
VISITOR ........................ 9 2 1 0 5  

C @ , ~ J  a, I 

TO CODING CATEGWIES 

HWR ....................... 
MINUTES .................... B 

WESTlCUs AND ~ I L T E R S  

105 1 I n  what n m t h  and year u r c  you born? 

101 

1 

....................... I YEAR 

DK YEAR ........................ 98 

RECWO THE CURRENT TIYE. 

Just k f o w  y w  mved h e ~ e ,  d i d  you l i v e  i n  a c i t y  
or i n  a v i l l s p c ?  

4, ; + 'o,j i P C);j; U+ 
?U U;,% k 

CITY. ........................... 1 
......................... VILLAGE 2 

106 

107 

What i s  the h lgher t  l eve l  o f  school y w  attended: 
primary, nirljle. r e c d r y ,  or higher? , . 

>< +, cy ; 

HOW oLd a rc  YOU i n  c q l e t e d  years? 

S . . .  ($ 4/&' dLr A* L / & I  ; 

CMPARE AN0 CMRECT 105 ANOIC4 106 IF INCMSISTENT. 

nave y w  ever a t t e n j e d  school7 

J 

PRIYIRY ......................... 1 
MIDDLE .......................... 2 .................... SECCUOARY.. . 3  
HIGHER .......................... 4 

AGE IN CMPLETEO YEARS..... m 
YES...... ....................... 1 

.............................. I 
NO 2-111 

I 



SKIP 
NO. I WESllCUS AND FILTERS I C ~ I N G  CATECO((IES I TO 

109 I Yhet i s  the hiphest c lass y w  c a p i e t d  a t  that 1 ~ ~ ~ 1 7  I I 
1 u ~ ~ A + , u ~ L  u r  ...................... I CLASS 

5kd 

CHECK 1M:  
MIDDLE 
m A m  n 

EASILY. ....................... ..l 
W I T H  DIFFICULTY ................. 2 I 
NOT AT ALL... ................. ..-114 

I 
............................. Can YOU w r i t e  s l l p l e  Letter7 

I .............................. 
YES 1 

1 ~ r ;  Lr4~ o r b  A c l r  - . LI Yo t I 
D O  YOU u s u l l y  read m - 8 p p r  ar n p a z i m  
at  least  m e  a week7 YES..... ........................ 1 

.......................... NO... .Z I 
I 

00 YOU u s ~ l l y  l i s t -  t o  a radio a t  least m e  m k 7  YES 1 

I 
............................. 
.............................. 

114 I < /  4 f "0 2 

?(yZ I I 
115 Do YOU u s ~ l l y  watch t e l e v i s i m  a t  least  m e  a m k ?  YES ............................. 1 

vh&"z i  4 & f ~  + LY y i  Cf W )  .............................. 2 I I 

CHECK 116: 

Do you work l n i n l y  m your an land or I d l y  1 4 ,  
O r  do you mt id, or do y w  work m 8- 
else'. 1.m 

/, wJ (J'&ci +t ! & I ;  o a k ;  erd 
J,L~, /&;  i y r !  Q i j r t  

' 4 ;  J ~ ' ? ; c L -  

! W I F U I L I  LAND... .............. 1 
RENTED LAW ..................... 2 
SWEOYE ELSE'S LAND ............. I 



Y a  I -Id l i k e  t o  t a l k  .bout frill pl.miw - t h e  v a r i o u s  my. o r  m t h o d s  t h a t  a s q l e  can use t o  
delay or a v o i d  a prqruncv. Ylich Mays  or r t h c d s  h a v e  yar heard n b a r t ?  

L ;C:L J ! I L / / ? C ~ ~ ~ &  . O / : y ~ j i ! & c +  i ~ i i :  <+ 6 . ~ 6  y: yl 

:+L fl L , L  .L 2lAj " 2 p d ~  %:.q &,/(JG>J/.d~'i /',+! 25,  l. &> 
CfRCLE CODE 1 I N  202 FCM EACH WTHOD M N T l W E D  S P W l A N E W S L Y .  
THEY PROCEED D W  THE COLWY, READING THE NAME AND D E S C R l P T l W  OF EACH METHm NOT MENTIWED S W U T A Y E W S L I .  
CIRCLE CODE 2 1)  METHOD I S  RECOGNIZED. AND CODE 3 I F  NOT RECOGNIZED. 

01 P I L L  U-n C M  t a k e  pill J e v e r y  day. 

&+4, + 3,.. 2.f & 

0 2  IW u n m  can h e w  a lwp or J toll p l a c e d  i n r i d e  t h e m  by a 
&tor or a wrse.  

(/, Js,) ; 

pr-nt for  several n m t h s .  

&I 'f+p{; (,J'c;f : - 
&$ + b b  . .dObJ0,  

d i . ph ram,  j e l l y  or cr l rn  in- 
side t h r  befor. i n t e r c o u r s e .  

d :&f>.f++fj 

s h e a t h  drnw sexual intcr- 
c o u r s e .  

2 0 2  Rave y o u  ever I 203 Have  you ever 
h e a r d  of (METHOD)7 wed (METHOD)? 

IESISPCUT. .  ................ . 1  
YESIPROBED ................. 2 I 

................... Y E S l S W Y l  1 
YESIPROBED .................. i 
YO. ........................ .3 

................... I E S I S W U T  1 ............... YESIPROBED.. .i ........................ YO. .! 

Y E S I S W U T  .................... 
Y E S l P W W  .................. i 
YO... ...................... .? 

ES. .............. 1 

0 ................ 2 

E l  ............... 1 

o...... .......... 2 

'ES ............... 1 

10 ................ 2 

~ ~p 

1 YES ....................... .1 

YO. ........................ 2 

YES ........................ 1 

YO ......................... 2 

........................ YES 1 

YO ......................... 2 

YES ........................ 1 

NO.. ...................... .2 



k- there 

-i lf 

....... 1 

...... .z 

....... 1 

...... .z 

prson 
I ho" to 
w e ?  

' 'u' : k y 1 .  
lJW+ 

........ 1 
...... .Z  

L 

I p r s m  c w l d  po 
0 pet (MTHa))? 

METHOD) / C$ a?. 

R E I D  M S C I I P T I W  OF EACH ME 

Y E S I S P W T  .................. 
YESIPROBED ................. 
lm ......................... 

.I I YES... ........... .I 'ES ................. 
10. ................. 

' E S . . . . . .  ........... 

............ I I YES.. .1 
YO.. ............. .z 

M P E R I O D I C  AISTINEYCE Caplcs  -I can avoid h w i w  scrml inter- 
cwr rc  on ccrtein dsys of  the 
m t h  rhm the r o M n  i s  narc 
Likely to b e c m  pregnant. 

Y E S I S P W T  ................... 1 
YESIPROBED .................. 2 
YO. ......................... 3 

1 E S I S P W T  ................... 1 
YEWPROBED.. ................ 2 
YO.. ....................... .3 

VES. .............. 1 

............. YO.. .z 

................. Y E S I S P W T . .  1 

YO.. ........................ 3 

1 0  nmrc )rm heard o f  m y  other J ways or method. that -n 
or nm c.n use to avoid 
p r q n v r f l  

YES... ............ 1 
no.. ............. .2 

z 
(SPECIFY)  

YES... ............ 1 
m.. ............. .Z  

3 
(SPECIFY)  

YES. .............. 1 

.L 
I ms I cmr 20s:  NOT A SINGLE - V E S ~ ~  - A T  LEAST CUE VES" - 
I I (NEVER USED) (EVER USED) S K I P  TO 2 0 0  



P I  P L S l l O l S  UD FILTERS I C(DIY6 U l E U * I E S  

I 
Hm h a w  IOU ~ . d  or b m l  

~ ~ i i j l ) ~ o / ~  L ( + ! / ' : A ~ ~  

CCmIECl 203-M I U D  202 I F  Y E C E S r u I l .  

I- 1 -Id l i k e  t o  ask  IOU h t  th. 11- d m  yw 
f1r.t dld s - t h l w  or ud r t h d  
ro aro ld  pr-y? 

m a t  n t h d  did YOU w e  a t  t h a t  t ~ m 1  

~-,&d&'oj; k LZ. t+ L +- i & y 1 

& X ) J  u' u;: e? d l i b  L L: . i L - L + 

40.1 NW lirina child- did you h a w  a t  1h.t ti-, 
If rrl)  , 

L t 0;; 2 L -; C3jl ~ f :  - -  
I F  W E ,  RECOllD '00'. 

cnrcr 2 0 3 1 0 7 )  : 

W W  YO1 
STERILIZED 

YES ............................. 1 

Y) .............................. 2- 

P I L L  ........................... 01 

- 
UEI OF CYILDREI  ......... m 

r 

nusum 
STERILIZED 21% 

Y 

I. 

I.... "if.... I Hat -in r...ar you uld your not 
u l m  r t h c d  to d e l a y  or wold p-yl 

MAITS t a a ~ ,  C ~ I ~ D R E ~  .......... 01- 
LACK Of KYWLEDGE .............. 0 2  
Y l F E  OPPOSED... . . . . . . . . . . . . . .  0 3  
COST 1m *ICY .................. ru 
W R l  AMUT SIDE EFFECTS ....... 0 5  
HEALTH CCUCERYS.. ............. .O 
HARD TO GET *ETIKDS ............ 0 7  
REL lG lCU ....................... M 
OPPOSED TO F M I L I  PLAYYIYG ..... W 
F A l A l l S T I C  ..................... 10 
OTHEll PEOPLE OPPOSED ......... ..I1 
lIFREDUEYT SEX ................. 12 
HARD rm UIFE TO GET parwrur..cl 
U I F E  MEIOPILISAL/IUD YISTRECTMI.14 
IYCOYMYIEYT ................... 1 5  
Y l f E  MSEYT .................... 16 
WIFE U E U T F E E D I M G  ............. 17 
WIFE I S  &UREYTLI  P R E W I T  ..... 18 
OTYER 19 

ISPECIFT)  



YO. 
I 

213 

213, 

- 
214 D o  YOU k n o ~  the brand m of the p i l l s  

ywr w i l e  I s  mr w i w 7  

qu: - fl, /++! &PI. J(rfcl<d'ci; 

s r ;  ( p ' p d c j l i f c r i  

(RECORD N U K  OF BRAND.) 

S K I P  

- 

2 1 6  1 May  I see the p c k w c  of cads. ycu are win. m r 7  

WESTIOUS AND FILTERS 

m i c h  method -re you w i n p 7  

' " 
CIRCLE '07' FOR U L E  S T E R I L I Z A T I W .  

- 
RUPEES... .......... 
FREE... ...................... 
OK.. ......................... m 

I 

C ~ I W G  CATEUXIES I T O  

P I L L  ........................... 01 I ......................... IUD.. .02 
IYJECTIOUS .................... . 0 3 3 2 1 9  
DlAPHRAW/6OAWJELLI  ........... 04 
COUOM.. ...................... .05-216 
FEMALE STERILIZATIOU..... ...... 
MALE STE11111ZlTlaY.. .......... . a 2 1 9  
P E R l m l C  ABSTINENCE ............ 
VIT~RAUAL.. . . .  ................ 
OTHER 

(SPECIFY) I 

.................. PACKAGE SEEN.. 1- 

BRAND NAME m I2l8 
2 

PACKAGE NOT SEEN... ............. 2 I ( (RECORD NAME OF BRAND.) ! u/ I-L 

218 1 How w h  does one c- cost YOU? ........... I RUPEES.. mm I - 

- 

FREE. ........................ PW6 
......................... w e  

5 I 

2 1 7  D o  YOU k m  the brand na. of the condan. 
YOU are w using? 

/ dr(z ~ + J h ~ !  p ' h + y  yy 

(RECORD N W E  OF BRAND.) 

BRAND NAME 

or ............................. va 



SKIP  
UJESTIDYS ~m FILTERS I C ~ I Y G  C A T E ~ I E S  I TO 

.... I ...... U W E R W Y T  HOSPITALIRHSC.. .O1 
RHC/BHUIGOVERWEYT C L I Y I C  02 
IAMILY Y E L F U E  CENTER.. ........ 0 3  I CHECK 213: 

HEISHE STERIL12ED USING ANOTHER ~ l n m  

"2 "4 
Yhero d i d  t h e  bhmr. d i d  y w  o b t a i n  
s t e r i l i z a t i o n  take  i M T H a ) )  the i a s t  time7 
p l ~ . 7  <+ (js (i C %i 

c t r .  d dr; u t ;  IMTHOD) L / U ~  

I Y M  OF IIOIPITAL. C L l Y l C  01 CENTER I F  CODE 01-05,  

H a  long does i t  take  t o  t r a w l  
110.1 yWr h- t O  IhI. P IKC7 

I F  LESS THAN 60 MINUTES, REC(IID MINUTES. 
O l R E W l S E ,  R E C M  W S .  

I s  i t  easy or d i f f i c u l t  t o  0.1 there7 

? & (: +uL-; L&v!, 

CHECK 213: 

................... I W  EFYTER . .W 
PRIVATE ~MPITAL a CLINIC. .... 05 
W I L E  C L l Y l C I E X T E Y S l W  TEAM... 

I 
FIELD UIIKER... ............... . a 2 2 2  
PRIVATE D o c l a  ................. 08 
HAKI*/HOOEOPATH ............... 09 
DRUGSTOsE.. ................... .10 
SHOP (OTHER THAN DRUCST(IIE)....ll 
TR*DlTlOYAL B IRTH ATTEYDWT....l2 
F R I E ~ S / R E L A T I W S  1 
OTHER 

.............. I 
"I 1 4  

(SPECIFY) 

HIYUTES... ............... 1 

Hum............. ....... 2 w 
EASY ............................ 1 
DIFF ICULT ....................... 2 

STERILIZED METHOD I I 
Y 

- 
I 

n m T H  ...................... 
YEAR ....................... mas 

I 
2 2 4  F o r  h w  m y  m t h a  have you been urirq 

(N I IREYT METKD)  c o n t i n n u l y )  

/d+ ! L- - ~ L ~ ~ ( C U R R E Y T  METHW i 

I I F  LESS T I M  1 W I T H ,  RECO((D '00'. 



S K I P  
(IIESTIOYS & m  FILTERS 1 CODING C A l E U l l E S  I TO 

D o  you in tmd t o  um method to delay or avoid 
I .......................... YES.. . I d 2 2 8  

a prcpnncy at tiln !n the future? YO .............................. 2 1 ........................... OK.. .-231 

' s ~ ) j / d > q  e f l d c i i * ~  , ,,3 2; I 

I DO yOU intcnd to  lac  . method 
within the next 12 nmth.7 

*ere cm you get (METIM) W N T I W E D  I Y  229)) 

WANTS CHILDREN ................. 0 1  
LACK OF KYWLEDGE.. ........... , 0 2 3 2 3 1  
WIFE OPPOSED.. ................. 03 1 .................. COST im WCH 
W R Y  ABWT SIDE EFFECTS ....... 
HEALTH CMICERNS ................ 
HARD 10 GET METNmS ............ 07 
~ELIGIW ....................... 00 I 
OPPOSED TO FAMILY PLAYYIYC.. . ..W-231 
FATALISTIC... ................ ..I0 
OTHER PEOPLE OPPOSED .......... .I1 I 
IY fREWENT SEX ................. 12 
n m  roa WIFE TO GET PREGYAYT..?~ 
u l r E  MEYOPAUSALIHM n r s m c i n y . 1 C  
IYCMIVEYIENT ................... 
OTHER 1 6  

( S P E C l f Y )  
OK ............................. 

YES... .......................... 
NO... ........................... 
OK... 

I 
3 2 3 1  

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

I 
YES.... ......................... 1 
YO.. ........................... .2 
DK.. ........................... .(I 

P I L L  ........................... 01 
IW ............................ 02 
IYJECTIOYS ..................... 0 3  
O I A P H I A U l F O l M I J E L L Y  ........... 04 
COY0 CU ......................... 0 5  
FEWLE STERILIZATION.. ......... 06 
MALE S T E R I L I Z A T I W  ............. 0 7  
PER1001C ABSTIYPYCE. ........... O& 
UlTHDRAWAL...... ............... 09 
OTHER 1 0  

(SPECIFY) 
UNSURE. ....................... .P& 

WVERYWYT HOSPITALIRHSC ....... 0 1  
RHCIBYUlGOVERYMEYT CLINIC.... .. 02 
FAMILY UELFARE CENTER .......... 0 3  2 3 3  
Y W  CENTER ..................... 04 
PRIVATE ~OSPITAL ca CLINIC ..... 05 4 
W I L E  C L l Y l C l E X T E N S l M I  TEAM ... 06---, 
FIELD KlaKER.. ................ . 0 7 A 2 3 5  
PRIVATE oocra.. ............... 
HAKIM IUOMOEOPATU ....... .w 
DRUGSTOSF.. .................... 10 233 
S W  (OTHER THAW DRUGST(RE)....ll 
TRMIIIOYAL BIRTH ATTEYDLYT a 

...... 
OTHER 1 2 2 3 5  

(SPECIFY) 



WO. I U S T I C U S  AND FILTERS I C ~ I U C  CAIECMIIES 

I D o  y w  kmu of place here you c n  obtain 
a method o f  f m i l y  p l u n i w ?  I 

mere i s  that? 

c; '2/& J J  

( N U E  OF HOSPITAL. CL lWlC  Os CENTER I f  COOE 0 1 - 0 5 )  

2 3 3  

In the l as t  nmth, have y w  heard message 
.bout f r n i l y  p l a m i w  on: 

.,+w re j// U;,&'?I->,UT 
the radio? 

How long h e s  i t  ta t -  t o  t ravel  
frm VOW h- t o  thus place7 

- ' 

I IF LESS i n l n  60 MINUTES, R E C ~ D  MINUTES. 
OTHERYISE. RECOsD W S .  

YES ............................. 1 I NO .............................. 2- 

234 

WVERNMENT HOSPITALIRHSC.. ..... 0 1  
RHCIBHUIGOVERNHENT C L I N I C  ...... 0 2  
FAMILY YELFARE CENTER .......... 0 3  I 

I s  i t  easy or d i f f i c u l t  t o  get there? 

L i $ ' r u \ >  - ,  

. . . . . . . .  

N W  CENTER. .................... 01 
PRIVATE HOSPITAL DR C L I N I C  ..... 0 5  I 
W I L E  C L I N I C I E X I I N S I W  TEAM...O& 
F IELD UXKER..  ................ , 0 7 1  
PRIVATE DOCTDR ................. 0 8  
H * K I * l H m O P A T H  ............... 0 9  
DRUCSTO((E ...................... 1 0  
SHOP (OTHER THAN DRUGSTME) .... 1 1  
TRbDITICUAL B IRTH ATTENDANT .... I 2  
FRlENOS/RELATIVES.. ............ 
OTHER 

(SPECIFY) 

MINUTES .................. 1 

HOURS... ................. 2 

DK ............................ W8 

EASY.... ........................ 1 

D I F F I W L T  ....................... 2 

DO y w  think that  the message y w  heard was ef fec t ive  
or rot e f fec t ive  in p r s r u d i w  c a q l e r  to we f n i l y  
p l u n i w 7  

~ Y , J L ~  M &  .Lei ((w (l;r: J LVi 
I+:/. .i-/Jlrv! ;2?-) ' L U ~  < P d l i i ~  ' J  

<)/;ti +>/,+Fi/ 

I s  i t  acceptable or l r ~ t  acceptable t o  y w  for  f m l l y  
p l m i w  i n f o r m t i a n  to be provided on the radio or 
teLe~ is ion7 

d:'d,? 'JJ.lit:+d2'p2.~ c, r, , '  
;;I& I-;' .G.P J'S> <,-+ ;l%li~' 

236 

EFFECTIVE ....................... 1 
NOT EFFECTIVE ................... 2 
DK .............................. 8 

I 

CHECK 235:  

HEARD MESSAGE NOT HEAR0 
(ANY YES I N  235) 7 MESSAGE 

ACCEPTABLE ...................... 1 
NOT ACCEPTABLE .................. 2 
OK .............................. 8 



gc rw  J: rURnr rGE 

SKIP  

3 0 5  1 In  *at m t h  a d  year did yw s ta r t  , l l v l n p  with her? I W T H  ...................... m 

3 0 3  

- 
t,i/~;;', ;b .A Or d~ ,,I + Ji .i; D K W T H  ....................... ps - 

5 G 4 YEAR I . .  .................... m 
DK YEAR.. ..................... .98 

CWPARE 3 0 4  AND 305  U l T H  105 AND 106. 
IUKE a R E C T I O U S  I F  IUUYSISTEYT. 

~ I M G  U T E r r m l E r  I TO 

........................... YES. .1 I ........................... M.. .2-303 

YUBER 

I 
........................ 

m. 

3 0 1  

SO2 

........................... n a v e  you b..n mrrlcd mly a r e  OWCE .I 
or  m r e  than onsd ............... W E  THAN CUCE.. .2 

,+< dp2/cf/l ~, j / c~ ,~d , ;d  
i /  

I- I PRESENCE OF OlRERf AT THIS  POINT. 

tllFsrlms AY) FILTERS 

Do ycu have .y other w i n .  besid.. 
INAM€ OF FIRST EL IGIBLE Y l F E  FROl CW€R PAGE)? 

(NAWE OF FIRST EL IGIBLE UIFE FROl COVER PAGE) J ;  
5 yt ukfi & /I" . . 

ila m other u l r n  do ycu how7 



SECTION 4 .  FERTILITY PREFERINCU 

NO. I I 
SKIP 

WESTICUS AN0 FILTERS C ~ I N G  UTEGODIES I TO 

HOW mny an r a s  do you have? 
And h a  nvny o m  d a u g h t e r s  do y w  have? 

/ ................... W Y  W S  

.............. W Y  DAUGHTERS 

CHECK 4 0 3  : 

402 

UIFE NOT PREGNANT OR WIFE PREGNANT 
UNSURE 

7 7- P 
Y Y 

N o r  I h a v e  rone q w r t l o n s  Nou I h a v e  sane q u e r t i m s  
. k t  t h e  f u t u r e .  a b u t  t h e  f u t u r e .  A f t e r  
Y w l d  YW l i k e  t o  have  t h e  child YWT wlfe I S  

(./another) c h i l d  or expecting, w o u l d  you l l k e  
w l d  you p r e f e r  not t o  t o  h a v e  a n o t h e r  c h l l d  o r  
h a v e  any (narc) children? u w l d  v w  orefer not t o  

I F  YCUE RECCUD '00'. I I 
CHECK 213: 

NEITHER HE CU SHE 
STERILIZED 7 I .LOT 

YES ............................. 1 

YO .............................. 2 

UNSURE .......................... 8 

L 

HAVE A (ANOTHER) CHILD .......... 1 .................... "0 UYIEJUOHE 2- 
SAYS UlFE CAN'T GET PREGNAYT....I 
UP TO GOO ....................... 4 
UNDECIDED CU OK ............... ..& 

uwld y w  p r e f e r  y w r  next c h i l d  t o  be a boy or  a o l r l  1 BOY ............................. 1 I ............................ or d o e s n ' t  i t r a t t e r ,  GIRL 2 
DOESN'T M T T E  R .................. 3 

6 ,  
I d + i >  I 

HOW l o n g  u a r l d  y w  l i k e  ro Walt f r o m  n o w  
before t h e  b l r t h  o f  ( a l a n o t h e r )  child? 

,~1/+r5&,+. ' ~ ~ , > I J , L +  
W T H S  ................... 1 

YEARS.. ................. .Z  

S a m l N W  ...................... 
SAYS UlFE CAN'T GET PREGNANT..WS 
OTHER 

(SPECIFY) 
OK ............................ W 

I 



S K I P  
UO. I WESTICUS AND FILTERS I CCX)IYG U T E W R I E S  I TO 

............................. DO you regret that  ( y w l y w r  u l f c )  had the o p r a t i m  YES 1 
mt t o  have ~ ! m r c )  children7 

/ YO.. ........................... .2--r4W I L . 4  c - & I * / . f ' u ~ c ~ ( i ~ ( $  JC:/+~) 

s i c f P ~  . , /: u ; / ? ; - ~  y 5/fiAiz ZI- I 
RESPDYDEYl UAYTS ANOTHER C H l L D . . l  I u l r E  Uurs AYoTnEl  c n l W  ........ 2 1  .................... SlOE EfFEClS 3 p 1 1  5 4 

(SPECIFY) I 

Given your present cIrc~...t.nct., i f  y w  had to  do i t  
over again, do y w  think you a u l d  mkc the rsnr 
dec ia im  t o  have a s te r i l i za t i on?  

Lfi 2,  pf J ' ~ 9 b  o , J /  .+ 
$ yTf-dlj U d, T j  LA c/'cL*r; o , l i ' /  

? z d/'J.+G 6 i 1,'u2 

DO y w  think that  y w r  wife approves or ........................ disapproves of c ~ ~ p l e s  using a method to  .................. I ............................ 
APPROVES 1 

avoid pregnancy? DISAPPROVES.. .Z  

u ?TiY & i L ;  C S ~  & T i & + 4 7  DK.. 8 

J ' , J ~ L ~ >  F %  - . 

Hou often have you ta lked to  your wi fe .bout 
family p h n i n g  i n  the prt year? NEVER ........................... 1 

DUCE m TUICE. .................. 2 
6 d 7 M E  OFTEN ...................... 3 

I 

*,J +- G L  <&,! Lu,z ,,+ l j ' i ~  2/ 

Have y w  and your r i f e  ever discussed YES ............................. 1 
the &r of chi ldren you vould l i k e  t o  have? 

.............................. , , NO 2 e - \ L . - l  &''-GX Jy; , > I  y f  
2 $ > k L 5 f l . & '  . . 4 - 7 2  +U+ *JJv' 

Do you think y w r  wife u m t l  the am S U E  U W E R ,  .................... 1 
nMber of chi ldren that yar rant, o r  does she "ant w W E  CHILDREN ................... 2 
or  feYer than y w  "ant? FEUER CHILDREN .................. 3 

/ DK .............................. 8 
1 d.d-i:&i~dlzjdL.I.i(rl 

* 
- 1  0 ~ 1  c. +krTR &&kc 



SKIP 
W E S T l O l S  AND FILTERS I CCOlNC CATEWRIES 1 TO 

H w  L a w  should a husband and u i f e  w i t  b l fo re  mtarting DAYS ..................... 1 
sexw l  intercourse a f t e r  the b i r t h  of a baby) 

W T H S  ................... 2 
+.z I > , ~ I  f LT< , J I  CJV 4 L J-$ YEARS .................... 3 

.+@/',&91/,Yr;/& I I L L / & , + G ~  OTHER W6 

(SPECIFY) 
( I F  A N S R  I S  W R I C .  U D E  DAYS LW W T U S  OI YEARS) 

In  p-r.1. do you m o v e  or din.pprorr of colq1.s APPROVE ......................... I 
u i w  a r t h d  t o  m i d  pr-yl 

D I W P R O V E . .  ................... .Z  Ll,c./~i: . +!+. ' j 1 . i - j  ( j ~ ~  A,' rb 

YO L l V l U C  CHILDREN P 
HAS L l V l U C  CHILDREN P 

V 
I f  you could chmrc 
e ~ a c t l y  the &r of 
chi ldren t o  have i n  
your whole Life, h a  
y n y  w l d  that br7 

V 

If you could so back t o  the 
time you d i d  rot have any 
chi ldren end could choose 
exactly the N h e r  of c h ~ l d r e l  
t o  have i n  your uhole l i f e .  
h a  nunv -Id that  be? 

k k & ~  LF SJJ; <frf 

191 L(,+C'j/& - 

N U D E R  ..................... m 
UP TO Gm, ALLAH.... ...........95 - 

n a  lvnv of  these chi ldren uould vou l i k e  t o  be I M I S  GIRLS EITHER 
boys &J h a  nvny w l d  you l i k e  io be g i r l s7  . I -...m m m ', djJ2<,l L y  x.4 Lf '9) - 8  

........... UP TO Gm. ALLAH P99995 
? 4 5  1 OTHER PPPPW 

(SPECIF'I) 



NO. 
I 

4 1 9  

- 

4 2 0  

- 

4 2 1  

- 

Ye would l i k e  t o  k m r  how n r h  schmling y w  expect 
y w r  chi ldren t o  have. ( I F  NOT STERILIZED: CmiQr 
the chtldren you already haw a n d  also any chi ldren 
that y w  might have in the future). First ,  l e t ' s  t.Lt 
about sons. *at i s  the hi*est level of school that 
you w w l d  expect any of your sons t o  at tmd7 

& J ' U k ~ ' y : , ~ d : + ( . : ~ L r q 4  
l r  NOT s l E n 1 L 1 m  ) L L. (CIT C-) 4 i 
2-5 4 -? uc,li , ,I r . a / L c c 7  & I/ 

-,L LU% 5 -(+ LY* +.u, , L', r r 2 k F L = 7 .  LU-/ C j L  fl 
A< *Jb,i; L *;\; - j / ~  duk 

A n d  how a h t  daughters7 *at i s  the highest level 
of 8 c h ~ L i n g  that you would e l p c t  any of  your 
h ~ g h t e r s  t o  a f t&  

/ ' + d c ;  - J d v i y r e - , !  - L uf l : :~J  
/-L-CI: 0fl: ~ , - : / f  6 Fyi - 

5 +/'@b lrLJ J<,> &/0,4 j c i - b > k ;  

NOYE. .......................... .1 
PRIMARY scnmi.. ............... .z 
MIDDLE SCHWL... ............... . 3  ~ ~ 

SECCUDLRY SCHOOL ................ I ........................ HIGHER.. 5 
OTHER 6 

(SPECIFY) 
DK .............................. 8 

~ ~ ~ 

PRIMARY SCHWL .................. 2 
MIDDLE SCHOOL ................... 3 
SECONDART SCHWL ................ 4 ...................... HIGHER... .5 
OTHER 6 

(SPECIFY1 

IDEAL AGE I N  YELRS ......... m 
OTHER 96 

(SPECIFY) 

I f  Your wife md.d t o  go to  8 health c l i n i c  or a 
hosoital. could she go by herself or rould she rr+d 
to  be accmvnled by s a r m  else? 

IOEAL AGE I N  YELRS... ...... 

OTHER 

a 
9 6  

(SPECIFY) 

C W L D  GO BY SELF ................ 1 

U U L D  NEED TO BE LCCOIPAMIED....Z 

I T  DEPENDS ..................... 3 

RECOsD THE m R E N I  TIME. H W R  ....................... 
.................... MINUTES H 



(To be filled in aftor cornplating interview) 

Comments About Respondent: 

Comments on Specific Questions: 

Any Other Comments: 

Name of Supervisor: Date: 


