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FOREWORD

The publication of this final report on the Demographic, Maternal and Child Health Survey in the
Republic of Yemen is considered a great achievement and is part of the Central Statistical Organization’s
plan to establish a comprchensive statistical and informational database on population, health, and the
sociocconomic status of the Yemeni people. Such a demographic database will help planncrs,
decisionmakers, and rescarchers in putling forward rcalistic regional, sectoral, and comprchensive
development plans for exccution throughout the country, The success of these development plans is
dependent on the accuracy of the sociocconomic and health indicators obtained from the survey data.

This report focuscs mainly on issucs related to maternal and child health and the circumstances
which directly and indirectly affect the lives of mothers and children, a wide scctor of Yemeni society.

The Central Statistical Organization carried out thc Demographic, Maternal and Child Health
Survey and prepared this final report in collaboration with the Ministry of Public Health, PAPCHILD, the
Arabian Gulf Program, UNFPA, UNICEF, the UN Statistical Diviston, Macro Intemational Inc., and
USAID in Yemen,

The exccution of the survey and the preparation of this report have gone through scveral phases,
starting November 16, 1991 and cnding with the publication of this report in February 1994, Thesc phascs
included the preparation for the survey, field operations, data processing and tabulation, publication of the
preliminary report in August 1992, analysis of the survey data, preparation of the chapiers for this report,
and publication and distribution of the report.

The importance of the achicvement of this survey lies in it being the first statistical, scicntific
research project excculed afier the unification of the country on May 22, 1990, The survey data represent
all the govemorates, both urban and rural. The results will be a major factor complementing and
supporting the cfforts of the govermnment (all scctor and agencics) to exccute a population policy, especially
since the National Population Council came into being in July 1992 and thc General Secrelariat was
cstablished in January 1993, The General Seerctariat will be responsible for implementation of the plan
of action emerging from the National Population Strategy and the proccedings of the First National
Population Conference held in Sana’a during October 26-29, 1991,

It gives us great plcasure to present this report to all scholars, rescarchers and concerned users.
This rcport, which is a delailed and accurate representation of the final survey results, deals with and
touches upon imporant aspects of matemnal and child health in unified Yemen. It also emphasizes the
important rolc played by statistical work in planning, development and scientific research in our country.

A word of thanks and gratitude are in order herc for all the persons who participated in the
exccution of this survey and the preparation of this report, especially the project’s administrative staff, the
General Department of Population Studics and Rescarch Center in the Central Statistical Organization, the
Ministry of Public Hcalth, PAPCHILD, and the Demographic and Health Surveys (DHS) program at
Macro International Inc. (USA) for their help and important role in producing this report.

Finally, wc hope that this rcsearch study mects the stated objectives of the survey and will serve
all rescarchers, planners and decisionmakers.
Abdoraboh Ahmed Gradah
Chairman

Central Statistical Organization
and Survey Commitiee
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PREFACE

The Yemen Demographic and Maternal Child Health Survey (YDMCHS) was carricd out by the
Central Statistical Organization with the aim of providing detailed information on the factors affecting
maternal and child health and survival: demographic, social, cconomic and environmental variables. The
YDMCHS was designed to respond to the necds of the Republic of Yemen and to provide intemationally
comparable data. The survcy was carried out using the most scientific and accurate survey methods available.

The successful implementation of the YDMCHS was made possible by the active support and
dedicated cfforts of a large number of individuals from the Central Statistical Organization and the Ministy
of Public Health in Sana’a, Yemen, Macro Intemational Inc. in Calverton, Maryland USA, and the Pan Arab
Projcct for Child Development (PAPCHILD) in Cairo, Egypt. Funds from the U.S. Agency for International
Devclopment (USAID) in Washington and Sana’a and the support of the Mission Director and Dr. Raga Ugba
of USAID in Ycemen are gratefully acknowledged.

I wish to thank Dr. Mohamed Ayad, Regional Coordinator, Macro Intemational, for his support and
cncouragement throughout all phases of the survey. I would also like to cxpress my thanks to other staff at
Macro Intemational who contributed 1o the survey: Dr. J. Ties Bocrma for the questionnaire and survey
design, Dr. Alfredo Aliaga for the samplc design, Ms, Jeanne Cushing for her assistance in data processing,
Mr. Noureddine Abderrahim for data tabulations, Dr. Ann Way and Dr. Jeremiah Sullivan for reviewing two
chapters of the report, and Mr, Jonathan Dammons and Mr, Robert Wolf for preparing graphs for the repont.
Special thanks go to Ms. Kayc Miichell for word processing support and to Dr. Sidney Moore for editing the
report. 1 also wish to record my special thanks (o Mr. Sushil Kumar, the DHS Country Monitor for the
YDMCHS for his dedicated efforts throughout all phases of the survey, especially his valuable contribution
to the {inal rcport.

I wish Lo express my thanks to the Leaguc of Arab States (LAS) and the staff of PAPCHILD for the
valuablc and significant support they provided throughout the various stages of this survey. In particular, [
would like to thank Mr. Mahdi El Hadi, LAS Under-secretary for Social Affairs and PAPCHILD Programme
Director, Dr. Atel Khalifa (former), PAPCHILD Manager, Dr. Hoda Rashad, PAPCHILD Manager, Dr.
Ahmed Abdul Moniem, Country Monitor for the YDMCHS, and other PAPCHILD cxperts: Mrs. Samia
Charchour, Mr. Hafedh Chakir, Mr. Ahmed El Baz, and Dr. Laila El Zeiny. Special thanks are also due (o
Dr. Nabil Khorazaty for his contribution to the scientific editing.

International support from AGFUND, UNFPA, UNICEF, WHO and UNSTAT and other funders of
PAPCHILD, is also highly apprcciated. We¢ arc decply indebted and grateful to Dr. Farida Allaghi
(AGFUND), Mr. Abdul Monem Abu Nawar, Mr. Hédi Jemai (UNFPA), Dr. Fatih El Samani (UNICEF), and
Mr. M. Quakrim (WHO), for the valuable support they have provided throughout the survey.

Amin Marouf al Janad
March 1994 Project Dircctor
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CHAPTER 1

THE SETTING

This chapter presents a short review of the geography, history, natural resourccs, and population of
the Republic of Yemen, and the sociocconomic and political conditions prevailing in the Republic. The pur-
pose is to provide the reader with a comprehensive background on the country and the condition of the
Yemeni community. The chapter also includes a description of the organization of the Yemen Demographic
and Matemal and Child Health Survey (YDMCHS) and the implementation of the different phases of the
survcey.

1.1 GEOGRAPHY

The Republic of Yemen is located in the southem part of the Arabian Peninsula between 12° and 20°
north Iatitude and 41° and 54° cast longitude. The total area, excluding Al-Rub Al-Khali desert, is 555,000
square kilometers.

The boundaries of the Republic of Yemen are the Kingdom of Saudi Arabia in the north, the Arabian
Sca and Gulf of Aden in the south, the Sultanate of Oman in the cast, and the Red Sca in the west. The Bab
Al-Mandab strait lics off the southwestem tip of Yemen. Mayoun, a Yemeni istand in the middle of the strait,
controls passage into and out of the Red Sca.

There are about 112 Yemeni islands in the Red Sea and Arabian Sea. The largest is Sucotra, which
has an area of 3650 square kilomelters and lies 510 kilometers southeast of the Yemeni scaport of Mukalla.
The other major islands, in order of size, arec Kamaran, Hunaish Al-Kubra, Hunaish Al-Sughra, Zaqar Al-
Zubair, and Al-Tair (Central Statistical Organization, 1991a).

1.2 HISTORY

In ancient times, geographical location and favorablc natural conditions played an important role in
population scttlement and the development of civilizations in the territory now occupicd by the Republic of
Ycemen. This was particularly true regarding the vallcys toward the Al-Rub al-Khali desert in the east, the
Arabian Sea in the south, and the Red Sea in the west.

The eras of Mac’en Hadramout and Saba’a (Sheba) are considered to be the first organized political
entitics in Ycemen before the birth of Christ. The Hemyar era flourished later and ended with the Ethiopian
invasionin 525 A.D.

The most important activities of these regimes were agriculture and trade. They invented agricultural
lertacing on the mountains and established dams, the most famous of which was Ma’areb dam. They also
controlled caravans, which transportied commodities from India and East Africa across the Arabian Pcninsula
1o arcas around the Mediterranean Sea (Al-Zoabi, 1990).

Yemeni Civilization flourished in those years, and Yemen was called Arabia Felix (Arabia the
"happy") by the Greeks. By the end of the Hamiarite cra, howcver, Yemen was dominated first by the
Ethiopians and then by the Persians, This lasted until the emcrgence of Islam, when the Yemenis embraced
the Islamic religion and Yemen became part of the central Islamic state. This period lasted from 628 A.D.
until 824 A.D. Therealter, small independent statcs emerged, leaving Yemen weak and divided. The Turks



occupied Yemen from the sixteenth century until the beginning of the seventeenth century, while the British
occupied Aden in 1839. The Turks invaded the northem part of Yemen again in 1872, and continued their
occupation until the outbreak of World War I1, when Yemen came under the rule of the Hameed Al-Deen
family in the north. This lasted until the revolution, 26 September 1962. The British remained in the south
until the outbreak of the 14 October Revolution, which resulted in independence 30 November 1967
{Mustafa, 1984).

With the success of the two revolutions, Yemen entcred a neW era of economic, social, cultural, and
political change. The latest of these changes was the unification of the two parts of Yemen (north and south)
on 22 May 1990. This led to democratic changes and the establishment of political partics. Parliamentary
elections were held 27 April 1993, resulting in the first Parliamentary Council, which in tum elected the
Presidential Council to abide by the unificd country’s legislation.

1.3 NATURAL RESOURCES
Yemen is divided into five regions:
Mountain Area

This area consists of two mountain ranges: the first is the North-South mountain range, parallel to
the Red Sca; the second is West-East mountain range, parallel to the Gulf of Aden. The height of these
mountains varies between 1,000 and 3,600 meters. The highest peak on Nabi Shuaib Mountain is 3,666
meters above sea level. It is the highest peak in the Arabian Peninsula and in the Arab region.

The water from these mountains drains in all dircctions, forming valleys with basins and plains
suitable for agriculture.

Hill Area

The hill arca is to the east and north of the mountainous area parallel to it. The hill area becomes
wider toward the Al-Rub Al-Khali region on the north. The highest peak is 1,000 meters. The boundaries
ofthis region arc contiguous with the AI-Rub Al-Khali region, whichextends deep into the Arabian Peninsula
and comprises one-quarter of its arca.

The Coastal Area

The coastal area includes all arcas adjacent to the Red Sea, Gulf of Aden, and the Arabian Sea. It
is continuous, forming a coastal strip stretching from the Omani border in the east to Bab Al-Mandab Strait
in the west, and north to the border of Saudi Arabia, a distance of approximately 2,000 kilometers. The
coastal area varies in width from 30 to 60 kilometers.

Al-Rub Al-Khali Area
This area is part of the Yemeni desert and contains some desert plants, particularly in the outermost

areas; it is contiguous with the hill area. Asone gocs decper into the Al-Rub Al-Khali desert, there are fewer
plants and the sand dunes increase.



The Yemeni Islands

These islands are scattcred in the Yemeni territorial waters of the Red Sca and the Arabian Sca. Most
of the islands are in the Red Sea, parallel to the Yemcni coast. The biggest and the most important island in
the Red Sca is Kamaran, which is densely populated. In the Arabian Sea, the Yemeni islands are close
together. The most famous island is Sucotra, on which are found ormosia, dracena draco and pterocarpus
draco trees, from which gum, various medicine, incense, and pigments are obtaincd.

1.4 POPULATION
Population Size and Distribution

The latest two census of the population in the Republic of Yemen were conducted in 1986 and 1988.
The 1986 Census was conducted in the northem govemorates (then called the Yemen Arab Republic, Y.A R),
while the 1988 Census was conducted in the southern govemorates (then called the People’s Democralic
Republic of Yemen, P.D.R.Y.). According to these censuses, the resident population size in the northcm
governorates was about 7.8 million and the resident population size in the southem govemorates was about
1.8 million.

The resident population size in the Republic of Yemen was cstimated at approximatcly 11.3 million
in 1990. (Central Statistical Qrganization, 1991b).

At the national level, population density is about 21.4 persons per square kilometer (1990),
distributed among 17 govemorates and the Capital Mayorship (Sana’a City). The governoraltes include 238
directorates or districts (Public Survey Authority, 1990).

The population is distributed between rural and urban areas. In 1990, 21.4 percent of the population
lived in urban areas. Thc most densely populated cities are Sana’a, Aden, Taiz, Hudaidah, and Mukalla.

Population Growth

Improvements in the living and health conditions in Yemeni socicty following the revolution had a
significant impact on population growth. The growth rate increased slightly as a result of stable birth ratcs
coupled with decreasing death rates.

In 1988, the crude birth rate in Yemcn was 52.6 per thousand, while the crude dcath rate was 21.8
perthousand. Accordingly, the annual ratc of population growth is 3.1 percent. The total fentility rate, which
is the total number of live births per woman by the end of the reproductive ycars, is 8.2 births per woman,
Therefore, among developing countries, the Republic of Yemen is considered to have onc of the highest rates
of population growth and highcst fertility ratcs.

It is worth mentioning, that montality in Yemen is still high, particularly among children. In 1988
the infant mortality rate was 130 per thousand (Central Statistical Organization, 1992a). Life expcclancy at
birth is moderate compared 1o many countries. In 1988 it was estimated at 46.3 years for both sexcs. In the
last decade there was a clear improvement in the standard of living and health conditions, wbich was reflected
in the continuing increase in life cxpectancy.,



1.5  SOCIOECONOMIC CONDITIONS

Education

Education is one of the most important measures of social and cconomic development. Hence, the
Statc has paid great attention to education since the revolution in the carly sixties. Illiteracy among Yemenis
was the highest among Arab and other developing countrics. Atthe time of the revolution, there was not one
sccondary school in the country. Only Aden, being under the British occupation, was an exception.

Statistics show that considcrable progress has been achicved in this arca. Almost 2 million students
were enrolled in over 12,000 schools in 199091, while Sana’a and Aden universitics had an enrollment of
about 35,000 students in 1989/90 (Ganin and Mutahar, 1992). These figurcs confinn that there has been a
great improvement in the cducation sector in Yemen, especially when compared to the previous Imami and
Colonial regimes.

Despite these efforts, figures show that more than half of the population is still illiterate. The 1986
and 1988 censusces in both the northern and southern governorates show that illiteracy is about 67 pereent and
is highcr among females than males. Figures also show that enrollment in basic education is about 57.4
percent for the population aged 6-15 years (Ganin and Mutahar, 1992).

These figures indicate that Yemen needs to expend morce resources to increase hasic cducation,
especially considering the high rate of population growth.

Health

Health conditions in any community are the result of various social, cconomic, cultural, and
environmental factors. Yemen witnessed many changes in the period following the revolution. This is
reflected in the improved level of health of the population, and in the increased coverage of health services.
As a result, infant monality has declined, while lifc expectancy has increased. For example, the infant
montality ratc decreascd from 171 per thousand live births in 1975 in the northern and westem governorales
to 130 per thousand in 1990 (Central Statistical Organization, 1992a).

The clficiency of health services has incrcased. In 1990, the number of hospitals reached 74, in
addition to 94 health centers. These facilities have a capacity of 9,891 beds, with a staff of 2,854 doctors,
2,004 of whom arc nationals (Central Statistical Organization, 1991a; 1992a).

Despite progress in the health sector, health services cover only 40 percent of the population and are
concentrated in urban arcas. Rural arcas arc (0 some cxtent deprived of such services, especially in remote
arcas, which are difficult to rcach.

Population Activities

According to 1990 population cstimales, the labor force—all persons age 15-64 years—represents
44.3 pereent of the population. Additionally, children under 15 years make up 53.5 percent, and 3.3 percent
arc clderly persons (65 years or more). Thus, the dependency ratio in Yemen is high: 126 persons in the non-
productive age groups for every 100 persons aged 15-64 ycars. This is a result of the large number of
children under 15 ycars, which is commeoen in developing countries.

Most of the Yemeni labor force (62.2 percent) is involved in agriculture and fishing, while the rest
arc distributed among other sectors (Saif et al., 1992).



There arc approximately 5.1 million acres of arable land in Yemen, 9.5 percent of the total land area.
Only 1.1 million acres are under cultivation (Hashem et al., 1992).

Agriculture depends mainly on rain water. Eighty percent of the arable land reccives rain water.
Thus, production is subject to climatic conditions. Locally-grown [ruits and vegctables are sufficient 1o meet
the needs of the population; however, some essential food stuffs are imported, such as wheat, two-thirds of
which is imporned (Hashem ct al., 1992),

There are indications that Yemen has considcrable unused mineral wealth, such as oil. The Yemeni
government pays great attention to oil exploration operations, which have increased greatly since unification.
Itis likcly that in the coming years Yemen will be an oil exporting country, exporting oil in large quantitics.

1.6 POPULATION POLICY AND STRATEGY

In 1984, the National Committec for Population and Family Planning (NCPFP) was cstablished 10
strengthen the government capacity to implement population policy in North Yemen. After the achicvement
of Yemeni unity in May 1990, thc government drafted a national population strategy which, aller revision,
was adopted as national policy at the National Population Conference in October 1991, The National
Population Council was cstablished to oversec implementation of the policy. The overall objectives of the
National Population Strategy for the ycar 2000 are (Central Statistical Organization, 1992a):

1. Reduce the infant monality rate from 130 to 60 deaths per thousand live birhs;
2. Reduce the monality rate for children age 1-4 years by 50 percent,
3. Incrcase immunization coverage for children under onc year of age 10 85 percent or more,

and o cxpand lelanus immunization among women of reproductive age;

4, Reducce by 50 percent, compared with 1990 levels, the number of dcaths among children due
to diarrhea.

The objcctives of the family planning strategy arc:

1., Incrcasc the use of contraception to 35 percent among women ol reproductive age, and
cxpand family planning scrvices to men;

2. Make family planning a free choice lor couples, a basic human right, as well as a factor for
social change. Family planning must also include the right1o treatment of infertility (Central
Statistical Organization, 1952a).

1.7 OBJECTIVES OF THE SURVEY

The General Department for the Population Studies and Rescarch Center, with the cooperation of the
Ministry of Public Health, the Pan Arab Project for Child Development (PAPCHILD), the Demographic
Health Surveys (DHS), and the U.S. Agency for Intcrnational Development (USAID), has implemented the
various phascs of the 1991-92 Yemen Demographic and Maternal and Child Health Survey (Y DMCHS). The
survey was carricd out as a part of the DHS program and also the PAPCHILD program. The DHS program
is assisting govemmenls and private agencies in the implementation of houschold surveys in developing
countrics; PAPCHILD has similar goals for developing countries in the Arab League. The main objectives
of the DHS project are to: (a) provide decisionmakers with a data base and analyses useful for informed



policy choices, (b) expand the international population and health data basc, (c) advance survey methodology,
and (d) develop skills and resources necessary to conduct high quality demographic and health surveys in the
participating countrics.

The YDMCHS was specifically aimed at fumnishing information on basic population and household
characieristics, maternal and child health, fertility, family planning, and infant and child mortality in Yemen.
The survey also presents information on breastfeeding practices and the nutritional status of children under
age live. The survey will provide policymakers and planners with important information for usc in
formulating programs and policies regarding maternal and child health, child monality, and reproductive
behavior,

1.8 ORGANIZATION OF THE SURVEY

The Yemen Demographic and Matemal and Child Health Survey (YDMCHS) is the first national
survey conducted in Yemen since unification of the country. It was designed to collect data on houscholds,
ever-marricd women of reproductive age, and children under age five. The subjects covered in the household
survey were: characteristics of households, housing and living conditions, school ecnrollment, labor force
participation, general mortality, disability, fertility, and child survival. The arcas covered in the survey of
women of reproductive age were: demographic and sociocconomic characteristics, marriage and reproductive
history, fertility regulation and preferences, antenatal care, breastfceding, and child care. For children under
five in the survey, the topics included diarrheal and other morbidity, nutritional supplementation, accidents,
vaccination, and nutritional status.

Sample Design and Implementation

The YDMCHS sample was designed to cnable data analysis for Yemen as a whole, and separately
for urban and rural arcas, and fortwo regions: (1) the northem and westem govemorates, and (2) the southem
and castem governorates. The target sample was set at completed interviews for about 12,000 houscholds
wilh about 6,000 eligible women. No target number was fixed for children under five, for whom information
was 1o be collected for all children in each houschold that was selected for the women'’s interview. In half
of the selected houscholds, only the Household Questionnaire was administered; in the other half, in addition
to administering the Houschold Questionnaire, all eligible women were interviewed and information on
cligible children was collected.

The YDMCHS covered the cntire country, except for nomadic peoples and those living on hard-to-
rcach Yemeni islands. The survey adopted a stratified, multi-stage sampling design.  The sample was
stratificd by urban and rural arcas in the two regions. In this report, the northern and western govemorates
region includes: Sana’a Cily and the governorates of Sana’a, Taiz, Hodeidah, Ibb, Dhamar, Hajjah, Al-Beida,
Sa’adah, Al-Mahweet, Ma’arcb, and Al-Jawf., The southem and castern governorales region consists of
Aden, Laheg, Abyen, Shabwah, Hadramout, and Al-Mahrah govemnorates. In the first stage, sampling units
or clusters were selected; the second stage involved selection of households. The initial objective of having
a sclf-weighted sample was compromised in order to have reliable estimates for urban and rural arcas within
cach region. Sana'a Cilty, the urban (not rural) arcas of Aden, and the rural arcas of Laheg were oversampled.

Forthe survey, 258 sampling units were sclected, which contained 13,712 houscholds. In half of the
sclected households, only the Household and Housing Characteristics Questionnaires were administered. In
the other half, the Women’s and Child’s Questionnaires were also administered to all eligible women and
children. The sample design is described in more detail in Appendix B. A discussion of sampling crrors is
presented in Appendix C, along with the sampling errors calculated for the entire sample, urban and rural
samples, and regional samples.



1.9 IMPLEMENTATION OF THE SURVEY
Preparation Stage

Preparatory steps for the DHS survey project began in 1989 (before unification) at the Population
Research Center of the Central Statistical Organization, in Sana’a. Atthe time, the Pan Arab Project for Child
Development (PAPCHILD) was also involved in planning asurvey in South Yemen. These cfforts continued
after unification and included both the DHS project and the PAPCHILD project in planning for the first
national survey. The Prime Minister’s Resolution No. 9, issucd in 1991, initiated the survey and led to the
formation of the Supreme Committee for the Yemen Demographic and Matema! and Child Health Survey.
A technical commitice was also formed and charged with preparation, organization, planning and
implementation of the YDMCHS project, including all the technical and operational requircments (scc
Appendix A for the names of the members of the Supreme Committee and the Technical Commitice, and
other persons involved in the YDMCHS).

Questionnaires

Design, preparation and revision of questionnaires. Thc YDMCHS survey includes the following
questionnaires:

. Household Questionnaire

. Housing Characteristics Questionnaire

. Reproductive Health Questionnaire (also called the Women's Questionnaire
. Child Health Questionnaire (also called the Children’s Questionnaire)

. Community Questionnaire

The items included in these questionnaires were selected after reviewing similar surveys such as those
carried out by the Pan Arab Project for Child Development (PAPCHILD), which was sponsored by the Arab
League Organization, and thc model questionnaires of the Demographic and Health Surveys (DHS) in
Calverton, Maryland, USA. The final YDMCHS questionnaires were mainly based on PAPCHILD's model
questionnaires. The questionnaires were modified to suit the conditions of Yemeni socicty and to meet the
information requirements of the country. A large number of questions were included in the YDMCHS
questionnaires in order to obtain as much information as possible on demographic and population dynamics,
health and environmental issues, other indicators of standards of living, housing conditions, maternal and
child health, and characteristics of local communities regarding provisionof health services. Englishversions
of the questionnaires {(except the Community Questionnaire) are reproduced in Appendix E.

The Household Questionnaire consists of a household roster, including questions on orphanhood,
cducation level and cconomic activity of houschold members. It also collects information on general
montality, disability and, for ever-marricd women under age 55, information on fertility and child survival.

The Housing Characteristics Questionnaire, was administercd as part of the houschold survey. It
includes eight sections: housing, cooking, water, lighting, sanitation, wastc disposal, owncrship of objects
and asscts, and drainage.

The YDMCHS Women'’s Questionnaire or Reproductive Health Questionnaire consists of ninc
scctions:

. Respondent’s background
. Marnage and co-residence



. Reproduction and child survival

. Antenatal care: current pregnancy

. Maternal care: the last five years

. Child feeding

. Cause of decath for children who dicd

. Family planning and childbearing attitudcs
. Husband's background

The Child Health Questicnnaire, which is also relcrred to as Children’s Questionnaire, consists of
six sections:

. General child care

. Morbidity: diarrhea

. Morbidity: other illnesses
. Immunization

. Weight and height!

Preparation of interviewer’s instructions and training booklets. Aficr complction of the design
slage, interviewer’s manuals conlaining instructions on interviewing techniques and on procedures for
completing questionnaires were prepared for each questionnairc. The manuals provided simple, clear
descriptions of cach question as wcll as of basic tcrminology used in the survey (e.g., houschold, live birth).

Survey Pretest and Printing of Documents

Training of supervisors and female field editors. Twenly men were trained as supervisors for the
survey ficldwork and 6 women wcre trained as intervicwers for the pretest and as field editors for the main
survey. All were trained in the theoretical aspects of survey rescarch and the practical aspects of completing
qucstionnaires, i.c., understanding the purpose of each question, understanding the instructions for completing
the questionnaires, and Icarning tcchniques to obtain specific and accurate answers from the respondents.

Practical training. The pretest ficld practice followed the theorctical training. Trainees intervicwed
selecled households (that were not included in the main survey) as well as cligible women and cligible
children in those households in both Sana’a City and rural areas around the capital. The pretest ficld practice
lasted for 15 days from 25 August until 10 Scpicmber 1991,

Revision of basic survey documents. Bascd on thc cxpericnce of the pretest inlerviewing and pretest
ficld operations, the survey documents, qucstionnaires and instruction manuals were c¢valuated for
approprialcness and adequacy for implementing the YDMCHS. As a numbcr of problems were identified
in the documents, some questions and instructions wcere reviscd accordingly.

Printing of documents and questionnaires. Aficr finalizing the questionnaires and ficldwork
manuals, the basic survey documents and other forms 10 be used in the field for monitoring ficldwork
operations and checking quality control were printed. The number of questionnaires printcd was as follows:

Houschold Questionnaire (16,500 copics),
Housing Characteristics Questionnaire (15,000 copics),
Reproductive Health Questionnaire (8,500 copics),

'The analysis of nutritional status is not included in this report. Tt will be published in a scparale report covering
a thorough assessment and detailed analysis of heighi/weight data,
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Child Health Questionnaire (6,000 copies),
Community Questionnaire (350 copics).

In addition to the questionnaires, 250 copices of the intcrviewer’s manual were printed 1o guide
interviewcrs, field editors and supervisors during the training and ficldwork.

Training of Female Interviewers

From past experience, it was known that survey fieldwork would be difficult to implement. The
Technical Committec felt that, in the context of Yemeni culture, female intervicwers would not be able to
work away from home for long periods. Therefore, it was decided that ficldwork in all parts of Ycmen should
be finished within two months. This meant cutting the duration of ficldwork drastically and doubling the
number of field teams originally planned. In order for interviewers to be representative of the whole country,
every allempl was made Lo recruit interviewers for the YDMCHS from all the governorales.

Because the number of interviewers to be trained was doubled, the training was conducted
simultancously at two sites: Sana’ain the north and Aden in the south. The Sana’a group included 75 persons
(intervicwers, editors and supervisors) who later formed nine field tcams, which worked in the northern and
western govemnorates. The other group, trained in Aden, included 45 persons (interviewers, editors and
supervisors) who later formed scven teams covering the southern and westem governoratcs.

The cxpericnee of pretest training and intcrvicwing was uscful in preparation for the training of
intcrvicwers for the main ficldwork. Intense theoretical and practical training for both groups was conducted
for three weeks by professional trainers who were specialists in survey methodology, statistics and public
health. Practical training for anthropomelric measurements, that is, use of scales for weighing children and
boards for measuring children’s height (or recumbent length), followed complction of classroom training for
the questionnaires. Female trainees spent one weck completing practice interviews on selected houscholds
that were not included in the main survey. The fieldwork practice provided an opportunity for intervicwers
o become familiar with the process and problems of interviewing in the ficld, and for trainers 1o cvaluate
intervicwer-trainees on their competence o carry out ficldwork. Afier the selection ofinterviewers, 16 tcams
were [ormed 10 implement the main survey ficldwork.

Main Survey Fieldwork

A plan was drawn up o usc 16 tcams 1o implement the main ficldwork. Each team included one ficld
supervisor, onc male or female field cditor, and four or [ive inlcrvicwers.

The data collection started on 16 November 1991 when the tcams were dispatched to different
governorales to begin ficldwork. The tcams retumed from the field on different dates because of differences
in workloads and distances from Sana’a to the assigned arcas. The last team retumed from the ficld on 15
January 1992, All tcams completed their work suceessfully. '

During the ficldwork period, the tecams were encouraged to call the project’s technical staff in Sana’a
10 keep the survey operations desk informed about the progress of the work and any problems rcquiring
assistance. The scnior project stall from Sana’a and Aden also visited tcams (o monitor the quality of
ficldwork and to solve any technical or ficld problems the tcams encountered.  Whenever possible, the
monitoring staff returned to Sana’a with completed questionnaires so that data preparation and data
processing could be carricd out simultancously with licldwork. On receipt of the questionnaires at the central
office, the process of revising, editing, coding and processing the data was carried out.



On average, an interviewer completed 4 to 6 houschold interviews daily and 2 or 3 interviews with
eligible women. The overall duration of ficldwork was affccled by travel time from one area Lo another.
Travel lime was often subslantial because many of the houschold clusiers were far apart or not linked by
roads. The number of interviews completed by individual teams varied duc to a number of factors including:
the distance between households in rural areas, the number of persons in the houscholds, and the need for
repeat visits to households in urban areas to complete interviews with eligible respondents.

Data collection was completed on schedule despite difficultics such as rough terrain and poor roads,
inadequalte accommodations for the field tcams, and widely scattered houscholds in some arcas. The
difficullies were overcome by the cfforts and dedication of the supervisors and interviewers. Their
enthusiasm and the survey officials’ understanding of the nawure of this undertaking had a great impact on
solving many of the difficulties the field teams faced. The survey operations desk in Sana’a maintained
regular contact by phone with field supervisors. The supervisor called to report their progress, to ask
technical questions they were not sure of or could not solve, and to discuss problems encountered in the field
for which they needed assistance.

Preparation of Data

Editing and coding. Data preparation began onc week after the start of ficldwork and continued
stmultancously with the ficldwork activities. Field editors checked the questionnaires for completeness and
consistency. Ficld supervisors also checked completed questionnaires on a sample basis. Completed
queslionnaires were then sent to the central officc in Sana’a or brought by staff when they returned after
visiting the teams. In the central office in Sana’a the questionnaires were edited again, and open-cnded and
other questions requiring coding were coded. This stage started on 22 November 1991 and was completed
by the end of January 1992.

Data Entry. Dataentry was carried out using microcomputers and continued from January until the
end of February 1992. The process of data cniry, editing and cleaning was done with ISSA (Integrated
System for Survey Analysis) programs specially designed for the DHS surveys.

Data consistency checks and production of tables. Consistency checks and data cleaning started
on 1 March 1992 and wcre completed by the end of Junc 1992. During July 1992 preliminary reports on the
Yemen Demographic and Malternal and Child Health Survey were prepared, one in English by Macro
International and onc in Arabic by PAPCHILD. Both reports were published in August 1992, Afier the
publication of the preliminary report, tabulations for the final report were carricd out by both Macro
Intemnational and PAPCHILD.

1.10.  RESULTS OF THE HOUSEHOLD AND WOMEN’S INTERVIEWS

Table 1.1 is a summary of the results from the household and women'’s interviews by urban-rural
residence. Of the 13,712 houscholds selected for inclusion in the survey, 13,206 were found and 12,836, or
97 percent, were successfully interviewed. Inall, 6,150 cver-marricd women age 15-49 years were identified
in the housecholds sclected for individual interviews. Of these, 5,687 women were successfully interviewed
and information was collected for 6,715 of 7,022 cligible children under five. The response rates for eligible
women and children are 93 and 96 percent, respectively. The response rates for urban and rural arcas are
almost the same. The main reason fornot completing some household interviews was that the dwellings were
vacant at the time of ficldwork, although they were occupicd when the houschold listing was carricd out. The
principal reason for nonresponse in the case of eligible women was that respondents were not at home despite
repealed visits by interviewers Lo the selected houscholds.
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Table 1.1 Results from the household, women's and

children’s questionnaircs

Number of households, eligible women, and eligible children,
and response rates, Yemen 1991/92

Residence

Result Urban Rural Total
Houschold interviews

Houscholds sampled 3333 10379 13712

Househelds found im 10035 13206

Househelds interviewed o 9759 12836
Houschold response rate 97.0 97.2 91.2
Individual interviews

Number of eligible women 1568 4582 6150

Number of eligible women

interviewed 1453 4234 5687
Eligible woman response rate ~ 92.7 92.4 92.5
Children’s questionnaires

Number of eligible children 1561 5461 7022

Number of eligible children

for whom quest. completed 1474 5241 6715
Eligible children response rate  94.4 96.0 95.6
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CHAPTER 2

BACKGROUND CHARACTERISTICS:
HOUSEHOLDS, RESPONDENTS, AND CHILDREN

Throughout this report, nuptiality, fertility behavior and regulation, health of mothers and children,
and infant and child mortality are examined in terms of the diffcrent subgroups of the population. One
purpose of this chapter is to profile these subgroups and to describe the environment in which women and
children live. First, the results of the household questionnaire are summarized. The general characteristics
of the population are presented, including: housing characteristics (such as type of dwelling, water supply,
sanitation facilities, and use of clectricity), socioeconomic indicators measured by presence of durable goods
in the houschold; age-sex structure, houschold arrangement (head of houschold, sizc of houschold) and
literacy and cducational level of houschold members. The data are presented by urban-rural residence to
highlight where many of the indicators diffcr.

The second purpose of the chapter is to provide a summary of the characteristics of women and
children under five for whom data were collected in the YDMCHS. For the sample of women, percent
distributions are shown for various dcmographic and socioeconomic characteristics, such as age, marital
status, residence, and educational level. For children under five, age distribution, sex of child, place of
residence and mother’s educational level (for those whose mothers were interviewed) are presented.

2.1 HOUSING CHARACTERISTICS

Tablc 2.1 summarizes the data obtained from questions in the YDMCHS on housing characteristics:
type of dwelling, household congestion (number of persons per room) quality of housing, source of lighting
and waler, type of sanitation facilitics, manncr of garbagc disposal, ctc. Over 85 percent of the households
reside in some type of housce; 5 percent live in an apartment, Apartment living is more common in urban (18
percent) than in rural arcas (2 percent). The quality of housing is better in urban areas; onc-half of urban
houscholds live in dwellings with cement or tile floors. More than two-thirds of rural households, on the
other hand, live in structures with earth or stone/mud floors. Residential congestion is common throughout
Yemcn, due to the large size of houscholds and limited space for living and slecping. One-fifth of houscholds
have a density of 2 persons per room and another fifth have a density of 3 persons per room. One-fifth of
houscholds have 4 persons per room, while one-third have a density of 5 or more persons per room.
Residential congestion is also evident from the figures for sleeping density (i.e., person per slceping room}).
On average, slceping density is 3.9 persons per slecping room. Congestion in terms of sleeping space is
slightly greaterin rural than in urban arcas. The congested living condition also accommodalces farm animals
inmany cases. More than 61 percent of households in rural areas and 15 percent in urban areas keep animals
in the dwelling.

There are large diffcrences between urban and rural areas in other sociocconomic indicators (scc
Table 2.1). Use of electricity is ncarly universal (over 90 percent) in urban arcas, while only onc-third of
households in rural arcas have electricity. Almost threc of five rural households use kerosene lamps or
candles for lighting. Ninc of 10 households in urban arcas have piped water, whereas in rural arcas, half of
the households obtain water from a well (half of these with a pump and half without a pump); 1in 5 rural
housholds obtains watcr from a strcam, the second most important source of water in rural arcas. Flush toilets
are present in half of the households in urban arcas, while more than half of the rural household have no
sanitation facilitics at all, In urban arcas, the majority of houscholds (69 pcrcent) dispose of garbage by
putting it in a special place (dump); one-fourth throw it in the strect. In rural arcas, the overwhclming
majority (9 of 10 houscholds) throw garbage dircctly into thc strcet.
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Table 2.1 Housing characieristics

Percent distribution of households by housing characteristics, according to urban-rural residence, Yernen 1991/92

Characteristic Urban Rural Total Characteristic Urban Rural Total
Type of dwelling Source of drinking waler
House or villa 74.1 89.3 86.6 Government project 75.3 73 19.3
Apartment 17.8 19 47 Cooperalive project 5.9 11.6 10.6
Hut 3.8 7.1 6.5 Private projecl 6.0 4.8 5.0
Sandaka 38 0.9 1.4 Well with pump 2.1 237 19.9
Cave 0.0 0.1 0.1 Well 33 25.6 21.7
Tent or hut 0.0 0.2 0.1 Stream 1.8 18.6 15.6
Temporary shelter 0.0 0.1 0.1 Covered pool 0.9 2.9 25
Cnher 0.3 0.2 0.2 Uncovered pool 0.2 2.7 22
Missing 0.1 0.2 0.2 Other 4.5 29 32
Missing 0.1 0.0 0.0
Total 100.0 100.0 100.0
Total 100.0 100.0 100.0
Flooring
Eanh 10.2 414 359 Source of lighting
Tiles/Cement 49.6 27.6 31.5 Government electric £5.0 9.4 2.7
Stone/Mud 12.6 28.5 25.7 Cooperalive electric 2.6 6.5 58
Gypsum i3 0.6 1.0 Private eleciric 2.8 14.9 12.8
Tile 222 0.7 4.5 Own generator 0.8 32 2.7
Wood 0.4 0.0 0.1 Gas 0.1 2.1 1.8
Marble 0.1 0.0 0.0 Kerosene/lamp/candle 7.0 58.6 49.5
Other 09 02 03 Other 0.1 08 0.7
Missing 0.8 1.0 0.9 None 1.3 4.1 1.6
Missing 0.4 0.4 0.4
Total 100.0 100.0 100.0
Total 100.0 100.0 100.0
No. persons per room
<2 7.1 7.0 7.0 Sanitation facilities
2 235 18.7 19.5 Flush toilet with sewer 38.1 0.5 7.1
3 24.5 220 224 Flush toilet without sewer 15.5 1.6 4.1
4 18.9 18.1 18.2 Bucket 19.8 15.5 16.3
5 10.0 12.7 12.3 Pit 17.0 18.8 18.5
6 6.1 7.4 7.2 Toilet connected to
7 32 53 49 open drainage 1.9 72 6.3
8 2.2 33 3.1 Latrine shared 0.5 09 0.8
9 1.3 23 2.1 Stireet toilet 0.4 0.5 0.5
10 23 05 25 Open air 59 52.4 44.2
Missing 0.9 0.6 0.7 Other 0.8 25 2.2
Missing 0.1 0.0 0.0
Toral 100.0 100.0 100.0
Total 100.0 100.0 100.0
Persons per sleeping room
<3 40.7 33.4 347 Garbage disposal
34 36.9 36.5 36.6 Garbage collector 4.0 0.2 0.8
5-6 12.9 16.5 15.9 Dumping (specisl place) 68.5 5.0 16.2
T+ 8.6 13.0 12.2 Burming 08 1.6 1.4
Miszing 0.9 0.6 0.7 Thrown in street 23.5 89.9 78.2
Other 2.5 3.0 2.9
Toral 100.0 100.0 100.0 Missing 0.8 0.4 0.5
Mean persons/ Total 100.0 100.0 100.0
sleeping room 3.6 4.0 39
Number of households 2265 10571 12836
Farm animal in dwelling
Yes 14.9 60.9 52.8
No §2.2 36.5 44.5
Missing 29 26 27
Total 100.0 100.0 100.0
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2.2 PRESENCE OF DURABLE GOODS IN THE HOUSEHOLD

Table 2.2 shows the percentage of houscholds with specific durable consumer goods by urban-rural
residence. Overall, two-thirds of households have a radio/cassette recorder, one-half have a television, and
very few (6 percent) own a video player/recorder. One-third of households have a gas or clectric stove, Icss
than one-fifth have a refrigerator, and even smaller proportions of surveyed households have other appliances
such as a sewing machine, washing machine, vacuum cleaner, electric fan, or blender. Regarding ownership
of a means of transportation, 12 percent of households have a car, 4 percent have a taxi, 4 percent have a
bicycle, and 2 percent have a motorcycle.

Table 2.2 Houschold durable goods

Percentage of houscholds possessing various durable
consumer goods, by urban-rural residence, Yemen 1991/92
Characteristic Urban Rural Tolal
Radio/Cassette recorder 81.8 62.6 66.0
B&W (elevision 339 31.0 31.5
Color television 62.9 133 22.1
Any television 86.5 41.0 45.0
Video player/recorder 264 1.7 6.1
Refrigerator 62.8 7.2 17.0
Gas/electric cooking stove  75.6 239 33.0
Water heater 23.2 1.3 5.1
Sewing machine 335 9.3 13.6
Electric fan 40.6 4.6 11.0
Washing machine 589 4.1 13.7
Telephone 24.8 03 4.7
Air conditioner 10.2 0.4 2.1
Vacuum cleaner 2.7 1.0 4.8
Blender 50.8 4.6 12.8
Bicycle 10.6 22 3.7
Motorcycle 32 1.8 2.1
Private car 20.0 10.6 12.3
Taxi 4.8 3.6 38
Number of households 2265 10571 12836

Ownership of durable consumer goods varies greally by residence. As expected, the proportion of
houscholds where the specific items are present is much lower in rural areas than in urban areas. This urban-
rural differential is particularly strong for video player/recorders, color televisions, refrigerators and other
electrical appliances, reflecting the fact that urban houscholds usually have more purchasing power and are
three times as likely to have clectricity as households in the rural areas.

2.3 HOUSEHOLD POPULATION BY AGE

In many developing countrics, data on age arc affecied by errors such as misstatements and
preference for or avoidance of certain numberical digits. In order to improve age rcporting in cascs where
age was not given, interviewers were instructed to estimate age using a specially designed historical calendar,
with reference to other members of the household whose ages might be reasonably guessed, or based on
physiclogical or sociological factors.
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Table 2.3 shows the percent distribution of the houschold population and the sex ratio for five-year
agc groups, according to urban-rural residence and sex.' The table and the population pyramid in Figure 2.1
show a young population, a pattern typical of countries with high fenility and high mortality. The median
age for the de jure population (i.e., usual residents) is 14.1 years, which means that half of the total population
is under this age. The median age is lower (more than one year) for males than for females. Also half of the
rural population is under 13.6 yecars, while half of the urban populaion is under 16.1 ycars. The proportion
of the population under age five is lower, compared to the next older cohort (5-9 years) for all subgroups in
the table. With no reason to belicve that fertility has declined recently, this "inversion” indicates a possible
shifting of children by interviewers from the lowest to the next higher age category to avoid asking a long
serics of questions about children under five. Another indication of intentional age shifting by interviewers
(to lessen workload), is the higher proportion of females in age group 55-59, the age group just outside the
age boundary for cligibility for the individual interviewing, than in age group 50-54 ycars in both urban and
rural arcas.? The scx ratios (number of males per femalc) below age 25 are uniform, then, through age 54,
they are irregular, but slightly higher for urban populations. The latter is probably duc to the migration of
men from rural o urban arcas or emigration of men to neighboring countrics. However, the higher sex ratios

Table 2.3 Household population by age, residence and sex

Percent distribution of the de jure houscehold population by five-year age groups, according to urban-rural residence, sex,
and sex ratio, Yemen 1991/92

Urban Rural Total

Age Sex Sex Sex
group Male Female Total ratio Male Female Total ratio  Male Female Total  ratio

0-4 18.2
59
10-14
15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69
70-74
75-79
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Note: Table is based on de jure members; i.c., usual residents. Sex ratio is the number of males per female.
NA = Not applicable

"'The total number of houscholds in urban and rural arcas in Table 1.1 and Table 2.3 arc different because Chapter 1
presents unweighted data and Chapter 2 presents weighted data. Sana’a City, the urban arcas of Aden governorate and
rural arcas of Laheg governorate were oversampled.

%In the YDMCHS all ever-married women age 10-54 were considered eligible and were interviewed. However,
in this report analyses are based on data for ever-marricd women 15-49 only.
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Figure 2.1
Population Pyramid of Yemen, 1991/92

10

Percent

YDMCHS 1991/92

for ages 45-49 and 50-54 and the very low sex ratio (0.6) for age group 55-59 indicates artificial "aging" of
women who were eligible for the individual interview (i.c., under 55 ycars of age). It is likely that
intervicwers were reporling some women as older than 54 so they could reduce their workload.

Table 2.4 shows the age distribution of the
Yemeni population by Iarger age groups. More than half
of the population is under age 15, and around 7 percent | percent distribution of the population by age group,
are 60 and over. Forty-one percent are in the economi- | UN estimates and YDMCHS, Yemen
cally active age category 15-59. Thus, the dependency
ratio for Yemen is 144. This extrcmely high depend-
cency ratio is due to the large proportion of the population
under age 15. As no national census has been done in

Table 2.4 Population by ape from selected sources

UN!  YDMCHS
Age group 1990 1991/92

Yemen and no other national survey has been imple- T;?sg 32;3 i%:é
mented since unification, the only age distribution data | 60+ ) 4.0 6.9
with which the YDMCHS can be comparcd are the 1990 | Missing/don’t know - 02
UN ecstimates (see Table 2.4) (United Nations, 1993). | Touat 100.0 100.0
According to the 1990 UN estimates, almost half of the | Median age u 14.1

population is under 15 and 4 percent is over 59. Note: Toals may not add o 100 due 10 rounding.

U = Unknown
1United Nations, 1993

The dependency ratio is 100 times the population under age 15 plus the population 60 and over (persons
economically "dependent”) divided by the population in the economically active ages, persons 15 to 59. Dependency
ralios for selected Near Eastern countries are: Tunisia 1988: 86; Morocco 1992: 89, Jordan 1990:; 94; and Sudan
1989/90: 95.
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24 HOUSEHOLD COMPOSITION -
Table 2.5 Household composition
Table 2.5 presents information on household | percent distribution of houscholds by sex of head of
composition according to urban-rural residence for the | household, household size, and relationship structure,
de jure population (i.c., usual residents). Eighty-cight | according to urban-rural residence, Yemen 1991/92
percent of the houscholds covered in Yemen are headed —
by men, while about 12 percent have female heads. | Charackeristc Urban  Rural  Total
There is a difference between urban and rural areas in
the proportion of households headed by men and wom- “ﬁ‘;l“h"'d headship ws g2 @8
c . . B
en. Less'lhan 10 percent of housfcholds arc headed by Female 9.5 128 122
women in urban areas, whereas in rural arcas 13 per-
cent of houscholds have a woman as the head. Interms | Total 1000 1000 100.0
of houschold size, large households are common in |\ e of usual members
Yemen. The average number of members in a house- 1 3.4 3.1 3.2
hold is 6.7 for the country as a whole, while urban | 2 5.9 8.1 1.7
households are larger than those in rural arcas (7.3 and 3 g'g g'g ;'g
6.6, respectively). One-third of urban households com- | 5 95 118 114
pared with onc-fourth of rural households are com- 6 11.5 11.8 11.7
i 7 11.6 12.4 12.2
m IS,
posed of nine or more members 2 107 105 106
. o 9+ 322 251 263
Joint and extended family living arrangements
arc the norm in Yemen. Single adult houscholds are | Totl 1000 1000 1000
rare. About half qf the houscholds have threec or more | nqoun size 73 6.6 6.7
related adults, while almost 38 percent have two related
adults of the opposite sex. Joint and extended families R(C):l"O;SIhIP structure .9 82 16
1 . P’ 3 - ¢ adult . . K
are more common in urban than in rural areas. Two related adults:
Of opposite sex 30.3 39.5 379
2.5 EDUCATIONAL STATUS OF T(h):f same sex od adl 5;_3 43.(2) 5(2).:2,
¢c or more related adulls . . .
HOUSEHOLD POPULATION Other 40 11 1.6
In the YDMCHS, for all household members | Total 1000 1000 1000
1'0 years and oider: questions were asked to determine | nyuoiber of households 2265 10571 12836
literacy and cducational status: illiterate, can read only,
literate {can both read and writc), completed primary, | Note: Table is based on de jure members; i.¢., usual
completed preparatory, secondary, post-sccondary | residents.

school or university. For cach houschold member who
was reporied to have had no schooling or who had attended school but had not completed primary school,
intervicwers probed to determine the member’s ability to read and write ot his/her literacy status and then
marked the appropriate level of literacy.

Tables 2.6.1 and 2.6.2 show the percent distribution of the male population and the female population
age 10 and over by level of education or literacy according to age, residence, and region. Almost one-third
of men (see Table 2.6.1) in the YDMCHS houschold sample are illitcrate, 15 percent can read (11 percent
also can write) but have no schooling or have not completed the primary level, 38 percent have completed
the primary level of school, and 15 percent have complcted more than primary education. A substantial
improvement in educational attainment over time can be scen in the fact that younger men have attained
higher levels of education than older men. With increasing age, the proportion of men who cannot read
increases and the proporiion who have completed more than primary school decreases. As expected, urban
men tend to be more educated than their rural counterpans. Forexample, illiteracy in rural areas is more than
double that in urban areas; and, urban men are three times as likely to have altained more than primary
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Table 2.6.1 Educational level of the male household population

Percent distribution of the de jure male household populations age 10 and over by highest level of
education completed, according to selected background characteristics, Yemen 199152

Morc Number
Background Read than of
characlensiic Itliterate only Literatc  Pnmary  primary  Missing Total males
Age
10-14 6.4 5.1 0.1 85.8 1.8 08 100.0 6930
15-19 7.8 1.2 0.3 56,9 333 0.5 100.0 3830
20-24 14.0 1.1 1.6 35.6 473 04 100.0 2215
25-29 29.6 2.5 1.5 324 27.6 03 100.0 2176
30-34 38.5 3.4 17.2 19.2 209 0.7 100.0 1814
35-39 44.9 4.6 28.1 73 14.6 0.6 100,0 1760
40-44 55.1 35 29.2 37 8.0 0.5 100.0 1558
45-49 59.7 4.5 26.7 3.0 57 0.6 100.0 1216
50-54 64.1 4.4 25.6 1.5 31 1.3 100.0 1154
55-59 63.9 53 271 0.9 22 0.6 100.0 714
60-64 71.6 5.1 216 0.6 04 0.6 100.0 1173
65+ 73.9 4.4 19.2 0.2 0.7 1.6 100.0 2005
Missing/Don’tknow  87.2 78 0.0 0.0 0.0 5.0 100.0 24
Residence
Urban 16.3 i3 10.5 38.4 30.8 0.6 100.0 5674
Rurl 35.4 38 11.2 384 10.5 0.7 100.0 20955
Region
North./West. 34.2 3.9 1.5 38.0 11.8 0.6 100.0 21661
South./East. 18.8 26 9.0 40.1 28.2 1.2 100.0 4968
Total 31.4 7 11.1 384 14.8 0.7 100.0 26629

Table 2.6.2 Educational level of the female houschold population

Percent distribution of the de facto female houschold populations age 10 and over by highest level of
education completed, according to sclected background characteristics, Yemen 1991/92

More Number
Background Read than ol
characteristic Iliterate only Literate  Primary  primary  Missing Total females
Age
10-14 543 4.0 0.5 39.8 0.3 1.1 100.0 6202
15-19 60.4 1.9 1.1 26.5 9.2 0.9 100.0 3881
20-24 70.1 2.0 0.8 16.1 10.5 0.3 100.0 2556
25-29 81.6 22 0.7 9.4 5.8 0.4 100.0 2914
30-34 88.5 1.6 25 32 3.7 0.4 100.0 2262
35-39 91.3 1.4 32 1.1 22 0.8 100.0 2149
40-44 95.9 0.6 1.6 0.2 0.6 0.8 100.0 1467
45-49 97.1 0.3 1.3 02 0.4 0.7 100.0 1210
50-54 96.4 1.1 1.3 0.0 0.1 1.0 100.0 903
55-59 97.6 03 0.7 0.1 0.2 1.2 1060.0 1270
60-64 96.6 0.4 03 0.0 0.3 23 100.0 1032
65+ 97.2 0.3 0.1 0.0 0.0 25 100.0 1612
Missing/Don't know  96.1 0.0 0.0 0.0 0.0 39 100.0 32
Residence
Urban 459 3.1 2.8 339 13.7 0.6 100.0 5509
Rural 84.6 1.7 0.7 11.0 1.0 1.0 100.0 21980
Region
North./West. 81.0 1.9 0.7 13.7 1.8 0.9 100.0 22378
South./East, 58.6 24 2.8 239 1.0 13 100.0 5111
Total 76.9 2.0 1.1 15.6 3.5 0.9 100.0 27489
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education as men residing in rural areas. Regionally, there are marked variations in the cducational status
of men. In the northern and western governorates 34 percent of men are illiterate, compared to 19 percent
in the southern and eastern govemorates. Likewise, whercas 70 percent of men in the southern and castern
govermnorates have completed primary or post-primary eduation, only 50 percent of men in the northern and
western governorates have attained this level.

Women in Yemen have muchless education than men but there has been more dramatic improvement
in women's than men's educational attainment in recent years. More than three-quarters of women age 10
and over in the YDMCHS household sample are illiterate, 3 percent can read {1 percent can also write), 16
percent have completed primary scheol, and 4 percent have completed preparatory school or higher (see
Table 2.6.2). The recent improvement in female education is indicated by the fact that only 54 percent of
women in age 10-14 arc completely illiterate, compared to 89 to 98 percent of women over 30. The
percentage of women with more than primary education increascs steadily in cach successively younger age
group. Not surprisingly, women who reside in urban areas have considerably more education than those
living in rural areas. Eighty-five percent of rural women are illiterate, compared to 46 percent of urban
women, and the proportion who have primary education is three times as high in urban as in rural areas. Onc
percent of rural women have attained post-primary cducation whilc 14 percent of the urban women have
completed preparatory or higher education. As with men, educational attainment for women in the southem
and eastern govemorates is higher than for women in the northern and western govemorates. One-third of
women in the southemn and castem govemorates, or twice the proportion in the northem and westem
govermorales, have completed primary or post-primary education.

2.6 SCHOOL ENROLLMENT

Th¢ Household Questionnaire for the YDMCHS asked about the current status of school attendance
for all persons in the household betwcen the ages of 6 and 30 yecars. Table 2.7 indicates that 57 percent of
school age children (6-15 ycars) arc cnroiled in school. The cducation of [emales lags far behind the
education of males in Yemen.* Eight in 10 of school age males attend school compared to only about 3 in

Table 2.7 School enrollment
Percentage of the de jure houschold population age 6-29 years enrolled in school, by age group, sex, and
urban-rural residence, Yemen 199192

Male Female Total
Age group Urban Rural  Total Urban  Rural Total  Urban  Rural Total
6-10 79.7 70.0 71.6 75.0 26.3 34.5 774 48.8 53.6
11-15 94.8 89.1 90.2 81.0 21.2 33.0 88.1 56.7 62.8
6-15 86.6 779 79.4 71.7 24.2 33.9 82.3 52.0 574
16-20 66.5 58.7 60.7 384 6.3 14.0 52.6 31.5 36.8
21-24 36.1 25.0 29.0 10.1 1.8 4.2 23.3 12.0 15.7
25-29 11.6 7.8 8.8 3.6 09 1.5 7.3 38 4.6

* For example, according to the DHS survey in Jordan (Zou’bi ct al., 1992), atiendance of children 6-15 years is
almost universal (95 percent), and enrollment of boys over girls is higher by only 1 percent nationally and by less than
4 percent in rural areas. Comparcd with the Morocco DHS survey (Azelmat et al., 1993), overall school enrollment for
children 6-15 years in Yemen is higher (57 percent versus 47 percent) and gender enrollment ratios—that is, the
proportion of girls to the proportion of boys enrolled in school—do not differ for children in urban arcas in the (two
countries. However, enrollment ratios in rural areas are 49 percent in Morocco and only 31 percent in Yemen.
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10 females. The difference in enrollment of Table 2.8 Back 1 characteristics of dents
school age children by gender is mainly dueto | ~—22-&-£0 DACKEOUNC characlenslies o Topon=n
the strikingly lower school attendance of girls | percent distribution of ever-married women by sclected
in rural areas (24 percent) compared 10 boys | background characteristics, Yemen 1991/92
(78 percent). The proportion of boys and girls
. . . Number of women
attending schools in urban arcas varics by less
than 10 percentage points in favor of boys. Background Weighted Un-
pe gc points Y y characteristic percent  Weighted  weighted
More than onc-third of the population
age 16 (o 20 attends school, but by age 21 1o Algg_lg 25 427 230
24, amuch smaller proportion is still in school. 20-24 14.3 815 832
Relatively higher proportions of males than %g:gg ﬁg lggg lggz
females and urban children than rural children 35.39 17.1 972 970
remain in school in these two age groups. Less | 40-44 115 653 648
. . . 45-49 93 529 524
than 5 percent in the population age 25 10 29 is
in school. Marital status
Married 94.2 5355 5336
Widowed 29 164 167
2.7 BACKGROUND CHARACTER- SDivorcct:l (z)g 1?2 1?2
ISTICS OF WOMEN cparate -
Resldence
A Urban 18.5 1054 1453
ge Rural BL.5 4633 4234
o divi . Region
Thc.Iow level f)f individual z{war.encss North /West. %28 4708 4010
of exact age in Yemen increased the likelihood South./East. 17.2 979 1677
of the occurrence of age misrcporting, Age Education
misreporting was also caused by cstimaling | iiterate 89.2 5075 4808
women’s ages when they co i ir Literate 1.1 61 87
% ¢ ¢y could not give the Primary 5.6 316 406
cxact age. In some cascs, age was not known More than primary 41 215 186
at all and the interviewers had 1o estimate it by . 687
various means (sce section 2.3). Total 100.0 568 6

Tablc 2.8 shows the percent distribution of respondents by age group and various background
characteristics. Nearly onc-fifthof ever-marricd women interviewed in the survey arc under age 25, slightly
more than one-fifth arc in their late twentics, and one-third arc in their thirtics. More than one-fifth arc in
their forties, concentrating in the carly forties.

Current Marital Status

Except for 3 percent of women who were widowed and 3 percent who were divorced, all women 15-
49 who had cver marricd were currently married at the time of the survey.

Place of Residence
Lecss than one in five (18.5 percent) of the women in the sample reside in urban arcas with the

remainder (81.5 percent) living in rural areas. More than four of five women surveyed live in the northern
and western governorates and less than one-fifth reside in the southern and castem governorates.
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Literacy and Level of Education

As can be seenin Table 2.8, an overwhelming majority of women surveyed in Yemen have received
little or no formal education and are illiterate. Among ever-marricd women, only 6 percent have completed
primary schoot and 4 percent have completed preparatory or higher schooling; 89 percent of Yemeni women
are illitcrate, irrespective of whether they had atiended primary school or not.

Table 2.9 examines variations in the educational attainment of women by age, residence, and region.
As mentioned carlier, cducation is negatively associated with age; that is, older women are generally less
educalted than younger women. For example, whereas three-fourths of women age 15-19 are illiterate, more
than 90 percent of women age 30-34 and 99 percent of women 45-49 are illiterate. The increase in the
proportion of ever-married women who have completed primary school is most noticeable since the 1966
revolution.®

Table 2.9 Level of education
Percent distribution of ever-married women by the highest level of education completed, according
to sclected background characteristics, Yemen 1991/92
Level of education
Number
Background More than of
characteristic Illiterate  Literate  Primary  primary Total women
Age
15-19 4.4 2.2 16.2 73 100.0 427
20-24 79.4 1.2 11.7 7.7 100.0 815
25-29 87.9 0.8 6.0 53 100.0 1295
30-34 91.2 1.2 3.9 3.7 100.0 995
3539 93.2 1.5 2.6 2.7 100.0 972
40-44 973 0.6 1.1 1.0 100.0 653
45.49 28.6 0.3 0.5 0.6 100.0 529
Residence
Urban 66.2 2.7 14.8 16.3 100.0 1054
Rural 94.5 0.7 3.5 1.4 100.0 4633
Region
North./West. 93.5 0.6 4.0 1.8 100.0 4708
South./East. 68.6 3.5 12.8 15.1 100.0 979
Total §9.2 1.1 5.6 4.1 100.0 5687

Women who reside inurban areas have alower level of illiteracy and a higher level of education than
those living in rural arcas. The proportion of ever-married women who cannot rcad and write is substantially
higher in rural (95 percent) than in urban areas (66 percent). Converscly, the percentage who have
post-primary cducation is more than ten times greater in urban arcas than in rural. Regarding differentials
by region, educational attainment is much higher in the southem and eastem govemorates where more than
one-fourth of ever-married women have completed at least primary school compared with only 6 percent of
women in the northern and western govemorates.

7 The progress in female cducation is more obvious in Table 2.6.2 which indicates that among women 15-19, 60
percent are illiterate compared to 74 percent of ever-married women in Table 2.9. The longer women stay in school,
the later they will marry, thereby raising age at marriage and lowering fertifity.
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Exposure to Mass Media

Table 2.10 shows the percentage of ever-marricd women who are exposed to mass media, i.e.,
newspapers/magazines, lelevision, and radio, according to selecled background characleristics. The
respondents were asked if they watched television or listencd to radio (without reference 10 how often they
were exposed to these media). Reading newspapers/magazines at least once a weck was considered the
measure of exposure to this medium. Less than 10 percent read a ncwspaper or magazine at lcast once a
week, one-third listen to radio, and a slightly higher proportion waich television. Exposure to all media
decreases with age; this is especially true for the print medium because the percentage of women who are
literate decreases in the older age cohorts.

Table 2.10 Exposure to mass media
Percentage of ever-married women who usually read a ncwspaper once a
week, watch television, or listen to radio, by selected background
characteristics, Yemen 1991/92
Read Number

Background newspaper Watch  Listen to of
characteristic weekly  television  radio women
Age

15-19 17.8 45.9 46.1 427

20-24 15.8 44.2 42.8 815

25-29 8.7 39.2 36.3 1295

30-34 7.0 339 32.9 995

35-39 5.6 36.1 30.0 972

40-44 27 311 25.9 653

45-49 1.1 29.7 24.1 529
Residence

Urban 28.4 82.6 571.7 1054

Rural 316 26.8 28.6 4633
Region

North./West. 4.8 319 317 4708

South./East. 242 62.4 44.9 979
Education

Illiterate 0.5 31.9 29.9 5075

Literate 55.7 77.6 70.7 61

Primary 67.6 76.4 65.8 316

More than primary 80.8 86.2 70.6 235
Total 8.2 37.1 34.0 5687

The data on cxposure 10 mass media also indicate a positive relationship between education and
reading newspapers/magazincs. Eighty percent of women with post-primary schooling rcad newspapers,
compared with 56 percent of women who arc just literate (can read and write).® Level of education, which
may also signify sociocconomic level, is related to exposure to radio and television, Only 3 in 10 illiterate
women watch television or listen to radio, whereas 66 10 86 percent of educated women arc exposcd 10
television and radio. Women who are literate are slightly more likely to listen Lo radio than thosc who have
completed primary school; howcever, there is practically no difference among these two subgroups in the
proportion of women who watch tclevision.

511 should be noted that women who claim (0 be able (o read but cannot wrile are classificd as illiterate in Table 2.10.
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Because of the higherlevels of literacy o ]
in urban compared to rural arcas, more than Table 2.11 Background characteristics of children
one-quarter of urban women read the news- | percent distribution of children by selected background
paper compared to less than 4 percent of rural | characteristics, Yemen 1991/92
women. As expected, exposure to other media .
is also related 1o residence; 83 and 58 percent Number of children
of urban women watch television and listen to BhﬂCkBTOL{né Weighted Weishted UIL— 4
radio, respectively, compared to 27 and 29 per- | Shracteristic percent  Welghted  weighte
cent of rural women, respectively. There are ,
also substantial regional differences: 5 percent C(')’_i;d § age (months) 10.7 718 773
of women in the northern and western gover- 6-11 12.0 802 796

; - 12-17 9.3 627 634
norates and 24 percent of women in the south 1823 o2 628 621
em and castem govemorates read ncwspapers 2429 11.0 735 752
ormagazines. It is twice as likcly for women in %2‘2? %83 '6133 f’)gg
the southemn and eastem govemnorales to watch 42.47 89 597 588
television as innorthem and westem govemor- gg gg 12-2 2?2 g?g
ates, The same proportion of women listen Lo i ' )
radio and waich television in the northem and S?& a(])r child S ; i3
: e 1.0 342 1
weslem govemorales (32 percent), bu} in the Female 490 1988 3784
southem and eastcm govemorates while two-
thirds of women watch television (62 percent) | Residence 16.6 113 1474
less than one-half listen to radio. Rural 83.4 5602 5241
Region
CHILDREN South./East. 13.7 922 1621
Mother’s education

In the YDMCHS, information about L’!i!c{f:lc 33-3 5923 56‘;%
births in the five-year period preceding the sur- p;if,::,;:, 4.6 306 403
vey was coliected in the Women's Question- More than primary 3.1 211 343
naire, and a scparatc questionnaire, the Child’s |  [nformation not collecied 30 202 197
Questionnaire, was used to collect information | Total 100.0 6715 6715
about children under five living in the house-

hold. The characteristics of children are pre-

sented in Table 2.11. It is apparent from the table that some misdating of births has taken place. For example,
the small proportion of children 54-59 months compared to other age categorics indicates that some children
age 54-59 months were moved into the next older age group by interviewers. It is likely that this was done
intentionally in somc instances to reduce the workload. Questions about children under five in the Women's
Questionnaire would not have to be asked and the Child's Questionnaire would not have to be completed.

Fifty-onc percent of living children are males and 49 percent are females. The proportion of children
residing in urban arcas is 17 percent; 14 percent of children for whom the Child’s Questionnaire was
compleled residc in southem and castem govemnorates and 86 percent live in northem and westem
govemnorates. The educational level of mothers of children undcr five is similar to that of ever-married
women. Information on mother’s educational Icvel is not available because they were not included in the
survey. Later in the repont, it is shown as, “Information not collected.”
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CHAPTER 3

FERTILITY

A major objective of the 1991/92 YDMCHS is to examine a number of imporiant issues related (o
fertility and childbearing. This chapter briefly covers a number of substantive issucs such as fertility levels,
trends and differentials, indicators of future fertility, age al which womeninitiate childbearing, birth intervals,
and adolescent fertility. The fertility estimates reported below are based on reporied information collected
from birth histories of ever-marricd women age 15-49. Although the YDMCHS collected birth histories for
ever-married women only, it is possiblc to calculate fertility measures for all womcn. To do this, the
assumption is madc that single women and never-married women have had no children. While somc births
undoubtedly occur outside of marriage, most observers agree that the level of non-marital fertility in Yemen
is negligible.

Current, past and future fertility estimates are based on carefully collected data. First, a scrics of
questions about live births were asked to know the number of children each ever-marricd woman had in her
lifetime. To cncourage complete reporting, the respondents were asked about the number of sons and the
number of daughters who (a) werc living at home, (b) were living elsewhere, and {c) died aftcr birth. Each
respondent was also probed by the interviewer to verify if the sum of live births recorded in these categorics
agreed with the total number of births the woman had. Second, a full birth history was collected from cach
woman, including thc name, sex and date (year and month or scason) of each birth, and age at death for
children who dicd. It was also noted in the birth history if year of birth was checked with, or derived from,
a document such as birth certificate. Third, the number of stillbirths and miscarriages or abortions reported
by respondents were noted. Fourth, as an indicator of future fertility, all currently women were also asked
if they were pregnant at the time of the interview.

Dcspite cfforts to minimizc errors in collecting data on births, the YDMCHS is subjcct to the same
type of crrors that arc typical of retrospective surveys. The birth historics arc affected by underreporting of
the number of children ever born and mistiming of births. The main rcason for not getting accuratc
information on number of births (which includes underrcporting of children) is the omission of children who
dicd in infancy or who married and left the parental or maternal home. Also, some women with no surviving
children may report themselves as childless. Problems of this type more often occur in surveys in countrics
where the level of female literacy is low. A check on the data quality of the YDMCHS conlirms that some
omission of births in the five-year period preceding the survey, and the displacement of births out of this
period has taken place. The apparent reason for these errors is that interviewers were trying (o avoid
complcting the Child’s Questionnaire in some households with children under five. Typically, births arc
displaced more oftcn than they arc omitted.

3.1 LEVELS AND DIFFERENTIAL IN FERTILITY

Table 3.1 presents the age-specific fertility rates and various summary measures such as the crude
birth ratc (CBR), the gencral fertility rate (GFR) and the total fertility rate (TFR), calculated from survey data,
according to urban-rural residence, The crude birth rate is the number of births per 1,000 poputation; it is
the Icast refined measure of fertility, but it is the most commonly uscd and casily understood. The general
Sertility rate is the annual number of live births per 1,000 women; it is calculated by dividing the number of
births occurring during a specified period of time by the total number of women of reproductive age (15-49
ycars). The age-specific fertility rate is defined as the number of births to women of a given age group per
1,000 women in that age group. The total fertility rate (TFR) is a summary measure that indicates the number
of children a women would bear during her reproductive years if she were (o expericnee the age-specilic
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fertility rates prevailing for the specified period. Mathe-
matically, the TFR for women 15-49 is five times the sum of

the age-specific fertility rates for the seven age groups. Age-specific and cumulative fertility rates and the
crude birth rate for the three years preceding the

The crude birth rate (CBR) in Yemen, which iscen- | survey, by urban-rural residence, Yemen 1991/92
tered on the year 1990, is 40 births per thousand population.
It is substantially higher in rural areas (42) than in urban

Table 3.1 Current fertility

arcas (34). The general fentility rate (GFR), estimated from | &8P Urban Rural Total
the survey data for the country as whole, is 238 births per
thousand women aged 15-49; it is also much higher in rural | 15-19 64 114 102
areas (254) than in urban arcas (176). The TFR for Yemen | 2020 o -
for the three years preceding the survey is 7.7 births per wo- | 30.34 253 290 284
man, which is one of the highest total fertility rates in the | 35-39 197 272 258
world." With respect to urban-rural differentials, the total | 3242 oA A
fertility rate for urban arcas (5.6)* is, as expected, much
lower than the TFR for rural areas (8.2). TFR 15-49 5.6 8.2 7.7
TER 15-44 5.4 7.5 7.1
The age-specific fertility rates for the three years Sgﬁ l;’f 223 233

preceding the survey indicate that the prime childbearing
years in Yemen arc ages 20-39 (sce also Figure 3.1). How- | Note: Rates are for the period 1-36 months
ever, a substantial amount of childbearing is evident even | Preceding the survey. Rates for age group 45-49
1d A ific fertili . may be slightly biased due 1o truncation
ar{‘ong older women‘_ ge-specilic lerulity r:ates INCICASE | TER: Total fertility rate, expressed per woman
with age from 102 births per 1,000 women in age group | GFR: General fertility raic (births divided by
15-19 to 315 births per 1,000 in age group 25-29, and then | number of women 15-44) expressed per 1,000

. . . women.

df:clmc l(? }20 births per 1,000 in age group 45-4“). AgeI-Spe- CBR: Crude birth rate, expressed per 1,000
cific fertility rates for rural areas arc substantially higher | population.

than those for urban areas, and follow the same pattern (ex-
cept that women age 45-49 in urban areas report lower fertility than women age 15-19). Another way of
looking at age-specific ratcs is (0 say that if current rates remained unchanged, the average woman in Yemen
would have almost two children (1.9 children) by the time she reached age 25; she would have three more
children during the next 10 years (between age 25 and 34), by her forticth birthday she would have given birth
10 more than six children; and at the end of her reproductive years she would have had an average of more

than 7.5 children.

'The total fertility rates for five Arab countrics in which DHS surveys have been implemented arc: Egypt 1992: 3.9
(El-Zanaty ct al., 1993), Morocco 1992: 4.0 (Azelmat ct al., 1993), Tunisia 1988: 4.4 (Aloui ct al., 1989), Sudan
1989/0: 5.0 (DOS and IRD, 1991), and Jordan 1990: 5.9 (Zou’bi ct al., 1992),

*The TFR for small urban arcas in Jordan is the same as the TFR for urban arcas in Yemen. The TFRs for urban
women in other Arab countries range from 2.5 in the Morocco 1992 survey (Azelnat ctal., 1993) and 2.9 in the Egypt
1992 survey (El-Zanaty ct al., 1993) 10 3.4 in the Tunisia 1988 survcy (Aloui ctal., 1989) and 4.1 in the Sudan 1989/90
survey {DOS and IRD, 1991).
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Figure 3.1
Age-specific Fertility Rates by Urban-rural Residence
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Differentials in fertility by urban-rural residence
and level of education are shown in Table 3.2 and Fig-
ure 3.2. It has been pointed out that rural areas have
higher TFRs than urban areas. Regionally, the difference
in the TFRs is even greater. The TFR for the nornthem
and western govemorates (8.2 children per woman) is

Table 3.2 Fertility by background characteristics

Tota) feriility raie for the three years preceding the
survey and mean number of children ever born o
women age 40-49, by selected background
characteristics, Yemen 1991/92

almost 50 percent higher than the TFR for the southem

and castemn govemorates (5.5). Fertility rates are related Mean number

not only to the geographical area in which a woman re- Total ocr\,(;l:l,l,f;,n
sides but also to her level of education. Women who | Background fertility to women
have received no formal educationhave aTFR 0f 8.1,2.4 | characteristic raie’ age 40-49
children higher than for women who have received pri-
mary education (5.7), and 4.6 children higher than for | Residence
women who have received more than primary education | Urban 5.6 79
(3.5). Rural 8.2 7.8
Region

Table 3.2 also shows the mean number of chil- | North./West. 8.2 8.0
dren ever bom (CEB) to women age 40-49. This is a | ~ou/East 35 6.9
measure of completed fertility; i.e., the cumulative fer- | Education
tility of women of reproductive age, who arc approaching | No schooling 8.1 8.0
the end of their childbcaring years., A comparison of the E;‘maruyl, - 3.7 3.7

. . . ore than primary 3.5 39

cumulative measure of childbearing, CEB, with the TFR
gives a rough indication of the trend in fertility over the | Total 7.7 7.8

recent decades. For all women, the mean number of chil-
dren ever bom is 7.8, which is very close to the TFR for
the country as whole. Together, (hese figures indicate
that overall fertility has remained virtually unchanged in Yemen. Ferility has increased slightly in some
subgroups and decreascd in others. A slight rise in fertility occurred among women in rural arcas, thosc
residing in the northem and western govemorates and those who had no formal education; this is inferred
from the higher TFRs compared with the CEBS. On the other hand, there is some indication that fertility may
be declining inurban arcas, in the southem and castem governorates, and among women who have more than
a primary level of education.

"Rate for women age 15-49 years

3.2 TRENDS IN FERTILITY

The fertility indicators presented in Table 3.2 suggest that, overall, there has been almost no decline
in fenility in recent years. Although there are no estimates from other sources wilh which to study trends in
fertility, data from the birth histories collected in the YDMCHS make it possible to analyzc fertility trends
dirccily.

Table 3.3 shows age-specific fertility rates for successive four-ycar periods during the 20 ycars
preceding the survey. Four-year periods were used instead of the customary five-year periods® in order to
avoid the effects of displacement of births from lve ycars preceding the survey to six years before the survey.
It should be noted that some of the fertility rates shown in the table are truncated; this is due to the fact that

*An examination of the same table [or five-year periods shows that fertility levels peaked at 510 9 years before the
survey, indicating age displacement of births has taken place. The apparent reason lor displacement is that intervicwers
may have tried to avoid (1) a set of questions about children included in the Woman’s Questionnaire, (2) the Child
Health questionnaire itself, and (3) the additional burden of measuring height and weight of children born during the five
ycars preceding the survey.
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the data on which these rates are based
pertain only to women who were under
50 years of age at the time of the sur-
vey. Information presented in the table
should be treated with caution due to
the possible omission or incorrect dat-
ing of cvents, especially by older wom-
cn, for the more distant time periods.

Table 3.3 indicates that fentility
pcaked in Yemen between 8 and 15
years preceding the survey (approxi-
matcly 1976-83). An extremely sharp
rise in the period 12-15 years before the
survey (approximately 1976-79), docs
not scem plausible. The large increase
in fertility may be partially explained
by the difficulty older women have in
recalling birth dates and/or births that
occurred a long time ago.

Table 3.4 shows the pattern of fertility by marital duration, i.c., the number of years since first
marriage; the pattern is similar to that observed in Table 3,3. Fertility peaks among women who were first
married 8 to 11 years before the survey, and is lowest among women who were first married O to 3 years
before the survey. Women who had beenmarried for more than 15 years reportied lower fenility than women
with shorter marriage durations. Again, this is probably due to recall problems of births which occurred a

long time ago.

Table 3.3 Age-specific fertility rates

Age-specific fertility rates for four-year periods preceding the survey, by
mother’s age at the time of birth, Yemen 1991/92

Number of years preceding the survey

Mother's age 03 4-7 8-11 12-15 16-1%
15-19 104 184 198 201 158
20-24 286 347 380 356 27
25-29 313 388 414 400 [300]
30-34 284 376 379 [374] {311]
35-39 251 3t7 [350] [358]

40-44 174 201 [243]

4549 [113] [309]

Note: Age-specific fertility rates are per 1,000 women. Estimates enclosed
in brackets are truncated.

Table 3.4 Fertility by marital duration

Fertility rates for ever-married women by duration since first marriage in
years, for four-year periods preceding the survey, Yemen 199192

Marriage Number of years preceding the survey
duration

at birth 0-3 4.7 8-11 12-15 16-19
0-4 328 356 330 307 222
59 350 413 409 398 316
10-14 328 404 436 414 317
15-19 289 354 386 372 [318]
20-24 233 296 [335] [386]

25-29 156 [216] [283]

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

Another indicator that may be used to measure fertility within marriage is total marital fertility rate
(TMFR). This mcasurc is calculated in the same way as the total fentility rate cxcept that the denominator
for calculating age-specific marital fertility rate (ASMFR) is marred women instcad of all women in the
specific-age range. Table 3.5 shows the age-specific and total marital fertility rates for 0-2 years, 0-4 years,
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Table 3.5 Marital fertility

Age-specific marital fertility rates (per 1,000 women) and lotal
marital fertility rates for different periods preceding the survey,
Yemen 1991/92

Maternal Number of years preceding the survey
age

at birth 0-2 0-4 59 10-14
15-19 315 295 359 322
20-24 365 354 435 404
25-29 338 327 429 429
30-34 289 291 407 372
35-39 260 254 344 [351]
40-44 172 171 {237]

45-49 [120} [120]

TMEFR 15-44 8.7 8.5

TMEFR 15-49 93 9.1

TMER = Total marital fertility rate, expressed per woman.
Note: Estimaltes enclosed in brackets are truncated.

5-9 years, and 10-14 years before the survey. The pattern ol age-specific marital fertility rates for the three
years preceding the survey is similar to that observed for age-specific fertility rates. The total marital fertility
rate for the three years preceding the survey is 9.3. The ASMFR rates for the three ycars before the survey
compared with rates for the period 10-14* years preceding the survey, have declined for women in their
twenties and thirties, but have remained unchanged for women under 20. Thus, no reduction has taken place
in teenage fertility, and there has been no decrease in these clevated-risk births,

3.3 CURRENT PREGNANCY

Another indicator of current fertility is the proportion of women who are currently pregnant. This
measure represents, in a sense, the most current level of fentility since it anticipates fertility over the next few
months. However, as a measure of current fertility, it should be treated with caution because it is an
underestimate. Some women in the early stages of pregnancy may be unaware or uncertain that they are
pregnant; others may deliberately avoid mentioning current conception due 1o local customs or traditions.

Overall, 18 percent of currently marricd women® (sce Table 3.6) and 13 percent of all women
reported being pregnant (not shown). By age, the highest pregnancy rate is reported for currently married
women age 20-24 (23 percent), although one-fifth of women in the next older and next younger age groups
reported pregnancies at the time of the survey. Urban-rural diffcrentials by age show an interesting pattern;
urban women under 25 reporticd much higher pregnancy rates than rural women, but a higher proportion of

“The ASMFRs for the threc years preceding the survey are considered for the reason mentioned earlier for ASFRs.
Comparison with rates 10-14 years before the survey is more appropriate since the rates for 5-9 years before the survey
are probably "inflated” by age displacement of children under five,

The 1991 Egypt Maternat and Child Health Survey (Abdel-Azcem et al., 1993) reported that only 11 percent of
currently married women were pregnant at the time of the survey,
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Table 3.6 Currently pregnant women

Percentage of currently married women who reported a current pregnancy, by age and selected background
characteristics, Yemen 1991/92

Age of woman

Background
characteristic 15-19 2024 25-29 30-34 35-39 40-44 45-49 Total
Residence
Urban 27.6 26.2 16.0 17.2 12.8 6.9 6.4 16.5
Rural 19.7 21.5 21.2 204 19.5 15.6 83 18.8
Region
North./West. 227 224 21.2 20.3 19.4 15.1 8.6 19.2
South/East 13.1 227 15.2 17.5 13.2 9.1 52 14,7
Children ever born
0 24.2 30.8 15.3 (14.6) » * * 23.7
1 17.9 19.3 23.0 (20.6) - * * 18.8
2 (15.5) 23.6 27.3 12.8 (14.7) * * 21.6
3 * 23.4 18.9 19.9 20.0 . - 19.4
4 16.6 15.8 15.2 19.7 17.5 (16.3) (5.3) 16.0
5+ NA (9.9) 209 20,5 18.5 14.9 8.8 17.1
Total 21.0 22.5 20.2 19.8 18.4 14.1 8.0 18.4

Note: Figures in parentheses are based on 25-49 cases; an asterisk indicates that figure is based on fewer than
25 cases and has been suppressed.
NA = Not applicable

rural women were currently pregnant in the age group 25 and over. Regional differentials were more marked;
higher proportion of women were pregnant in the northern and westem govermoraics than in the southem and
eastem governorates (19 percent and 15 percent, respectively). For age group 20-24, there is practically no
difference between the regions, but for all other age groups the proportions of pregnant women was higher
in the northem and westem govemorates. There was no observable pattern in the pregnancy rate by number
of ehildren ever bom; high rates were observed even among women with 5 or more children (17 percent).

3.4 CHILDREN EVER BORN

information on the number of children ever bom (CEB) is presented in Table 3.7 for all women and
for eurrently marriecd women. (As notcd earlier, it is assumed that never-married women had no births.)
These data, which reflect cumulative births over time, indicate that all women have had an average of 3.7
children, while currently married women had 4.9 children. About one-fourth of currently married women
have had eight or more births, and one in 10 has had at least 10 births. The difference in CEB between all
women and currently married women is mainly due to the marital status of women under 25; a large
proportion of tcenagers and a substantial proportion of women 20-24 have never-married. The mean number
of children ever bom increases with age, reflecting the natural family building process. Forexample, among
all womecn, the average number of live births for age group 25-29 is 3.3, for age group 30-34 it is 5.3, and for
women 35-39 the average is 6.7 children. At the end of the reproductive years, at age 45-49, the mean
number of children ever bom for all womecn is 8. The high fertility of Yemeni women is evident from the
substantial proportion of currently married women in their forties who have large families; one-fourth of
women 40-44 and onc-third of thosc age 45-49 have given birth to 10 or more children.
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The results in Table 3.7 show that carly childbearing is uncommon but not rare; almost 11 percent
of teenagers (15-19) have had a child, compared to 56 percent of women 20-24. Tcenage childbearing is
cxamined in sectlion 3.7,

The proportion of women over 40 who have never given birth can be taken as a measure of primary
sterility. Less than 2 percent of currently married women 40-49 are childless and have never given birth.
Compared 10 other countrics in the region and the developing world as a whole, primary infertility is very
low in Yemen,

The last column in Table 3.7 shows the mean number of children still living. Differences in the mean
number of children ever bom and children surviving are small for currently married women under age 30 but
arc notable after age 30.

Table 3.7 Children ever born and living
Percent distribution of all women and of currently married women by number of children ever born (CEB) and mean
number cver born and living, according to five-year age groups, Yemen 1991/92

Number of children ever bom Number Meanno.  Mean no.
Age of ol of living
group o] 1 2 3 4 5 6 7 8 9 10+ Total  women CEBR children

ALL WOMEN
15-19 §9.1 6.7 1 06 04 - - -- - -- -- 100.0 1729 0.19 0.15
20-24 44.0 191 7128 6.9 26 08 02 02 - - 100.0 1135 1.33 1.16
25-29 16.1 83 13.1 157 155 128 g6 58 2.6 1.2 03 100.0 1425 3.34 2.90
30-34 56 43 49 109 121 138 155 143 7.6 6.1 5.0 100.0 1021 527 441
35-39 35 2.1 3.1 50 64 104 149 152 145 86 162 100.0 982 6.71 5.53
40-44 22 2.1 3.0 3.7 49 62 90 125 157 146 261 100.0 654 1.66 6.17
45-49 0.7 2.1 2.7 25 6.5 65 104 116 122 123 325 100.0 529 8.05 6.11
Total 1.8 7.2 6.8 7.9 7.5 7.1 7.4 7.0 57 43 7.4 100.,0 7475 in 3.07
CURRENTLY MARRIED WOMEN

15-19 5§59 281 117 2.5 1.8 - -- -- - - 100.0 406 0.67 0.61
20-24 21.4 265 194 174 9.9 35 12 03 03 - -- 100.0 788 [.87 1.63
25-29 7.6 §2 136 175 176 144 98 66 29 14 04 100.0 1229 375 3.26
30-34 2.5 3.8 48 110 122 147 160 152 79 66 54 100.0 933 5.53 4.63
35-39 2.4 1.4 29 4.6 62 107 150 156 150 93 169 100.0 909 6.90 57
40-44 i.8 1.7 2.6 34 5.1 64 9.1 129 159 147 266 100.0 615 1.75 6.27
45-49 0.6 1.5 2.5 1.9 69 53 9.1 125 128 128 342 100.0 476 8.25 6.28
Total 102 9.1 87 10,0 100 94 96 94 76 59 100 100.0 5355 4.94 4.09
-- Less than 0.05 percent

3.5 BIRTH INTERVALS

A birth interval is the period of time between two successive live births. A short interval between
births affects the health of mothers, and the survival chances of children. The risk of a child dying is high
if the interval between the child’s birth and a previous or next birth is less than 24 months. Table 3.8
cxamines the birth intervals of children bom in the five years before the survey by number of month since
previous birth. In Yemen, more than 4 in 10 births have birth intervals of Iess than 24 months and one-fourth
of births occurred after an interval of less than 18 months. About one-third of birth intervals are between 24
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Table 3.8 Birth intervals

Percent distribution of births in the five years preceding the survey by number of months since previous binh, according to
demographic and socioeconomic characteristics, Yemen 1991/92

Median
number
of months
Nurnber of months since previous birth Number since
of previous

Characlcristic 7-17 18-23 24-35 36-47 48+ Toual births birth
Age of mother

15-19 44.1 14.8 34.1 57 1.3 100.0 96 20.3

20-29 253 215 30.8 132 9.2 100.0 2592 24.8

30-39 21.5 17.3 314 13.9 15.9 100.0 2781 28.2

40 + 20.6 14.4 28.4 16.4 20.1 100.0 1110 313
Birth order

2-3 253 202 30.4 12.0 121 100.0 1790 25.2

4-6 210 17.8 31.0 15.1 151 100.0 2471 280

T+ 239 17.8 30.6 14.2 13.6 100.0 2317 26.7
Sex of prior birth

Male 228 18.6 30.8 13.9 13.9 100.0 3387 26.9

Female 23.6 18.3 30.5 14.0 13.6 100.0 3191 26.5
Survival of prior birth

Living 21.8 18.3 3.5 14.5 13.9 100.0 5732 27.2

Dead 328 19.4 249 10.3 12.4 100.0 847 231
Resldence

Urban 218 19.7 30.7 12.5 15.3 100.0 1046 26.4

Rural 234 18.2 30.7 14.2 13.4 100.0 5533 26.7
Region

North./West. 23.6 18.5 311 14.0 12.9 100.0 5738 26,5

South/East 206 18.2 28.0 13.6 19.6 100.0 841 28.4
Education

Iliterate 234 18.3 30.8 14,1 13.5 100.0 6115 26,6

Literate 12.7 14.4 383 1.2 234 100.0 53 327

Primary 21.0 19.5 29.6 14.5 15.5 100.0 256 274

More than primary 226 23.2 26.6 9.8 17.7 100.0 155 257
Tolal 23.2 18.4 30.7 14.0 13.7 100.0 6579 26.7

ended in a live birth.

Note: First-order births are excluded. The interval for multiple births is the nomber of months since the preceding pregnancy that

and 35 months, and about one-fourth are three years or more apart. Fifty percent of births occur within 27

months of a previous birth (the median birth interval). The shortest median birth intervals are reported for
women 15-19 years, and for births that occurred following the death of a child (20 months and 23 months,
respectively). The short birth interval following a child who died reflects shortening of the period of
postpartum amenorrhea due to cessation of breastfeeding at the death of the child. With increasing age of

the mother, birth intervals also increase; birth intervals are longest for women in their forties (31 months).
The median birth interval is even higher for women who are literate but have not completed primary
education (33 months). For other background characteristics presented in Table 3.8, the medians vary little
and range from a low of 24 to a high of 28 months.
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36 AGE AT FIRST BIRTH

The age at which women start childbearing has important demographic and health consequences.
For example, the magnitude of teenage pregnancy is a major concem of health professionals. Women are
al greater risk of dying from the complications of pregnancy and delivery under the age of 20 and afier age
34. Also, early childbearing usually results in women having larger families, which can have a negative
effcet on their socioeconomic status and participation in the labor force.

Table 3.9 presents the percentage distribution of women by age at first birth according to their curment
age. The qualily of data on age at first birth is affected by reporting errors, such as misreporting the woman’s
age, underreporting of [irst births, and misreporting the first child’s date of birth. Such errors are usually
more pronounced in reporting by older women and illiterate women. A large proportion of Yemeni women
age 20-49% had their first birth before age 20, ranging from one third in age group 40-44 to more than
one-half in age groups 25-29 and 30-34. Among women 25-49, the proportion of first births after age 24
increases with age—from 5 percent to 38 percent. Thesc results indicate that a trend toward early
childbearing continues in Yemen.

Table 3.9 Age at first birth

Percent distribution of women 15-49 by age at first birth, according 1o current age, Yemen 1991/92

Women Median
with Age at [irst birth Number  age at
no of first
Current age births <15 15-17 18-19 20-21 22-24 25+ Total women birth
15-19 89.1 22 6.4 23 NA NA NA 100.0 1729 a
20-24 44.0 59 21.1 14.0 10.9 4.1 NA 100.0 1135 a
25-29 16.1 7.0 254 18.5 15.2 12,6 5.1 100.0 1425 19.9
30-34 5.6 7.0 283 18.9 14.7 16.5 9.0 100.0 1021 19.5
35-39 s 4.6 203 17.7 18.5 19.0 16.3 100.0 982 20.8
40-44 2.2 6.3 16.4 12.4 14.3 19.2 29.3 100.0 654 221
45-49 0.7 54 176 15.1 9.2 14.0 379 100.0 529 227

NA = Not applicable
#Medians were not caleulated for these cohorts because less than 50 percent of the women in the age group x to x+4 have had a
hirth by age x.

Table 3.9 shows the median age at first birth for the differcnt age cohorts. The medians arc not
defined for cohors in which at least 50 percent of the women did not have a birth. The trend across age
cohorts suggests a steady decrease in the median age at first birth from the oldest to the youngest cohorts.
Indeed, the median age at first birth is 22.7 years for women age 45-49, 20.8 for age 35-39, and continucs
to decline 10 a median age of 19.5 for those 30-34 before rising slightly to 19.9 years for younger women.,
Although it is possible that childbearing is starting at younger ages than in the past, it should be noted. as
mentioned carlier, that the data may suffer because of incorrect birthdates both for the mother and for her first
birth. The problem of omission of births or misdating particularly affects data on older women who may have
memory lapses or find it difTicult to remember the dates of their first births. These women have a tendency
1o push birth dates closer 10 the date of survey, thereby making themselves older at first birth than they
actually were,

Only women 20-49 are considered because women under 20 can still have a birth before reaching age 20,
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Table 3.10 presents the median age at first birth by current age and selected background
characteristics. Overall, the median age at first birth is 20.4 years for women aged 25-49. Formosl variables,
the median age at first birth differs by around one year: the median age is higher for women who live in rural
areas than urban areas (misreporting of data may be a factor), higher in the southern and eastern govemoraltes
than in northem and westem govemorates, and higher for women with no schooling compared with those
who have only primary cducation. The differcnces in the median age at first birth arc particularly striking
between women with more than primary education and those with no education or those with primary
education; the median age at [irst birth for the most educated womcn is more than four to [ive ycars higher.

Table 3.10 Median age at first birth

Median age at first birth among women age 25-49 years, by current age and sclected background
characteristics, Yemen 1991/92

Current age Women

Background age
characteristic 25-29 30-34 3539 40-44 45-49 25-49
Residence

Urban 20.6 18.9 19.8 20.0 19.9 19.8

Rural 19.8 19.7 21.0 22.5 23.7 20.6
Region

North./West. 19.4 19.3 20.7 223 234 20.3

South/East 22.1 20.1 21.2 20.8 20.9 21.2
Education

No schooling 19.5 19.4 20.8 22.2 22.7 203

Primary 19.8 18.7 18.5 17.8 25.6 19.1

More than primary a 24.6 23.1 21.9 23.2 24.7
Total 19.9 19.5 20.8 22.1 22.7 20.4

Note: The medians for cohort 15-19 and cohort 20-24 could not be determined because half the
women in each cohort have not yet had a birth,

8The median was not calculated for this cohort because less than 50 percent of women in the age
group x to x+4 have had a birth by age x.

3.7 TEENAGE FERTILITY

Concems aboul the health of teenagers and the montality risks of births to tecnagers (women 15-19
years) were mentioned earlier in this report. It was also noted that 11 percent of women aged 15-19 have
given birth (scc Table 3.7). Table 3.11 cxamincs in more detail the level of pregnancics and births among
teenagers in Yemen. The sum of the percentage of ever-married women 15-19 years who arc mothers and
the percentage who are pregnant with their first child represents the proportion of teenage women who have
begun childbearing. One in scven (14 percent)’ are mothers or are currently pregnant with their first child.
Only 1.2 percent of women age 15 have become mothers and the same proportion are pregnant for the first
time. The percentage of women who have become mothers is 4.7 percent for women age 16; [rom then on
the proportion almost doubles with cach single-year increase in age to over 35 percent among women age 19.
The proportion of teenagers who have started childbearing is substantially higher in rural arcas than in urban
areas (15 percent and 11 percent, respectively). Childbearing among tecnagers is twice as common in the

"The proportion of teenagers who have had onc or more births or are pregnant is much higher in Yemen than in
Jordan. According to the Jordan DHS survey, 5.3 percent of iccnagers had become mothers and another 2.1 percent were
pregnant for the first time.,
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Table 3.11 Teenage pregnancy and motherhood

Percentage of teenagers 15-19 who are mothers or pregnant with their first
child, by selected background characteristics, Yemen 1991/92

Percentage who are:  Percentage

who have
Pregnani  begun Number
Background with first child- of
characteristic Mothers child bearing  tecnagers

Age
15 1.2 1.3 2.6 506
16 4.7 1.2 59 348
17 7.9 5.6 13.5 276
18 16.9 5.3 222 370
19 35.5 4.4 35.9 228
Residence
Urban 8.0 2.8 10.8 446
Rural 11.6 33 149 1316
Region
North./West, 12.5 3.5 15.9 1353
South/East 5.0 23 7.3 184
Education
No schooling 133 37 17.0 1077
Primary 7.2 2.3 9.5 420
More than primary 5.5 25 8.0 256
Total 109 32 14.1 1729

northern and western governorates (16 percent) as in the southern and castern governorates (7 percent). The
proportion of teenage women without schooling who had begun childbearing is more than doubie that of
lcenage women who have more than primary education (17 percent and 8 percent, respectively).

Table 3.12 shows that among tecnagers under 18 years of age who had given birth, only a few had
more than one child. Although only a small proportion ol women age 18 have had two children (7 percent),
almost onc-fifth of 19-year-olds have had two or more children. The likelihood that a tcenage mother will
have had more than one birth rcaches a level of over 50 pereent among nineteen-ycar-olds.

Tabic 3.12 Children bom to tecnagers
Percent distribution of tcenagers 15-19 by number of children ever born (CEB), Yemen
1991/92
Number of Mean
children cver born number Number
of of

Ape 0 1 2+ Total CEB leenagers
15 98.8 1.2 0.0 100.0 .0 506
16 95.3 4.3 0.4 100.0 01 348
17 92.1 7.4 05 100.0 0.1 276
18 83.1 10.1 6.8 100.0 03 370
19 64.5 16.4 19.1 100.0 0.6 228
Total 89.1 6.7 4.1 100.0 0.2 1729
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CHAPTER 4

FAMILY PLANNING

Information on contraceptive use is of particular interest to policymakers, program managers, and
researchers in the areas of population and family planning, Family planning is a powerful tool for improving
the health of mothers and children as well as for reducing the levels of infant and maternal mortality.
Providing easy access to reliable and safe methods of family planning increases women’s control over their
own fertility. This chapter describes women’sknowledge of family planning methods and sources where they
can be obtained, and usc of contraception in Yemen. Differentials in knowledge and usc are also discussed.
In addition, problems with current methods, rcasons for first use and current use, and rcasons for not
intending to usc in future are included in this chapter.

41 KNOWLEDGE OF FAMILY PLANNING METHODS AND SOURCES

Familiarity with contraceptive methods and sources for methods are among the prerequisites for the
adoption of fertility regulation. Knowledge of mcthods is a necessary but not always sufficient condition for
use. The Yemen Demographic and Maternal Child Health Survey (YDMCHS) provides information on the
Ievel of knowledge of family planning methods and providers of family planning services. Data on
knowledge of contraceptive methods were collected in the Woman's Questionnaire. Each respondent was
asked to name the methods or ways a couple could use to avoid or postpone pregnancy. The intervicwer then
read the names of specific methods (without any description), omitting those that the respondent had already
mentioned, and asked whether the respondent had cver heard of the method. The questionnaire included
seven specific modern methods: the pill, IUD, injcction, vaginal mcthods (diaphragm/jelly/ foam), condom,
female sterilization, and male sterilization. Three traditional methods, safe period (rthythm/periodic absti-
nence), withdrawal, and prolonged breastfeeding,' were included. Any other mcthods mentioned by re-
spondents, such as herbs were also recorded. To determine knowledge of sources of modem contraceptive
methods except sterilizations, for each method the respondent recognized, she was asked if she knew any
source for obtaining the method.

Table 4.1 indicates that 60 percent of currently marricd women® have heard of at Ieast onc family
planning method. The most widely known method is the pill, which is known to more than half of currently
marricd women; almost all women who know of a modermn method (53 percent) have heard of the pill ?
About onc-third of the women know about the IUD and injection, and one-fourth have heard of female
sterilization. Knowledge of other modem methods is much lower: male sterilization (13 percent), condom
(10 percent), and vaginal methods (7 percent). Four in 10 women know of a traditional method, mainly
breastfecding (38 percent), while safe period and withdrawal were known by much smaller proportions of
respondents.

"Yemen, Jordan, and Egypt arc the only DHS countrics that included prolonged breastfceding in the list of family
planning mecthods on which respondents were prompied.

"The results for ever-marricd and currently marricd women arc almost the same.
*Conlraceptive knowledge in Mauritania is almost the same as in Yemen, according to a 1990/91 PAPCHILD
survey, In Maurilania, 61 pereent of currently marricd women know a family planning method, and 48 percent know

a4 modern method,
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Table 4.1 Knowledge of contraceptive methods and source for methods
Percentage of ever-married women and currently married women who know
a specific contraceptive method and who know a source for services, by
specific methods, Yemen 1991/92
Know method Know a source
Ever-  Curmrently  Ever-  Currently
Conltraceptive married  married  married  married
IT.leLhOd womcen women wOomen women
Any method 60.3 60.2 212 27.0
Medern method 53.5 53.2 272 27.0
Pill 51.7 51.3 249 24.5
e 34.2 33.5 157 153
Injection 32.1 319 12.8 12.8
Diaphragm/foam/jelly 7.2 1.0 3.5 i3
Condom 10.4 10.3 5.2 5.0
Female sterilization 241 24.0 NA NA
Male sterilization 13.6 13.4 NA NA
Any traditional method 39.7 39.7 NA NA
Safe period 13.2 13.1 NA NA
Withdrawal 8.6 8.5 NA NA
Prolonged breastfecding 37.7 371.7 NA NA
Other traditional methods 1.1 1.1 NA NA
Number of women 5687 5355 5687 5355
NA = Not applicable

The results presented in Table 4.1 show that only 27 percent of married women know where 10 go
to get amodern method of contraception (the Y DMCHS did not include a question on sources for female and
male sterilization). Knowledge of sources for specific methods shows that one-fourth of marricd women
know a source for the pill. Only 15 and 13 percent, respectively, know a source for the IUD and injection;
sources for other methods are even less well known,

The percentage of maried women who know at least one modern contraceptive method and know
a source for thc method, by various background characieristics, is presented in Table 4.2. Only small
differences by age exist in knowledge of modern methods among women 15-44; 54-58 percent of women 20-
44, and almost half of thc women 15-19 arc awarc of a modern method of family planning. Older women,
45-49, arc the least knowledgeable (42 pereent).

There is a greater variability in the level of contraceptive knowledge by residence and region. About
9 in 10 urban women arc awarc of at Ieast one modern method, compared with less than half of rural women,
Knowledge of modern methods is much higher in the southern and eastern governorates (over 70 pereent),
while only hall of women in the northern and westemn governorates know a modermn method. Differentials
in knowledge by education arc even more striking. Among illitcraic women, only half know a modem
method, compared with 86 percent of women who have completed primary cducation, and an overwhelming
majority of women with higher cducation (94 percent). The differences inknowledge of family planning by
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education may account, in large pan, for the greater knowledge of family planning in urban areas and in the
southemn and eastem govemorales, since a greater proportion of cducated women live in those areas.

Differentials in knowledge of service providers show relatively more variability than differentials in
knowledge of modern methods (sce Table 4.2). By age groups, between 24 and 31 percent of marricd women
age 15-44 know a source for amodemn contraceptive method. The differences are much greater by residence.
Sixty-seven percent of urban women know a source compared to only 18 percent of rural women.
Regionally, it is twice as likely for a woman in the southem and castemn govemorates (46 percent) to know
a contraceptive source as a woman who lives in the northern and western govemorates. The most striking
difference in knowledge of service providers is by educational level. Only 22 percent of illiterate women
know a source. Among women who are literate or have completed primary school, knowlcdge of service
providers is almost three times that of illiterate women, or approximately 40 percentage points higher, while
knowledge of a source is 60 percentage points higher among women who have completed more than primary
school.

Table 4,2 Knowledge of modern contraceptive methods and source for
methods, by selected background characteristics
Percentage of currently married women who know any contraceptive method
and a modern method and who know a source for scrvices, by selected
background characteristics, Yemen 1991792
Know a
Know Know  source for Number
Background any amodern modem of
characteristic method  method!  method®>  women
Age
15-19 55.4 50.7 237 406
20-24 63.7 517 279 788
25-29 62.1 543 27.6 1229
30-34 60.6 54.1 314 933
35-39 60.9 53.5 27.4 909
40-44 60.7 53.5 26.0 615
45-49 50.3 42.1 18.4 476
Residence
Urban 88.8 86.2 613 951
Rural 54.0 46.0 18.3 4404
Region
North./West, 513 493 23.2 4458
South./East. 743 724 45.8 897
Education
Hliterate 56.6 48.9 22.0 4792
Literate 91.8 91.8 60.5 57
Primary 87.8 86.0 60.8 291
More than primary 95.0 93.6 84.3 216
Total 60.2 53.2 21.0 5355
'Includes pifl, TUD, injection, vaginal methods (diaphragm/foam/icily),
condom, female sterilization, and male sterilization.
2Source for female and male sterilization not asked.
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4.2 EVER USE OF CONTRACEPTION

In the YDMCHS, all respondents were asked if they had ever used the methods they reporied
knowledge of. As shown in Table 4.3, almost one-fifth of ever-married women have used a method to
regulate their fertility at some point in their lives. Thineen percent have used a modern method and 10
percent a traditional method (including prolonged breastfeeding); thus, the majority of ever-users have had
experience with a moderm method, and some have used more than one method. Currently married women
have about the same level of ever-use experience as ever-married women.

The age diflerentials for ever-use among currently married women show that the rate for women 15-
19 is only 8 percent, it doubles for women 20-24, and increases to 20 percent among women 25-29; ever-use
peaks at around 25 percent among women in their thirties before declining among older women (19 percent
and 15 percent for women 40-44 and 45-49, respectively).

Two methods, the pili (11 percent) and prolonged breastfeeding (8 percent), arc used most
commonly. At the most, 3 percent of currently married women have ever used any other method—- IUD (3
percent), injection and safe period (2 percent cach), and female sterilization (1 percent).

Table 4.3 Ever use of contraception

Among ever-marricd women and currently married women, the percentage who have ever used a contraceptive
method, by specific method and age, Yemen 1991/92

Modern method Traditional method
Any Dia- Female Male Pro-
modem phragm/ steri-  steri- Any With- longed Number
Any mcth- Injec- foam/ Con- liza-  liza- trad.  Safe draw- breast- of
Age method od Pilll 1IUD ton jelly dom tion tion method pericd  al  feeding Other women

EVER-MARRIED WOMEN

15-19 8.0 3o 2.6 0.1 03 -- 0.1 - - 6.0 0.8 0.3 5.7 -- 427
20-24 16.1 9.1 7.2 1.8 11 .- 0.6 - - 9.3 1.9 0.9 7.2 0.2 815
2529 19.1 135 9.8 32 2.6 0.6 1.2 02 - 9.2 2.1 2.0 7.1 02 1295
30-34 253 178 148 3.2 1.7 0.6 1.4 0.7 0.1 12.2 3.0 3.0 9.1 0.1 995
35-39 242 173 139 34 1.6 0.4 0.9 1.6 03 129 23 1.7 105 03 972
40-44 193 150 113 1.6 2.3 04 1.7 2.1 0.6 9.7 1.6 1.6 8.0 0.2 653
45-49 15.1 111 7.8 12 1.5 0.0 0.8 1.4 0.3 6.3 1.0 2.0 53 0.5 529
Toual 195 134 104 24 1.8 04 1.0 08 0.2 9.9 2.0 18 79 02 5687

CURRENTLY MARRIED WOMEN

15-19 1.6 2.7 12 0.2 - - 0.1 - - 6.0 0.5 04 5.7 - 406
20-24 16.2 8.9 7.0 1.9 1.1 - 0.6 -- -- 9.6 2.0 1.0 15 02 788
25-29 196 139 101 34 2.7 0.6 1.3 0.2 - 94 2.1 2.0 73 0.2 1229
30-34 259 184 153 34 1.7 0.4 1.4 0.8 02 124 3.1 2.8 9.3 0.1 933
35.39 251 179 143 34 1.7 0.4 0.9 1.7 03 134 2.5 1.8 109 0.3 909
40-44 192 150 111 1.6 29 0.3 1.8 2.1 0.6 9.3 1.7 14 7.8 0.2 615
45-49 152 115 79 1.4 1.7 - 0.9 L6 03 6.1 1.0 2.0 5.2 0.3 476
Total 198 137 106 2.5 1.9 0.3 1.1 0.8 02 101 2.1 1.8 8.0 02 5355

-- Less than 0.05 percent
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43 NUMBER OF CHILDREN AT FIRST USE

Tablc 4.4 shows the percent distribution of ever-married women by the number of living children at
the time they first used contraception. It is interesting to note that 5 percent of women, or onc-fourth of ever-
users, started using contraception before having theirsecond child. Thistendency to start contraception carly,
probably for the purpose of spacing births, is most noticeable among younger women, i.c., women under 35
years of age. For cxample, more than three-quarters of women 20-24 who had experience with contraception
had initially started using a mcthod before they had three children.

Table 4.4 Number of children at first use of contraception
Percent distribution of ever-married women by number of living children at the time of first use of contraception, according
to current age, Yemen 1991/92
Number of living children at time

Never of first use of contraception Number
Current used of
age contraception 0 1 2 3 4+ Missing Total women
15-19 920 1.4 5.5 0.7 0.3 0.0 0.1 100.0 427
20-24 83.9 0.9 8.0 36 22 0.8 0.5 100.0 815
25-29 80.9 0.2 5.9 33 38 5.8 0.1 100.0 1295
30-34 4.7 0.7 4.6 4.1 3.7 11.6 0.6 100.0 995
35-39 75.8 0.3 2.9 33 29 14.2 0.7 100.0 972
40-44 80.7 0.3 2.5 1.1 21 133 0.0 100.0 653
45-49 84.9 0.2 2.0 0.9 1.2 10.7 0.1 100.0 529
Total 80.5 0.5 4.7 2.8 2.7 8.4 0.3 100.0 5687

44  REASON FOR FIRST USE

Women were asked about their reproductive intentions when they first began using family planning.
Table 4.5 shows among cver-married women who cver used contraception (20 percent), more than half (11
percent) had first used family planning for spacing births because they wanted more children Jater. Scven
percent of ever-users wanted Lo slop childbearing al the time they began using a method. The majority of
wommen 40 and over started using contraception in order to limit family size. Proportionally, cver-users who
adoptcd a family planning mcthod for the first time for purposes of spacing births rather than for limiting
family size were higher among urban women than rural women, and higher among more educated women
than among those with primary cducation or thosc who are illiterate.
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Table 4.5 Reproductive intentions at first use of contraception
Percent distribution of ever-married women by reproduclive intentions at the time of [irst use
of contraception by selected background characteristics, Yemen 199192
Never
used Wanted  Wanlted Number
Background comnlra- child no more  Other/ of
characteristic ception later children  Missing Toual women
Age
15.19 92.0 5.0 2.7 0.4 100.0 427
20-24 83.9 11.0 4.1 1.0 100.0 815
25.29 80.9 12.9 55 0.7 100.0 1295
30-34 74.7 15.0 8.9 1.4 100.0 995
35.39 75.8 12.1 10.6 i.5 100.0 972
40-44 80.7 89 104 0.1 100.0 653
45-49 849 6.6 8.2 03 100.0 529
Residence
Urban 50.8 304 17.1 1.8 100.0 1054
Rural 873 6.9 5.2 0.7 100.0 4633
Region
orth./West. 833 8.8 7.1 8 100.0 4708
South./East. 67.2 23 8.9 1.2 100.0 979
Education
lliterate 842 84 6.6 0.8 100.0 5075
Literate 41.2 36.1 16.7 0.0 100.0 61
Primary 57.2 27.1 13.5 22 100.0 316
More than primary 413 44.5 13.1 1.0 100.0 235
Total 80.5 11.2 7.4 0.9 100.0 5687

4.5 CURRENT USE OF CONTRACEPTION

Only nonpregnant currently married women were asked if they were using any contraceptive method
at the time of the survey. Including prolonged breastfeeding as a method, the contraceplive prevalence rate
in Yemen for a/l currently married womnen (pregnant and nonpregnant) is 10 percent. Itis 7 pereentif breast-
feeding is not included (sece Table 4.6). Although the contraceptive prevalence in Yemen is low compared
with many other Arab countries,’ it is much higher than the one percent prevalence rate reported in 1979 by
the Yemen Arab Republic, which, in this report is referred to as the northem and westem governorates and
has a prevalence rate of 8 percent. The pill, the most popular method, is used by 3 percent of women and
accountis for more than half of the modem method use in Yemen. The other modern methods—IUD and
female sterilization—are each used by one percent of women. Prolonged breast{ceding is the most frequently
used traditional method and the second most popular method overall (2 percent). Around onc-half of one per-
cent of married women rely on the safe period or withdrawal. Table 4.6 also shows the percent distribution
of currently marricd women by contraceptive method currently used, according to age. The pattern of differ-
entials in current usc by age is similar to the pattemn for cver-use of contraception, i.e., women in their thirtics
have the highest levels of use. An extremely large difference in prevalence is observed between urban and
rural areas.’ Al the time of survey, 28 percent of urban women were using a contraceplive method compared

*For cxample, in countries in North Africa and the Midd!c East where a PAPCHILD survey and the DHS surveys
have been conducted, the contracepuve prevalence rates range from a low of 4 percent in a PAPCHILD survey in
Mauritania (1990/91) and 9 percent in Sudan (1989/90), to a high of 50 pcrcent in Tunisia (1988). The prevalence rates
arc 35 percent in Jordan (1990), 42 percent in Morocco (1992), and 47 percent in Egypt (1992).

*Contraceplive rates are higher in urban areas than in rural arcas in all of the North African and Middlc Eastern
countrics in which DHS surveys have been conducted. Interms of absolute percent differences between urban and rural
women, the difference is greatest in Tunisia (1988) where the rates are 60 and 35 percent in urban and rural arcas,
respectively. Howgever, relatively speaking, the ratio (over 4 times) of urban 1o rural usc of contraception is highest in
Yemen and Sudan (1989/90), and lowest (1.5 times) in Egypt (1992).

)



Table 4.6 Current use of contraception by age
Percent distribution of currently married women by contraceptive method currently used, according to age,
Yemen 1991/92
Modern method Traditional method
Pro-
All Female Male All longed Not
modern steri-  steri-  trad. With breast- cur- Number
Background Any meth- Injec- Con-  liza-  liza- meth- Safe draw- feed- rently of
characieristic methed ods'  Pill  IUD  tion dom tion tion ods® pericd al ing  using Total women
15-19 5.1 1.3 t.1 02 - - - - 3.8 - 0.1 3.7 949 100.0 406
20-24 8.5 43 2.8 1.0 04 -- — - 4.2 0.2 0.5 35 4§15 1000 788
25-29 10.5 72 38 23 0.9 0.1 0.2 - 1.3 0.6 0.6 20 895 1000 1229
30-34 11.7 6.8 3.7 1.0 0.7 0.3 0.8 0.1 4.9 0.5 0.6 3.8 8831 1000 933
35-39 12.5 8.3 4.4 13 06 -- 1.7 0.3 4.2 0.6 0.6 2.7 815 100.0 909
40-44 B.8 6.4 2.4 0.9 Q.7 - 2.0 0.4 2.4 0.6 0.6 1.1 912 100.0 615
45-49 5.1 4.1 1.5 0.6 0.3 0.1 1.6 0.1 [ {1] 0.3 0.6 0.2 949 100.0 476
Total 9.7 6.1 32 1.2 0.6 0.1 038 0.1 3.6 0.5 0.6 2.5 903 100.0 5355
-~ Less than 0.05 percent
Includes users of vaginal methods
?Includes users of other traditional methods

with only 6 percent of rural women (see Figure 4.1 and Table 4.7). Rural women are also relatively more
likely than urban women to rely on prolonged breastfceding.

Figure 4.1 highlights the differentials in contraceptive prevalence by region, educational level and
current family size. The prevalence rate in the southemn and eastern govemorates is twice as high in the
northern and western governorates, but the ratios of preference, of modemn to traditional methods, are almost

Figure 4.1
Contraceptive Prevalence by
Selected Background Characteristics

RESIDENCE

REGION
North./Waest.
South./East.

Percent

Modern methods Il Traditional methods®

* Includes prolonged breastfeeding. YDMCHS 1991/92
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Table 4.7 Current use of contraception by background characteristics
Percent distribution of currently married women by contraceptive method currently used, according to selected
background characteristics, Yemen 1991/92
Modern method Traditional method
Pro-
All Famale Male All longed Not
modem steri-  steri-  wad. With breast- cur- Number
Background Any meth- Injec- Con- liza- liza- meth- Safe draw- feed- rently of
characteristic  mecthod ods! Pl IUD tion dom tion tion ods® period al ing using Total women
Residence
Urban 282 188 9.8 4.6 0.5 0.4 27 0.6 9.5 1.7 2.5 52 718 1000 951
Rural 5.7 33 1.8 0.5 0.6 -- 04 - 2.3 0.2 0.1 1.9 943 100.0 4404
Region
North./WesL 8.3 51 2.2 1.3 0.7 -- 0.8 - 32 0.3 03 24 917 100.0 4458
South-East 167 111 8.2 1.1 o1 02 0.8 0.7 5.6 1.1 1.6 2.9 833 100.0 897
Education
Tliterate 72 4.3 2.0 0.8 0.7 -- 0.8 0.1 1.9 0.3 0.4 22 928 100.0 4792
Lilerate 29.1 167 116 33 - - 0.7 1.1 124 3.6 1.1 7.7 709 100.0 57
Primary 243 168 112 4.2 - 0.6 0.6 0.3 1.5 0.8 1.1 5.5 757 100.0 291
More than
primary 385 277 168 7.3 0.2 1.0 E4 0% 107 27 18 42 615 1000 216
No. of lving
children
1] 0.7 0.7 0.5 01 -- - 0.1 - - - -- -- 993 100.0 611
1 1.7 4.2 3.6 0.5 - 0.1 - - 3.6 0.2 03 3.1 523 1000 560
2 9.2 4.8 3.0 1.1 0.2 0.1 0.3 0.1 4.4 0.5 08 3.1 908 1000 568
3 9.8 5.7 32 1.1 0.8 0.2 0.4 0.2 4.1 0.4 0.7 259 902 1000 672
44 11.9 7.9 3.7 1.7 0.9 0.1 1.3 02 4.1 0.6 0.6 2.7 881 1000 2945
Total 9.7 6.1 3.2 1.2 0.6 0.1 0.8 0.1 36 0.5 0.6 2.5 903 1000 5355
-- Less than 0.05 percent
Includes users of vaginal methods
Includes users of other traditional methods

the same in both regions (sce Table 4.7). Pronounced differences in current use exist by level of education.
The proportion of marricd women using contraception increases dramatically from 7 percent among illiterate
women 10 24 percent among those with primary school completed, and then jumps 1o 39 percent for women
with postprimary cducation. Contraceptive use varies slightly with the number of living children. Current
use is negligible among women who have yelt to start childbearing and is 8 percent among women with a
single child. The prevalence rate increases to around 10 percent among those with 2-3 children, and 1s
slightly higher among women who have four or more children.

4.6 REASON FOR CURRENT USE

Table 4.8 indicates that the major reason for using of family planning in Yemen is (o limit family size
(51 percent) rather than to space births (32 percent). A small proportion (18 percent) of currently married
women arc using contraception for "other” reasons. Among rural women, less than half are using to limit the
number of children, and only one-third practice family planning 1o space births. On the other hand, those
with more than primary education are more likely 10 be using contraception for spacing than for limiting
purposes. The table also shows that for various background characteristics, the proportion of women using
contraceptive method for limiting purposes varics only slightly, from 51 1o 54 percent.
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Table 4.8 Reasons for current use of contraception
Percent distribution of currently married women who are using contraception by
reason for use, according to sclected background characteristics, Yemen 1991/92
Want Want Number

Background child no more Other of
characteristic later children reason Total users
Residence

Urban 29.6 53.6 16.8 100.0 268

Rural 34.0 473 18.6 100.0 249
Region

North./West. 31.8 50.1 18.1 100.0 368

South./East. 31.6 51.8 16.6 100.0 150
Education

Nliterate 27.7 533 19.0 100.0 347

Literate * * * 100.0 17

Primary 37.1 51.0 11.8 100.0 71

More than primary 4.3 383 17.5 100.0 83
Total 31.7 50.6 17.7 100.0 518
Note: An asterisk (*) indicates thal the figure is based on {ewer than 25 cases and
has been suppressed.

4.7 PROBLEMS WITH THE CURRENT METHOD OF CONTRACEPTION

Women who were using any contraceptive method cxcept sterilization were asked if they had
experienced any problems with their current method. Few contraceptive users reported any problems. None
of the women who relied on withdrawal and only a small proportion of those using the safe period (10
percent) or prolonged breastfeeding (8 percent) reported any problems (see Table 4.9). Half of IUD and
injectionusers, and over 60 percent of pill users said they experienced no problems with their method. When

Table 4.9 Problems with current method of contraception

Percent distribution of currently married women who are using contraception by the main problem
with current method, Yemen 1991/92

Injec- Safe With- Breast-
Main problem Pill 1IUD tion' period!  drawal'  feeding
No problem 62.5 51.1 51.4 89.7 100.0 92,5
Health concerns 26.4 323 16.1 4.5 0.0 56
Method failed 0.5 0.0 0.0 1.6 0.0 05
Access/availability 0.2 0.0 0.0 0.0 0.0 0.0
Cost 0.0 0.0 19 0.0 0.0 0.0
Inconvenient to use 0.5 33 8.0 4.1 0.0 0.0
Other 1.5 1.9 20 0.0 0.0 0.0
Missing 8.3 11.4 15.7 0.0 0.0 1.4
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number 171 66 32 25 30 136

Note: Excludes users of vaginal methods, condoms and other wraditional methods (fewer than 25
cases). No questions were asked about current use of female/male sterilization.
Figures are based on fewer than 50 cases.
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problems were mentioned, health concems were ciled most frequently. One-third of IUD uscrs, onc-fourth
of pill users, one-fifth of injection users, and a small proportion of women using other methods reporied
experiencing health problem. It should be pointcd out that information for 8-16 percent of users of modem
methods on the question of problems with contraception was not available.

48 SOURCE OF CURRENT CONTRACEPTIVE METHOD

The identification of sources of contraceptive methods for current users is imporant {or cvaluating
the role played by various providers of family planning services and supplics in the public and private sectors.
Women using modem methods at the time of survey were asked where they obtained the method last time,
Their responses are surnmarized in Table 4.10.

Table 4.10 Source of supply for modern contraceptive methods

Percent distribution of currently married women who are using modem
contraceptive methods by most recent source of supply, according to specific
methods, Yemen 199192

FFemale All
Injec- sterili-  modern

Source of supply Pill uD tion' zation!  mcthods?
Public hospitat 19.4 27.1 54.5 771 332
Public family planning clinic 18.4 18.6 3.6 14 14.2
Private family planning clinic 0.5 4.4 3.9 43 2.2
MCH center 12.4 11.2 6.0 0.0 9.4
Private medical doclor/clinic 2.2 31.8 1.5 8.0 8.8
Pharmacy 375 1.4 26.6 0.0 24.2
Other 335 3.7 39 0.9 31
Don't know/missing 6.2 1.7 0.0 83 4.9
Tolal 100.0 100.0 100.0 100.0 100.0
Number 171 66 a2 44 325

'Figures are based on fewer than 50 cases,
Yncludes vaginal methods, condom, and male stenilization,

The public sector, including nongovemmental organizations (NGOs), is a major provider of family
planning in Yemen. It providcs mecthods to 6 out of cvery 10 users of modern methods (57 percent in
govemment sources, and 2 percent in private family planning clinics), while the private sector serves almost
3in 10 vsers. In the private sector, pharmmacics arc the major source of contraceptive methods; they serve
one-fourth of all modern method users (sce Figure 4.2).

As for sources of specific methods, Table 4.10 shows that the main source for pill uscrs is the public
sector: government hospitals (19 percent), public family planning clinics (18 pcreent) and Matemal and Child
Health centers (12 percent). Pharmacies supply a substantial proportion of pills users (38 percent). For IUD
users, private doctors and clinics are the largest single source. One-third of IUDs were obtained from these
private sources, however, public hospitals (27 percent) and family planning clinics (19 percent) together with
maternal and child health centers (11 percent) arc the largest source of this method. More than half of
injection users go to public hospitals and one-fourth to private doctors. Among women who had chosen
voluntary female sterilization as their family planning method, threc-fourths had their operations donc in
government hospitals; only a small proportion went to a private doctors and family planning clinic.
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Figure 4.2
Source of Family Planning Supply
Current Users of Modern Methods

Pharmacy 24%

Other/Missing 8%

Public hospital 33%

a doctor/Clinic 9%
NGO FP clinic 2%

MCH certer 9%

Eublic FP clinic 14%

YDMCHS 1991/92

49 TIME TO SOURCE OF

CONTRACEPTIVE METHOD

Women who were using a modemn contraceptive
method were asked about the time it takes to go to their
method source. The answers, summarized in Table 4,11,
show time to source of contraceptive method by urban-
rural residence. One-fifth of current users of modem

Table 4.11 Time to source of supply for modermn

contraceptive methods

Percent distribution of currently married women who
are using a modern contraceptive method by time to
reach a source of supply, according to urban-rural

residence, Yemen 1991/92

methods can reach their source in less than 15 minutes, ff?é‘ﬁfie Urban  Rural  Total
one-fifth reach it in 15-29 minutes, and an additionat
one-fifth take between one-half and one hour to artive at | 5 1, 26.8 12 18.0
the source they last used. A substantial proportion of | 15.29 26.2 10.8 19.2
users, almost one-fifth have to spend more than two | 30-39 26.1 182 22.6
hours in travel to go to the place where they obtain the ?gbl.égg 1(1)'2 _},‘32? i;g
family planning method they use. As expected, urban | 4 hours or more 0.6 6.8 3.4
women have easier access to family planning than those | Not stated 8.3 11.1 9.5
l%vmg in rural areas (se?,e Iflgurc 4.3).. The median travel Total 1000 1000 1000
time for urban users is just 16 minutes, whereas the | Median time to source 160 60.9  30.4
median for rural users is over one hour; 40 percent of

Number of women 178 147 325

rural users spend more than 2 hours traveling to their
source of contraceptive methods.
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Figure 4.3
Time to Source of Modern Methods

< 15
Missing 11% minutes 7%
15-28
, mMinutes 11%

Missing 8% < 15
2 hours + 2% minutes 27%

60-119
minutes 11%

2 hours + 40%

30-59
minutes 18%

30-59
. o, 15-28
minutes 26% minutes 26% 60-119
minutes 13%
Urban Rural

YDMCHS 1991/92

4.10 INTENTION TO USE CONTRACEPTION IN THE FUTURE

Women who were not using any contraceptive method at the time of the survey were asked if they
would use a family planning method in the future. Those who responded in the affirmative were also asked
how long they would wait to use a method and what method they would prefer to use.

Table 4.12 shows the distribution of currently married women who were not using contraception, by
their intention to use in the future. The results in the table are presented according to the number of living
children (including a current pregnancy) and past experience with contraception. Eighty-three percent of
currently matried women who were not using any method indicated that they did not intend to use a
contraceptive method in the future. Only 16 percent expressed a desire to use some method—=6 percent in
the next 12 months and 2 percent after 12 months; 8 percent were unsure about when they would use a
method. Surprisingly, of the women who had used a method in the past, more that haif (6 percent) reported
that they did not intend to use any method in the future.
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Table 4.12 Future use of contraception

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

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

children, Yemen 199192

Past cxperience Number of living children!

with contraception

and future intentions o 1 2 3 4+ Total

Never used contraception
Intend to use in next 12 months 6.2 3.2 2.8 3.5 4.1 34
Intend to use later 1.2 31 1.6 0.7 1.5 1.5
Unsure as to timing 9.9 7.3 5.1 4.8 6.1 6.3
Unsure as to intention 0.0 0.0 0.0 0.0 0.0 0.0
Do not intend to use 86.3 82.8 80.0 80.5 72.5 76.8
Missing 0.9 0.2 1.1 1.2 0.6 0.7

Previously used contraception
Iniend to use in next 12 months 0.0 0.5 22 0.9 3.1 2.2
Intend to use later 0.4 0.5 13 1.0 09 0.9
Unsure as to timing 0.0 0.8 19 2.1 2.7 2.1
Unsure as to intention 0.0 0.0 0.0 0.0 0.0 0.0
Do not intend to use 1.2 1.7 39 53 84 6.1
Missing 0.0 0.0 0.0 0.0 0.1 0.0
Total 1000 1000 1000 1000 1000 1000

All currently married nonusers
Intend to use in next 12 months 0.2 3.7 5.0 4.4 7.3 5.6
Intend to usc later 1.6 3.6 2.9 1.7 2.4 24
Unsure as to timing 9.9 8.1 7.0 6.9 8.8 8.4
Unsure as to intention 0.0 0.0 0.0 0.0 0.0 0.0
Do not intend to use 87.5 84.5 83.9 85.8 80.9 829
Missing 09 .2 1.1 12 0.7 0.8

Total 100.0 100.0 100.0 100.0 100.0 100.0

Number of women 459 558 495 624 2701 4838

Includes current pregnancy

Method preferences of potential future users are shown in Table 4.13. The pill is by far the most
popular choice (44 percent). Injection is a distant second (13 percent), followed by the IUD (12 percent).
Female sterilization is the preferred method for 5 percent of women, but none of the women selected male
methods—condoms, withdrawal, and male sterilization. Women's preferences formethods differ by the time
in which they intend to use contraception (in the next 12 months or later). However, the pill, the 1UD, and
injection are the most popular methods regardless of timing. The pill and female sterilization are preferred
more by those who intend to use a family planning method after 12 months, while the IUD and prolonged
breastfeeding are more often chosen by those who want 10 use family planning sooner. Compared to women
who intend 1o use in the next 12 months, those who plan 1o use later show a slightly stronger preference for
the pill and slightly weaker preference for prolonged breastfecding.
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Table 4.13 Preferred method of contraceplion for [uture use
Percent distribution of currently married women who are not
using a contraceptive method but who intend to use in the
future by prelerred method, according to whether they intend
to use in the next 12 months or later, Yemen 1991/92
Intend o use

Innext  After Unsure
Preferred method 12 12 as 1o
of contraception menths  months  timing Total
Pill 41.1 56.7 423 438
un 15.5 10.3 9.7 11.7
Injection 12.3 11.5 14.2 13.1
Diaphragm/Foam/Jelly 1.1 0.4 1.0 0.9
Condom 0.6 0.0 0.1 03
Female sterilization 49 7.4 4.6 5.1
Male sterilization 0.2 0.0 0.7 0.4
Safe period 3.4 1.7 4.1 4.4
Withdrawal 0.9 0.0 0.4 .5
Prolonged breastlceding 10.0 4.7 7.5 19
Other 9.5 1.2 14.6 10.8
Don’t know 0.5 0.0 0.5 0.4
Missing 0.0 0.0 0.3 0.5
Total 100.0 1000 1000 1000
Number 21 117 405 796

4.11 REASON FOR NONUSE OF CONTRACEPTION

Currently married non-pregnant women who had indicated that they would not use any method in
the future were asked the reason for not planning to use family planning. The percent distribution of these
women by reason proffered {or not intending (o usc any method are presented in Table 4.14. The results in
the table are shown by (a) broad age groups, and (b) fertility intentions, according to past experience or no
experience with contraception. "Other” is a residual category and includes women who could not be assigned
to the catcgorics "want more" or "want to limit.”

The expressed rcasons for not inicnding to use family planning can be broadly grouped into the
following categorics: reasons related to contraceptive methods; attitude toward family planning, fatalistic
attitude and "other” recasons. The reasons that are related to contraceptive method are: lack of knowledge, side
effects, inconvenience ol use, and difliculty obtaining mcthod. About one-fourth of nonusers said they would
not use any method becausc they lacked knowledge of contraceptive mcthods. Onc in 10 women had no plan
1o use contraception becausc of fear of side effects, 3 percent considered the methods inconvenient to use,
and 1 percent mentioned difficulty in obtaining methods. One-third of women gave attitudinal reasons:
although only 2 percent were personally opposed to family planning, the remaining werc split equally
between religious prohibition (15 percent) and disapproval of husbands (16 percent). Ten percent of women
were fatalistic as far as family size was concernced and implied there was little they can do (o control their
fertility, Only 3 percent of women wcre menopausal; 13 percent gave "other™ reason for nonusc.
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Table 4.14 Reasons for not_intending to use contraccption
Percent distribution of women who are not using a contraceptive method and who do net iniend (o use
in the future by main reason for not intending to use, according 1o age, fertility intentions and ever use
of contraception, Yemen 1991/92
Fertility intentions

Want more Want to limit
Reason for
not intending Age Never Never
to usc Used used Used used
contraception 1529  30-49 method method method method Other'  Total
Religious prohibitions 13.9 16.4 9.8 14.8 4.6 17.6 16.3 153
Opposed to family planning 2.3 1.0 34 23 0.0 0.9 0.5 1.6
Husband disapproves 18.2 14.1 13.4 17.1 9.1 15.9 14.2 15.9
Relatives disapprove 0.4 0.0 0.7 03 0.0 0.1 0.2 0.2
Side effects 8.9 10.2 29.9 5.6 46.1 11.0 6.6 9.6
Lack of knowledge 22.1 243 3.6 239 0.2 23.4 318 233
Difficult to obtain 0.6 1.5 0.7 0.7 1.6 2.1 0.5 1.1
Costs too much 0.2 0.8 0.0 0.3 09 1.2 0.3 0.5
Inconvenient to use 2.5 33 3.4 2.6 8.6 3.0 21 29
Fatalistic 8.6 10.5 12.8 8.8 11.4 8.9 13.5 9.7
Menopausal/subfecund 0.5 5.1 1.3 0.7 1.0 19 0.5 3.0
Other 17.5 8.8 19.3 19.0 6.5 4.7 6.7 12.7
Unsure/Don’t know 4.2 3.9 1.6 39 4.0 33 6.6 4.0
Missing 0.1 0.1 0.0 0.0 0.0 0.1 0.2 0.1
Total 100.0 1000 1000 100.0 1000 1000 100.0 100.0
Number 1786 2223 HA 2027 166 1183 532 4009
lAnswers other than “want more” or "want no more” 1o the question on future reproductive intentions.

The major differences in reasons by age were attitudinal rcasons, rcligious prohibitions and
disapproval of husbands. Religious prohibition was mentioned more often by women over 30 than by those
who were younger, and disapproval of husbands was cited by a greater propontion of younger women. The
reason mentioncd most often by those who had never used a method was lack of contraceptive knowledge.
Among those who had some expcrience with contraception, the major recason for not intending to usc was the
side cffccts associated with contraceptive use. Thiny percent of women who want more children and 46
percent of those who want to limit their family size gave this rcason. Religious prohibition and husband’s
opposition Lo using family planning are mentioned by a substantial proportion of women whether or not they
want more children in the future. Itis surprising that, irrespective of reproductive intcntions, a slightly higher
propontion of women who have uscd a family planning method than thosc who have not used a method are
fatalistic.

4.12 SPOUSAL COMMUNICATION AND APPROVAL OF FAMILY PLANNING

Anindication of the acceptability of family planning is the extent to which couples discuss the subject
with each other. The YDMCHS included a number of questions on attitudes of spouses. Respondents who
were not using any method at the time of survey were asked, "In your opinion, in general, does your husband
approve or disapprove of couples using a family planning method?" Respondents were also asked if they had
ever talked with their spouses about family planning. Respondents who had previously given "husband'’s
disapproval” as the major reason for not intending to use contraception in the future were not asked these
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questions. It was assumed that they had already talked with their husbands about family planning. Table 4.15
presents a cross tabulation of the responses on spousal communication and approval of family planning given
by currentdy marricd women who know of a contraceptive method {includes assumed answers), Of 2,705
women included in the table, 1,225, or 45 percent have talked about family planning with their husbands.
Among women who talked with their husbands, 51 percent said that their husbands approved, 3 percent said
their husbands approved conditionally, and 44 percent said that their husbands disapproved of family
planning. In contrast, one-tenth of those who had not talked about family planning believed that their
husbands approved of couples using a method of family planning. However, understandably, most of the
women who had not talked with their spouses did not know about their husband’s attitude toward family
planning (55 percent).

Table 4.15 Communication with husband and husband's opinion

Percent distribution of currently married women who know a
contraceptive method and are currently not using any method by
their husband’s attitude oward [amily planning, according to
whelther they discussed family planning with their spouse, Yemen

1991/92

Discussed

with spousc
Husband’s Not
opinion Yes! No stated Total
Husband approves 50.6 10.6 0.0 28.5
Husband conditionally
approves 3.0 0.6 0.0 1.7
Husband disapproves 4.3 336 23 .
Don't know 2.1 55.2 9717 31.9
Total 100.0 100.0 160.0 100.0
Number 1225 1432 48 2705

Includes women who were not asked if they ever lalked with their
husbands about family planning because they cited husband’s
disapproval as reason for not planning to use a contraceptive method
in the future.
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CHAPTER 5

NUPTIALITY AND EXPOSURE TO RISK OF PREGNANCY

This chapter presents results on the principal factors other than contraception which affect a woman’s
risk of pregnancy, i.e., nuptiality, postpartum amenorrhea, and secondary infentility.

The marital structure of a population dircctly affects population dynamics. Marriage, divorce, and
widowhood are demographic cvents that influence cxposurc to pregnancy and thercby affect fertility.
Marriage and fertility are closely linked in Yemen because, like most Arab couniries, marriage is a primary
indicator of women’s exposure to risk of pregnancy and almost no childbearing takes place outside the
context of marriage. Also, the traditional social structure of the country supports a natural fertility regime
in which the majority of women do not use any means of fertility regulation. Since marriage is the primary
indicator of exposure to the risk of pregnancy, and the length of time women are married directly affects
overall feriility, the study of marriage patterns is essential to the understanding of fertility, Of cqual
significance for examining the levels and trends in fertility are duration of postpartum amenorrhea, which
lcads to temporary insusceptibility 1o the risk of pregnancy, and the onsct of menopause and terminal
infertility.

5.1 CURRENT MARITAL STATUS

In the household questionnaire, information was collected on the marital status of females and males
10 years of age and older. Table 5.1 presents the distribution of women 15-49 by current marital status. By
age 50, almost all Yemeni women have entered into a marital union. At the time of the survey, among all
women 15-49 about three in four women had marricd: 72 percent currently married, 2 percent widowed, and
another 2 percent divorced or separated. In comparison with the five other Arab countrics in North Africa
and the Middle East where the DHS surveys have been implemented, the proportion of women 15-49 who
have cver married is highest in Yemen.!

Table 5.1 Current marital status
Percent disiribution of all women by current marital status, according to age, Yemen 1991/92
Marital status
Number

Never of
Age marriecd  Married Widowed Divorced Scparated  Total women
15-19 75.3 235 0.2 08 0.2 100.0 1729
20-24 28.2 69.4 0.5 1.5 0.3 100.0 1135
2529 9.1 86.2 1.2 31 03 100.0 1425
30-34 2.5 91.4 2.8 2.7 0.6 100.0 1021
35-39 1.0 92.5 4.0 2.5 0.0 100.0 982
40-44 0.2 94.1 4.4 1.3 0.0 100.0 654
45-49 0.0 90.0 7.4 2.6 0.0 100.0 529
Total 239 1.6 2.2 2.0 0.2 100.0 7475

'The proportion of women 15-49 who have ever marricd: Egypt 1992: 70 percent {El-Zanaty ctal., 1993); Morocco
1992: 60 pereent (Azelmet ct al., 1993); Sudan 1989/90: 60 percent (DOS and IRD, 1991); Tunisia 1988: 60 percent
(Aloui et al., 1989); and Jordan 1990 56 percent (Zou’bi ct al., 1992).
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Although in age group 15-19 only one in four women has married, the overwhelming majority of
women 20-24 have married (72 percent), and among those 30 years and older almost no women are single.
The proportion of women widowed increases with age from less than 1 percent for the youngest women 1o
7 percent for oldest women. There was no clear pallern for marriages dissolved by divorce.

Marriage is nol as stable in Yemen as it might appear from the small proportion of women who are
divorced or widowed; remarriage is relatively common (sce Table 5.2). However, a large proportion of
women have married only once (89 percent); 11 percent of women have married more than once.

Table 5.2 Remarriape
Percentage of ever-married women who had married only once by current age and selected background
characteristics, Yemen 1991/92
Current age
Background
characleristic 15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total
Resldence
Urban 99.1 94.0 90.9 89.3 317 78.2 87.0 88.3
Rural 98.8 95.1 91.1 B9.0 B5.2 B2.4 80.1 88.8
Region
North./West. 98.8 94.6 90.4 88.7 84.1 81.5 80.2 88.3
South./East. 99.1 96.1 94.7 91.4 86.8 81.7 86.0 91.1
Education
[literate 98.6 G4.1 90.6 88.7 84.5 81.8 8l1.4 88.1
Literate 100.0 100.0 100.0 96.6 91.4 89.5 100.0 96.6
Prirnary 99.1 97.2 90.6 80.9 80.7 60.5 54.9 92.7
More than primary 100.0 98.7 98.2 95.0 88.1 81.4 65.5 96.0
Total G8.8 949 91.1 36.1 84.6 81.6 81.2 88.7

The proportion of women who have married more than once increases with age. Five percent of
women age 20-24 have remarried. The proportion of women who have married at least twice increases to
10 percent in age groups 25-29 and 30-34, and peaks at 20 percent among women in their forties. Dissolution
of the first marriage is as likely 10 occur among women in urban arcas as in rural areas. Regionally, women
ineach age group have a higher proportion of undissolved marriages in the southem and castem govemorates
compared 1o those in northem and wesiem govemorates region; although the differences are very small.
Hlitcrate women are more likely (12 percent) to be marricd more than once than those who are literate or who
have completed at least primary school (3-7 percent). These differcnces may be duc o lack of education
among older women who have longer exposure 10 marriage and hence a greater probability of dissolution of
their first marriage due o divorce or death of a spouse.

5.2 AGE AT FIRST MARRIAGE

Table 5.3 shows Lhe percentage of women who were first marricd by specified apes and the median
age at [irst marriage by current age. For cach age cohort the accumulated percentages stop at the lower age
boundary of thc cohort 1o avoid censoring problems. For instance, for the cohort currently age 20-24,
accumulation stops with pcrcentage marricd by cxact age 20.
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Table 5.3 Age at first marriage

Percentage of women who were first married by exact age 15, 18, 20, 22, and 25, and median age at first
marriage, according to cumrent age, Yemen 199192

Percentage of women who were Percentage Median
first marricd by exact age: who had  Number age at
never of first
Current age 15 18 20 22 25 marricd  women  mammiage
15-19 8.7 NA NA NA NA 75.3 1729 a
20-24 204 49.2 62.6 NA NA 28.2 1135 18.1
25-29 28.7 65.4 76.6 82.7 89.0 9.1 1425 16.2
30-34 1.1 72.5 82.4 89.1 94.4 2.5 1021 15.7
35-39 314 69.2 79.8 90.5 94.9 1.0 982 15.7
40-44 31.6 71.3 79.8 89.5 924 0.2 654 15.7
45-4% 31.7 70.6 79.3 85.4 83.9 0.0 529 15.7
20-49 28.9 65.2 76.0 83.5 88.1 8.5 5746 16.0
25-49 31.0 69.2 79.3 87.1 92.1 36 4611 15.8

NA = Net applicable
2The median age was not calculated because less than 50 percent of the women in the age group x to x+4 were
first married by age x.

Early marriage (by age 15), once prevalent in Yemen, is now on a decline. Almost one-third of
women 30 and over had marricd by age 15, while in younger age groups the proportion marricd by this age
has steadily decreased to less than 10 percent among teenagers. The proportion of women married by cxact
age 20 is also lower among women 20-24, than among older women. A similar pattem is secn [or median
age at first marriage. Overall, the median age at marriage for women 25-49 is 16 years; it is slightly lower
for women 30-49 (15.7 years) and slightly higher for women 25-29 (16.2 years). One-half of women in age
group 20-24 marry after their eighteenth birthday or more than two years later than the national average.
These results indicate that age at marriage may be rising as early marriages become less common,

Table 5.4° presents differentials in the median age at marriage for various groups of women.
Because more than 50 percent of women in age group 20-24 are single for certain categories of background
characleristics, median age at marriage in the following discussion is confined to women age 25-49. The
median age at marriage in urban arcas is almost the same as in rural arcas, but in the two regions median age
at marriage differs by more than one ycar. Women in the southern and castem governorates marry later than
women in the northem and westem govemorates. While there arc only minor differences in age at first
marriage by residence and region, education plays an important role in determining women’s entry into
marriage. Improvements in ¢ducational opportunities for women have resulted in their staying in school
longer, thus pushing the age at marriage upward. The difference in age at marriage is more than scven years
between women with no formal cducation (median 15.7 years) and thosc who have attained more than
primary schooling (median 22.9 years). Overall differenecs in the median age at mamiage for various
background characteristics, mainly due to variation in the age at marriage among younger women (i.c., under
35 years); age at marriage differs little among older women.

*Becausce the number of Yemeni women who can read and write is smail, and in order to make the results presented
in this table comparable with those presented in wbles in Chapter 3 (Ferlility), the education calegories in this table are
the samc as thosc in Chapter 3.
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Table 5.4 Median age at first marriape

Median age at first marriage among women age 20-49 years, by current age and selected background characteristics, Yemen
1991192

Current age Women  Women

Background age age
characteristic 20-24 25-29 30-34 35-39 40-44 45-49 20-49 25-49
Residence

Urban a 17.6 16.1 15.6 15.3 15.6 16.9 16.0

Rural 17.6 15.9 15.7 15.8 157 15.7 15.9 15.8
Reglon

North./West. 17.3 15.8 15.6 15.6 15.7 15.7 15.8 15.7

South./East. a 19.2 17.0 16.7 15.8 15.8 18.0 17.0
Education

No schooling 17.3 15.9 15.6 15.7 15.7 15.7 15.8 15.7

Primary 18.8 17.3 16.7 15.5 15.3 22.7 17.6 16.7

More than primary a 23.6 233 20.8 20.5 2011 a 229
Total i8.1 16.2 15.7 15.7 15.7 15.7 16.0 15.8

Note: Medians are not shown for women 15-19 because less than 50 percent have married by age 15 in all subgroups shown
in the able.

3The median age was not calculated because less than 50 pereent of the women in the age group were [irst married by age
20.

Differences in Ages of Husbands and Wives

Using the ages of husbands and wives from the Women's Questionnaire, the difference betwecn
husband’s age and wife’s age was calculated by subtracting wife’s age from that of the husband. Table 5.5
presents the difference in couple’s ages by age of wife. Itis ¢lear that Yemeni men rarcly marry womcn older
than themselves. Inone-third of marriages, husbands were cither the same age as their wives or al most four
ycars older than their spouses; in another one-third, they were 5-9 years older. Six percent of women had
married men who were 15-19 years older than they were, Furthermore, in 6 percent of couples this difference
was 20 yecars or more. The average difference in age betwecn wives and their spouses was 7 ycars—®6 years
for younger women (under age 30) and 8 ycars for older women. In considering the differences in ages of
wives and husbands in the regions—7.3 in the northern and western governorates and 7.0 in the southem and
castermn govemorates—it should be noted that in the southern and easten govemorates husband’s age was not
reported for a relatively high proportion of wives,

Ideal Age at Marriage

All women surveyed in the YDMCHS were asked: "In your opinion, what is thc most suitable age
for (your daughter/a girl) to marry?” Beforc considcring the results, it should be noted that almost 1 in 10
respondcnts gave non-numecric answers.  Howcever, two ages, 15 ycars and 20 years® were most often
mentioned as the most suitable ages for girls to marry (sec Table 5.6). Morc than half of respondents gave
these responscs. One in four ever-marricd women said the idcal age at marriage was 20-21 (actually, age 20);

*Although (he age category 20-21 includes both ages 20 and 21, an cxamination of the dala indicate that less than
one percent of women reported 21 years as the ideal age at marriage, the rest reported 20 years.
g Y P y
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Table 5.5 Age difference between spouses

Percent distribution of currently married couples by age difference between spouses and mean age difference, according to
wife's age and region, Yemen 1991/92

Number of years by
which busband is older Husband's Number  Mean age

Wile's age/ Wife age of difference
region older 0-4 5.9 10-14 15-19 20+ missing Total women (years)
Wife’s age

15-19 0.0 438 350 13.8 4.1 1.7 1.7 100.0 406 6.0

20-24 1.9 37.7 393 12.6 3.6 3.1 1.8 100.0 788 6.3

25-29 23 40.4 316 14.5 54 39 1.7 100.0 1229 6.4

30-34 43 26.2 332 21.0 6.3 6.6 24 100.0 933 7.9

35-39 4.0 31.1 303 18.2 7.6 75 1.4 100.0 909 7.7

40-44 3.9 26.4 27.6 234 6.5 9.6 2.6 100.0 615 8.4

45-49 5.4 25.0 13 15.8 11.3 9.0 23 100.0 476 8.4
Region

North./West. KN | 33.3 327 17.3 6.4 6.1 0.9 100.0 4458 7.3

South./East. 33 327 318 16.0 51 4.2 68 100.0 897 7.0
Total 32 332 2.6 17.1 62 58 19 100.0 5355 7.2

Note: Mean age difference is calculated by subiracting the mean age of wives from the mean age of husbands,

Table 5.6 Ideal age at marriage for women

Percent distribution of ever-married women by age at first marriage considered suitable most for daughter/girl, according to
woman’s current age and age at first marriage, Yemen 1991/92

Current age/ Age at first marriage considerced Median

Age at most suilable for daughier/girl Non- agcat  Number
first numerical first of
marriage <15 15 16-17  18-19  20-21 2223 24+ response Missing Total mamage women

Current age

15-19 4.0 30.8 12.2 11.4 26.1 1.5 6.5 6.0 1.4 100.0 17.8 427
20-24 6.8 26.9 11.6 8.6 27.4 1.4 8.6 7.4 13 100.0 18.1 815
25-29 6.1 31.0 12.0 7.8 237 1.7 7.9 8.8 1.0 100.0 17.2 1295
30-34 6.2 29.0 14.1 6.2 24.8 15 7.9 9.5 0.7 1000 171 995
35-39 5.6 29.2 133 8.0 225 1.1 9.1 10.8 06 1000 17.3 972
40-44 7.1 30.4 11.1 1.2 24.7 1.6 6.4 10.7 0.8  100.0 17.0 653
45-49 7.6 266 129 9.6 207 1.0 8.8 11.8 09 100.0 17.1 529

Age at first

marriage
<15 9.2 326 10.0 7.0 217 1.8 6.3 10.0 0.9 100.0 16.4 1810
15 3.1 373 14.0 6.3 211 0.8 5.4 9.3 06  100.0 16.4 1321
16-17 36 26.0 19.0 9.5 26.0 1.0 4.9 88 1.3 1000 17.5 999
18-19 6.4 223 10.8 10.7 28.5 1.5 9.3 9.5 1] 100.0 18.7 665
20-21 4.7 17.6 11.0 7.6 328 1.6 14.1 9.8 08 1000  20.1 430
22-23 59 223 9.6 10.2 24.0 33 15.5 89 02 1000 18.9 191
24+ 4.0 20.2 15 10.1 259 1.8 220 6.7 1.7 100.0 202 270

Total 6.2 293 12.5 8.0 242 1.4 8.0 9.3 0.9 100.0 17.4 5687
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a slightly higher proportion mentioned age 15 as the ideal age. More than one-third of women were of the
opinion that it was "best™ if a girl/daughter married at age 15 or younger. Twenty-one percent mentioned ages
between 16-19 years, and only 9 percent thought that ideal time for a girl to marry was after completing 22
years,

There is a close association between the age at which a woman marries and the age she considers
idcal for marriage. A majority of women who had first married before age 20-21 considered the ideal age
for marriage cither the same as or later than the age at which they themselves had married. But a majority
of those who first married after age 21 consider their own age at marriage as the maximum age by which a
girl should be married. The median ideal age at marriage in Yemen is 17.4 years. The median for women
under 25, (18 ycars) is higher than for women 25 and older (17 years).

Marriage Between Relatives

In Yemen, as inmany Arab countries, marriage between blood relatives (consanguineous marriages),
usually occurs between first cousins. Table 5.7 presents data on [irst marriages between relatives for ever-
marricd women. One in three women in Yemen has married her first cousin, mostly on the father’s side, 5
percent have married other relatives, and 63 percent were not rclated to their husbands before marriage.
Marriage to first cousins is also prevalent among women whose previous marriage was dissolved by
widowhood or divorce. The last marriage of 1in 5 women who had remarried was to her first cousin (data
nol shown).

It appears from Table 5.7 that cousin marriages arc increasing in Yemen as indicated by the higher
proportion of women marrying first cousins among younger women (under age 25) and also among women
who have first married within the last 10 years. Consanguineous marriages arc more prevalent in rural (23
percent) than in urban areas (18 percent). This is probably because most women whose educational level is
above primary, who are less likely to be married to relatives, live in urban areas. The difference by region
is small: in the southemn and castern govemorates, women are slightly more likely 1o be married (o a relative.

5.3 POLYGYNY

As a Muslim country, Yemen considers polygyny legal. Islam permits a man to have up 1o four
wives at a time, provided the husband treats all of them equally. In erder to collect information on the
practice of polygyny, all currently married women in the survey were asked whether their husbands had other
wives, Table 5.8 shows the percentage of currently marricd women in polygynous unions by age and sclected
background characteristics. Only six percent* of currently marricd women live in a polygynous union, with
no difference inurban and rural areas. Although the overall difference in prevalence of polyg ynous marriages
in urban and rural arcas is negligible, urban women of all ages except those in age groups 30-34 and 45-49
are more likely to be in polygynous marriages than women living in rural arcas. The most noliccable
difference in the prevalence of polygyny is between regions. Less than 3 percent of currently marricd women
have onc or more co-wives in the southern and eastern governorales, whereas, in the northem and westem
governorates the rate of polygynous marriage is more than double. Women's education has aninverse impact
on polygyny. Women who have completed primary or higher education are less likely 10 be in a polygynous
marriage.

*The prevalence of polygyny is almost the same in Morocco (5 percent) (Azelmet et al., 1993) as in Yemen, but
much higher in Sudan (20 percent) (DOS and IRD, 1991). Polygyny is illcgal in Tunisia. The question on number of
co-wives was not included in the Individual Questionnaire in the 1990 DHS survey in Jordan; but in the Houschold
Quesuonnaire information was collected on the number of wives cach married man had, Of a/f married men listed, 5
percent had more than one wife (special tabulation Junc 14, 1993).
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Table 5.7 Consanguinity

Percent distribution of ever-married women by relationship to their first husband, according (o
selected baeckground characteristics, Yemen 1991/92

First cousin:
Number
Background Father’'s Mother’'s  Other Not of
characteristic side side relative related  Missing Total women
Age
15-19 29.1 12.8 59 51.7 0.5 100.0 427
20-24 25.0 10.2 5.2 593 0.3 100.0 815
25-29 233 10,2 55 60,7 0.3 100.0 1295
30-34 19.9 17 5.8 66.4 0.2 100.0 995
35-39 21.8 6.4 5.5 65.9 0.4 100.0 972
40-44 19.9 6.4 3.5 69.5 0.7 100.0 653
45-49 19.1 N 3.2 69.5 0.4 106.0 529
Age at first
marriage
<15 a7 8.9 4.6 62.5 04 100.0 1810
15 22.6 7.5 54 63.9 0.5 100.0 1321
16-17 21.0 93 5.0 64.4 0.2 100.0 999
18-19 221 10.5 6.6 60.5 0.4 100.0 665
20-21 219 9.1 5.2 63.8 0.0 100.0 430
22-23 213 9.1 5.8 63.9 0.0 100.0 191
24+ 19.3 4.5 3.1 72.5 0.6 100.0 270
Years since
first marriage
<35 24.6 9.9 4.8 60.5 0.2 100.0 852
5-9 238 10.7 5.8 59.2 0.5 100.0 929
10-14 21.8 9.9 5.6 62.5 0.2 100.0 1119
15-19 227 7.3 6.2 63.5 0.3 100.0 1046
2024 22.6 6.6 4.4 66.0 0.4 100.0 825
25+ 18.9 1.2 3.5 69.9 0.6 100.0 916
Residence
Urban 18.4 7.8 7.5 66.1 0.3 100.0 1054
Rural 233 8.8 4.6 62.9 0.4 100.0 4633
Region
North./West. 222 84 5.0 64.1 0.4 100.0 4708
South./East. 232 9.8 5.8 60.8 0.3 100.0 979
Education
literate 22.6 8.3 4.8 63.8 0.4 100.0 5075
Literate 254 12.5 82 539 0.0 100.0 61
Primary 25.4 10.5 5.8 584 0.0 100.0 316
More than primary 12.5 12.1 9.2 66.2 0.0 100.0 235
Total 224 8.6 5.1 63.5 0.4 100.0 5687
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Table 5.8 Polygyny
Percentage of currently married women in a polygynous marriage by age and selected background characteristics, Yemen
1991/92
Age of woman
Background
characteristic 15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total
Reslidence
Urban 37 2.9 6.8 3.6 9.7 84 6.5 6.0
Rural 2.9 1.9 4.5 6.2 1.8 8.1 10.4 5.8
Region
North./West. 35 2.4 59 6.3 8.6 8.9 10.7 6.5
South./East. 0.6 0.9 0.4 3.0 5.3 4.1 54 2.6
Educatlon
Illiterate 31 23 5.1 6.0 7.9 82 9.9 6.1
Literate 0.0 0.0 6.1 6.3 11.0 0.0 0.0 4.6
Primary 1.9 1.3 52 44 9.4 10.7 0.0 35
More than primary 6.2 2.1 2.0 1.2 14.7 0.0 0.0 3.8
Total 3.0 2.1 5.0 5.8 8.1 8.1 9.8 59

Polygynous marriages are most prevalent among women 35 and over (8-10 percent); they arc less
common among women 25 to 34 (5-6 percent); and are least prevalent among women under 25 (2-3 percent).
In general, for most demographic variables, the same pattem exists of increasing prevalence of polygynous
unions with increasing age (see Table 5.8). Nonetheless, it is not possible to say whether the decrease in
prevalence of polygyny among younger couples reflects a trend away from the custom or whether it merely
shows the effects of the life-cycle process.

Table 5.9 shows that only 1 percent of currently marricd women had two or more co-wives, 5 percent
had onc and 94 percent had no co-wife. The most striking finding on multiple co-wives pertains to women
20-24. Although only 2 percent of these women are in polygynous union, a high proportion (around 40
percent) of these women reported that their husbands had three or four wives.
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Table 5.9 Number of co-wives
Percent distribution of currently married women by number of co-wives, according to selected
background characteristics, Yemen 1991/92
Number of co-wives Number
Background of
characteristic 0 1 2+ Missing Total women
Age
15-19 96.8 2.7 0.3 0.2 100.0 406
20-24 97.8 1.3 0.8 0.1 100.0 788
25-29 94.3 43 0.7 0.7 100.0 1229
30-34 93.5 52 0.5 0.8 100.0 933
35-39 91.6 7.0 1.1 0.3 100.0 909
40-44 91.1 7.1 1.0 0.8 100.0 615
45-49 89.9 9.2 0.7 03 100.0 476
Residence
Urban 93.9 53 0.7 0.1 160.0 951
Rural 93.6 5.1 0.8 0.6 160.0 4404
Region
North./West. 93.1 5.7 0.8 04 100.0 4458
South./East. 96.4 22 0.4 1.0 100.0 897
Education
Iltiterate 934 53 0.8 0.5 100.0 4792
Literate 94.6 4.6 0.0 0.8 100.0 57
Primary 96.0 i3 0.2 0.5 100.0 291
More than primary 96.2 34 0.4 0.0 100.0 216
Total 93.6 5.1 0.8 0.5 100.0 5355

54 POSTPARTUM AMENORRHEA AND INSUSCEPTIBILITY

The risk of pregnancy, hence level of fertility, is affected by the period of insusceptibility following
childbirth. Afier childbirth, until a woman rcsumes sexual activity or the return of mensuration, the period
called postpartum amenorrhea, a woman is not at risk of pregnancy. In the YDMCHS, information was
collected on the duration of postpartum amenorrhea following each birth in the last five ycars. However, due
1o cultural sensitivities, the question on the length of postpartum sexual abstinence was not asked. In Yemen,
as in many Arab countries, womcen generally abstain from sexual rclations during Nifath, a period of 40 days
following childbinth.® In this chapter insusceptibility and postpartum amenorrhea are used interchangcably.®

*Islam prescribes a 40-day period of postpartum abstinence. According 1o the Yemen Fertility Survey which was
conducted in the northern and western governorates of Yemen in 1979, the mean duration of postpartum abstinence in
the last closed pregnancy interval was 2.0 to 3.4 months for different age groups. Also, 61 percent of respondents stated
that they abstained from sexual relations for 40 days.

*It should be noted that inother DHS surveys, the proportion insusceptible is higher than the proportion amenorrheic.

Therefore, the data given in Table 5.10 and Figure 5.1 should be considered the lower range of estimates of the
proportion of women who are insusceptible.
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Estimates for postparium amenorrhea for births in the 36 months
preceding the survey are presented in Table 5.10. Thesc estimates arc
based on current staius measures, that is, the proporiion of births
occurring x months before the survey for which the mothers are still
amenorrheic at the time of survey. The data are grouped by 1wo-
month intervals for greater stability. The analysis shows that 26
percent of the mothers had not resumed menstruating and were
insusceptible. The average duration of postpartum amcnorrhea is 9
months; thc median duration of insusceptibility is 6 months.
Interestingly, these cstimates arc similar to the results obtained in the
1990/91 Pakistan DHS survey (NIPS and IRD, 1992).

Mothers of 90 percent of the births in the 36 months
preceding the survey were still amcnorrheic two months afier
childbirth. The proportion drops sharply to 71 and 58 percent for
mothers who had births 2-3 months and 4-5 months beforc the
survey, respectively. One in four mothers of children bom 14-15
months before the survey were amenorrheic while less than 10
percent were still amcnorrheic 20-21 months after the birth of the
child.

Differentials in the median duration of posiparium
amenorrhea by selected background characteristics arc examined in
Figure 5.1, The median duration of postpartum amenorrhea is onc
month longer for women over age 30 than those younger, and longer
for women in the northern and westem governorates compared to the
southern and eastern govemorates. The differences in the median
duration of insusceptibility are much higher by area of residence and
level of education. The median duration of postpartum amenorrhca
for women living in urban arcas and those who have some ¢ducation

Table 5.10 Postparium amenorthea

Percentage of births whose mothers are
postpartum amenorrheic by number of
months since birth, and median and
mean durations, Yemen 1991/92

Number
Months Amenor- of
since birth rheic births
<2 §9.8 216
23 713 275
4-5 5.7 285
6-7 49.2 281
89 36.6 314
10-11 36.6 281
12-13 24.6 284
14-15 24.6 222
16-17 12.5 198
18-19 13.1 348
20-21 9.3 183
2223 6.7 180
2425 4.0 323
26-27 43 237
28-29 33 232
30-31 24 314
32-33 29 241
34-35 2.9 211
Total 25.6 4624
Median 6.1 -
Mean 9.3 -
Prevalence/
Incidence mean 9.1 -

arc much shorter probably becausc of shorter duration of breastfceding.

5.5 TERMINATION OF EXPOSURE

After age 30, exposurc (o the risk of pregnancy declines with age. Two indicators of the termination
of exposure to the risk of childbearing are considered in this scction. The first indicator concems infecundity
as measured by evidence of menopausc. The absence of the menstrual period for six months among women
who arc neither pregnant nor posipartum amenorrheic is taken as evidence of menopause and, thercfore,
infecundity. Table 5.11 indicalcs that menopausc is relatively rare for women in their thirtics; only about 4
percent of women 30-39 arc menopausal, The incidence of menopausc increases rapidly after 40. By age
44-45, ncarly one-quarter of women have reached menopause, and the proportion increases to one-third

among older women.
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Figure 5.1
Median Duration of

Postpartum Amenorrhea

AGE
<30
30+

RESIDENCE

EDUCATION
INNiterat

Primary +

TOTALE
o] 1 2 3 4 5
Median duration {months)

YDMCHS 1991/92

The second indicator of termination of ¢xposure is a crude
measure of infertility bascd on demonstraicd lack of fertility during
the five years preceding the survey. Itincludes women who mect all
of the following three conditions: (a) are not pregnant at the time of
survey; (b) have had no births in the five ycars preceding the survey,
and (c) have not used contraception. Since the YDMCHS survey did
not provide information about whether a woman had been contin-
uously married for five years, the figures in column 2 of Table 5.11
are bascd on currently married women age 30-49 who had been
marricd 1o their first husbands for at least five years.

The figures indicale that infertility is high in Yemen. Even
among women in their late thirtics, 16 percent arc estimated to be
infertile. After age 40 infleniility rises dramatically from 21 1o 62
percent,
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Table 5.11 Termination of exposure 1o
the risk of pregnancy

Indicators of menopause and terminal
infertility among currently married
women age 30-49, by age, Yemen
1991/52

Terminal
Age Menopause!  infertility
30-34 3.6 13.0
35-39 18 15.7
40-41 9.0 20.7
42-43 12.1 322
4445 23.6 45.1
46-47 36.4 43.8
48-49 34.9 62.0
Total 10.4 22.3

'"Percentage of nonpregnant,
nonamenorrheic currently married
women whose last menstrual period
occurred six or more months preceding
the survey or who report that they are
menopausal.

Percentage of women continuously
marricd and not using contraception
during the five years preceding the
survey whe did not have a birth during
the period and who are not pregnant.







CHAPTER 6

FERTILITY PREFERENCES

The focus of this chapter is respondents’ childbearing attitudes such as desire for more children in
the future, the ideal number of children they would like to have, and their perception of the ideal number of
children their husbands would like to have. Based on desired ideal family size and binth history information
total wanted fentility rates are also calculated.

Measuring childbearing attitudes by means of survey questions has often been the subject of criticism.
One criticism concerns the reliability of answers given by respondents. It is suggested that the responses may
be mislcading becausce they reflect unformed, ephemeral views, which some respondents may hold with little
or no conviction. It is also argued that the questions on ideal family size do not take into consideration the
effects of social pressure such as the attitudes of the husband or other family members on a woman's
reproductive decisionmaking. To some extent, these two eriticisms are valid in the case of Yemen. Yemcen
is a very traditional society and fertility control may not be perceived as feasible or permitted by religion.
The Ievel of women's education is low, as is the level of contraceptive use (sec Chapters 2 and 4).

Inthe YDMCHS survey women were asked if they would like to have another/a child or would prefer
not to have more (any) children. The women who were pregnant at the time of the survey were asked if they
would like to have another child after the one they were expecting. The data collected in the survey do not
permit any estimation of desire for spacing or the desired birth interval for next birth because the women who
wanted morc children were not asked how long they would prefer to wait before having the next child.

6.1 DESIRE FOR CHILDREN

Women’s reproductive prefcrences regarding future childbearing serves as an indicator of future
fentility. Table 6.1 shows fertility prefcrences of women by number of living children,’ family composition,
current age, and duration since first marriage. Large familics arc favored in Yemen. Only onc-third of
currently marricd women want no more children; about one-half (48 pcrcent) want to have more children,
while 1 in 10 women is undecided about her reproductive intentions (see Figure 6.1). Almost one-half (46
percent) of the women with four children, and one-third of thosc who have five children have no desire to
limit their families. Onc-fourth of women who already have six children and a smaller proportion of those
with more than six children (16 percent) would like to continue childbearing.

Women's fentility preferences and current family composition show some interesting relationships.
A woman who has only boys is twice as likcly to want to stop childbearing as a woman whose children arce
all girls. The two subgroups of mothers who have more children of one sex than the other, (i.c., unbalanced-
gender families) differ only slightly in desiring more children or wanting to stop childbearing. About half
of the women in both groups desire no more children. Women who have gender-balanced family
composition (i.c., thc number of boys and number of girls arc the same), on the other hand, arc more likely
10 want another child than thosc who have unbalanced-gendcr familics.

'A current pregnancy is counted as a living child.
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Table 6.1 Fertility preferences by selected background characteristics
Percent disiribution of currently married women by desire for children, according to selected background characteristics,
Yemen 1991/92
Fertility preference
Want Number
Background Have no Steri- Declared of
characteristic ancther Undecided  more lized infccond  Missing Total women
Number of living
children!
0 89.0 4.5 1.6 0.1 33 1.5 100.0 464
1 86.3 4.6 6.3 0.0 1.8 1.1 100.0 602
2 68.4 1.5 18.2 0.3 3.0 2.5 100.0 547
3 59.2 9.9 25.1 0.5 3.6 1.7 100.0 690
4 46.0 15.3 31.5 1.1 4.1 2.0 100.0 647
5 342 13.0 45.1 0.8 5.6 1.2 100.0 598
6 25.8 12.2 53.5 0.9 4.8 2.8 100.0 615
7+ 16.4 11.7 63.1 22 49 1.6 100.0 1193
Current family composition
No living children 88.3 4.8 3.0 0.1 2.5 1.3 100.0 611
All boys 66.0 7.5 217 0.6 29 1.3 100.0 602
All girls 78.8 7.8 10.0 0.0 2.0 1.4 100.0 574
Boys = girls 40.8 12.0 38.4 1.1 5.4 2.4 100.0 823
Boys > girls 29.3 11.6 50.8 1.5 4.8 1.9 100.0 1421
Boys < girls 324 12.6 47.6 1.3 4.4 1.8 100.0 1324
Current age
15-19 86.5 5.6 6.2 0.0 0.3 1.4 100.0 406
20-24 74.6 5.0 17.7 0.0 0.8 1.9 100.0 788
25-29 57.4 9.9 29.8 0.2 0.5 2.2 100.0 1229
30-34 43.1 12.4 399 09 1.8 20 100.0 933
35-39 33.1 13.5 46.6 1.9 3.0 1.7 100.0 909
40-44 23.6 12.8 524 2.5 74 1.3 100.0 615
45-49 16.2 10.2 41.5 1.6 233 1.2 100.0 476
Years since
first marriage
<5 85.2 47 8.1 0.0 0.5 1.5 100.0 823
5-9 65.3 7.4 24.6 0.1 09 1.7 100.0 876
10-14 52.0 10.8 33.9 0.4 0.7 2.2 100.0 1060
15-19 374 13.3 44.2 1.0 2.0 2.1 100.0 986
20-24 28.5 12.0 51.2 2.1 4.5 1.6 100.0 774
25+ 18.8 12.9 47.9 2.4 i6.8 1.3 100.0 837
Total 48.0 10.3 35.0 09 4.0 1.8 100.0 5355
Tncludes current pregnancy

Women's age and the number of children they have are closely related. A similar pattem is apparent
in Table 6.1 for women's age and fertility preferences. Among women in their early thirties, 43 percent want
to have more children. This decreases to 33 percent among women 35-39 and 24 percent among women
40-44. Half of the women age 40 and over cither do not want more children or cannot have them. Almost
one-fourth of the oldest group (women 45-49) staied that they cannot have children,
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Figure 6.1
Fertility Preferences among
Currently Married Women 15-49

Want no more 35%

Sterilized 1%
Declared infecund 4%

decided 10¢%
Unknown 2% Undecide 3%,

Want another child 48%

YDMCHS 1991/92

The data on duration of marriage and desire for more children confirm the tradition of large familics
in Yemeni socicty. Even among women who had first married more than 25 years ago, around onc in five
desires children in the [uture. The proportions wanting children among those married 20-24 and 15-19 ycars
are much higher, approaching 30 and 40 percent, respectively.

Differentials in the stated desirce to terminate childbearing are presented in Table 6.2. Women who
proclaim themselves unable to bear children (infecund) and those who have chosen voluntary steriliza-
tion—even if they cxpress a desire for having more children—have no impact on future fertility. For this
rcason these women are considered to want no more children.

Ovecrall, the largest difference in the proportion of currently married women who want no more
children is between urban and rural residents. One-third of women in rural arcas do not want any more
children compared to almost one-half of urban women. Regionally, women living in the northern and weslemn
govemorales are slightly morc likely to want cessation of childbearing than those living in the southern and
castem govemorates. These differences hold across all family sizes. There are negligible dilfcrences duc
10 women’s educational level. However, it should be noted that for paritics below five, less educated women
arc more likely to evince a desire for additional children than those who arc morc educated.
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Table 6.2 Desire to limit childbearing

Percentage of currently married women who want no more children, by number of living children and
selected background characteristics, Yemen 1991/92

Number of living children!

Background
characteristic 0 1 2 3 4 5 6 7+ Total
Resldence
Urban 4.3 9.6 287 8.4 56.1 59.8 64.2 779 47.4
Rural 1.1 5.6 16.0 231 27.6 43.1 52.6 62.5 33.5
Region
North./West, 1.2 5.7 15.8 24.9 333 46.6 56,7 66.8 317.0
South./East. 3.4 8.9 297 29.1 292 427 38.4 56.6 30.6
Education
Illiterate 1.5 5.6 16.2 243 29.7 44.6 53.6 64.8 36.2
Literate * * * * * * * 45.5
Primary KRS 1.0 20.4 273 (61.1y  (59.2) (70.2) (82.5) 31.2
More than primary -- 11.2 38.8 46.7 (80.5) * * * 35.0
Total 1.7 6.3 18.5 25.6 32.6 46.0 54.4 65.4 35.9

Note: Women who have been sterilized are considered 1o want no more children. Figures in parentheses are
based on 25-49 unweighted cases, and an asterisk (*) indicates that the figure is based on fewer than 25 cases
and has been suppressed.

-- Less than 0.05 percent

Includes current pregnancy

6.2 SEX PREFERENCES FOR CHILDREN

In the YDMCHS non-pregnant currently marricd women who desired to have more children were
asked whether they would like their next child to be a boy or a girl. It should be remembered that Yemeni
sociely is traditional and many women consider that their own reproduclive desires matter little, if at all, and
the number and sex compesition of their familics is "up to Allah.” The results presented in Table 6.3 show
that for the majority of respondents, irrespective of current family size, it would not matter if the next child
they wanlt to have is a boy or a girl. Only one-third of women indicated a specifie gender preference for the
next child. A moderate preference for a son rather than a daughter (20 percent versus 13 percent) exists for
the country as whole. Among childless women, two-thirds have no gender preference for their very first
child, 1 in 10 wants a daughter, and twice that proportion would prelcr that their firstbomn be a boy.

The proportion of mothers with one child who want to have a balanced family is almost the same as
for those who currently have either a boy or a girl (around 60 percent). A similar preference is also seen in
women who have all-boy or all-girl [amilies and are desirous of achicving a mixed family, i.e., one with at
least a boy and a girl. About three-quarters of women who have the same number of boys and girls show no
gender preference; a similar proportion of women whose familics include at least one child of each sex also
show no gender prelerence.
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Table 6.3 Preferred sex of next child

Percent distribution of currently married, nonpregnant women who want another child,
by gender preference of next child, according to number of living children and sons,

Yemen 1991/92

Gender preference

Number of Number
children No ol
and sons Son Daughter preference  Missing Total women
No children 22.6 10.0 66.2 1.2 100.0 412
One child 21.4 18.3 57.4 28 100.0 392
No sons 37.1 2.8 58.2 1.9 100.0 201
1 son 5.0 34.7 56.6 3.8 100.0 191
Two children 213 14.3 61.4 3.0 100.0 295
No sons 51.2 0.0 44.4 4.4 100.0 84
1 son 11.5 8.0 77.1 3.4 160.0 138
2 sons 5.6 42.7 51.1 0.6 100.0 73
Three children 21.7 15.5 59.2 3.6 100.0 331
No sons 44.2 43 439 7.6 100.0 58
1 son 30.0 1.0 63.8 5.1 100.0 126
2 sons 82 24.1 66.7 1.1 100.0 105
3 sons (0.0) (52.4) (47.6) (0.0) 100.0 43
Four children 18.8 16.3 64.4 0.5 160.0 234
No sons 73.1) (0.0) (18.7) (8.1) 100.0 16
1 son 2.6 22 68.2 0.0 100.0 55
2 sons 14.9 12.4 72.8 0.0 100.0 83
3 sons 4.1 25.5 70.3 0.0 100.0 60
4 sons * - * * 100.0 20
Five children 15.6 7.7 74.6 2.0 100.0 161
No sons * * * * 100.0 5
1 son (27.6) (1.3) (71.0) (0.0) 100.0 31
2 sons 16.1 33 75.9 4.7 100.0 53
3 sons (1.3) (7.5) (83.6) (1.6) 100.0 48
4 sons * * * * * 22
5 sons - * * * * 4
Six or more
children 15.9 9.7 69.3 5.2 100.0 257
< 2 sons * * * * * 22
2-3 sons 19.3 2.9 72.7 5.1 100.0 113
4-6 sons 4.7 16.4 72.3 6.7 100.0 113
7+ sons * * * - * 10
Family composition
No living children 22.6 10.0 66.2 1.2 100.0 412
All boys 4.5 40.3 52.9 23 100.0 333
All girls 437 2.2 50.6 3.6 100.0 in
Boys = Girls 12.7 9.1 76.2 2.0 100.0 269
Boys > Girls 6.1 20.3 .1 2.4 100.0 336
Boys < Girls 26.8 1.6 67.3 4.2 100.0 361
Total 203 13.6 63.6 2.6 100.0 2082

Note: Figures in parentheses are based on 25-49 unweighted cases; an asterisk (*)

indicates that figure is based on fewer than 25 cascs and has been suppressed.
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6.3 IDEAL NUMBER OF CHILDREN

Another attitudinal dimension of childbearing considered in the YDMCHS is the total number of
children a woman would ideally like to have, ifit werc entircly up to her. To ascertain the number of children
a woman considers most desirable, she was asked: "If you could go back to the time you did not have any
children and could choose exactly the number of children to have in your whole life, how many would that
be?” The question was slightly modified for women who had no children. To answer the question, a woman
must underiake the difficult task of considering in the abstract, and independent of her actual family size, the
number of children she would choose if she did start over again,

Typically, there is a correlation between actual family size and the idcal number of children women
desire. Women who want larger families tend 10 achieve larger familics; also, women are inclined to adjust
their ideal family size upwards as thc number of children they have bornc—even il some are unde-
sired—increases. Despite the likelihood that some rationatization occurs in the detcrmination of idcal family
sizc, it is often found (even in countries with high fertility) that respondents’ stated ideal family sizes arc
smaller than the actual number of surviving children. It has generally becn accepted that information on ideal
family sizc and trends in the number of children desired can be useful for modifying policy strategy and
instruments that aim at altering the patterns and coursc of fentility.

Regarding the relationship between ideal family size and actual family size Yemeni women may be
assigned Lo three groups (sce Table 6.4): first arc thosc whose ideal family size converges with their actual
family size; that is, their idcal and actual family sizes are the same. These women are represented by the
diagonal figures starting from the upper left comer of the table;? second are women who have yet to reach
their ideal family size, i.c., whose number of living children is less than their idcal family size. They arc
represented in the table by the figures below the diagonal; third are women whose current family size has
cxceeded the ideal number of children they want. These arc shown by the figures above the diagonat. The
last group is of particular intercst because births of parity higher than the ideal number—that occur within
a specified period preceding the survey—may be considered "unwanted” and their impact on total fertility
rates can provide uscful insights on fertility behavior (see section 6.4 for a discussion of total wanted fertitity
rates).

Table 6.4 indicates that a fairly large proportion of women (29 percent) gave non-numeric responses
to the qucstion on ideal family size (almost the samc proportion as in the Jordan DHS survey). One-fourth
of ever-marricd women with less than four children and one-third of women with four or more children gave
non-numeric responses. Thc failurc to give a definite numerical answer suggests cither an absence of
conscious considcration about family size, or a belicl that God or fate determines for a couplc the number of
children they would have,

Ovecrall, the figures in Table 6.4 indicate that more than half of Yemeni women want (o have four
or more children (including women who gave non-numeric response). One in four reporied four or five
childrenas their ideal family size, and the same proponiion desired six or more children. Less than 10 pereent
of ever-marricd women reportcd two children as the idcal family size.

*For ideal number of children, the pereentages for 7 through 10+ canrot be summed for comparison with figurcs
for 7+ living children,
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Table 6.4 Ideal number of children

Percent distribution of ever-married women by ideal number of children and mean ideal number of children for
ever-married women and for currently marricd women, according Lo number of living children, Yemen 1991/92

Number of living children!
Ideal number

of children 0 1 2 3 4 5 6 T+ Total
0 0.2 0.0 0.6 0.2 0.4 0.2 0.6 03 0.3
1 4.8 4.8 09 2.0 0.5 0.7 0.8 1.6 1.9
2 14.4 12.1 14.3 5.9 6.8 5.1 7.6 6.8 8.7
3 4.7 7.1 7.4 12.7 2.9 29 3.7 3.8 5.6
4 2.2 255 21.5 20.0 20.7 10.1 10.9 11.9 17.2
5 10.6 9.9 12.0 10.6 89 20.2 8.5 8.6 10.9
6 7.2 6.1 8.9 8.4 9.4 9.4 15.5 53 8.4
7 1.5 2.2 2.3 4.4 4.4 53 5.3 8.2 4.7
8 0.7 1.5 2.8 2.6 3.7 3.1 3.0 5.7 a2
9 0.7 04 0.4 0.6 0.6 1.2 1.0 3.8 1.4
10+ 8.3 5.6 5.5 58 10.2 9.3 10.6 12.7 8.9

Non-numeric response 24.7 247 23.5 26.8 314 325 32.5 31.5 28.9

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 513 665 591 734 679 634 639 1232 5687
Mean ideal: ever-married 4.6 4.5 4.6 49 5.6 59 59 6.4 5.4
women
Number of ever-married 386 501 452 537 466 428 432 844 4046
WOomen
Mean ideal: currently
married women 4.6 4.6 4.7 49 5.6 5.9 59 6.4 54
Number of currently
married women 356 465 420 506 444 4019 417 818 3835

Note: Means are calculated excluding women who gave non-numerical responses.
'Includes current pregnancy

Nationally, the mcan ideal number desired by both ever-married and currently married women is 5.4.
The desired number of children increases with family size. Women with 2 or less children want around 4.5
children; those with 4 desire 5.6 children. A mean family sizc of around 6 is considered ideal by those who
have 5 or 6 children whercas 6.4 children are desired by women who currently have 6 or more children. As
reported in Chapter 3, the TFR for Yemen is 7.7; thus, the TFR cxceeds the mean ideal number of children
by more than two children (2.3). This suggests that there may be considerable motivation for limiting fertility
in Yemen.

Table 6.5 shows thc mean idcal number of children by age according (o selccted demographic
characteristics. The idcal family size increascs stcadily with age from less than 5 children for those under
25 years Lo over 6 children for women in their fortics. Rural women want more children than urban women.
The difference by residence, is more than onc child. The regions differ less markedly (0.6 chiidren), but by
level of education the differences are substantial. Women with more than primary cducation, on the average,
desire 3.8 children while illiterate women want 5.6 children, or almost two children more. Idcal family size
increases with increasing age for all the variables presented in Table 6.5.
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Table 6.5 Mean ideal number of children by background characteristics
Mean ideal number of children for all women, by age and selected background characieristics, Yemen 1991/92
Age of woman
Background
characleristic 15-19 20-24 25-29 30-34 3539 40-44 45-49 Total
Residence
Urban 4.2 38 4.1 4.1 4.9 5.1 3.7 4.4
Rural 4.8 49 5.3 59 59 6.3 6.6 5.6
Region
North./West. 4.8 4.8 5.1 5.6 5.8 6.2 6.6 5.5
South /East. 43 4.1 4.7 5.1 53 5.7 59 4.9
Education
literate 4.8 4.9 53 5.7 59 6.1 6.5 5.6
Litcrate * * * * » - * 4.5
Primary 4.4 4.0 38 (4.4) > * b 4.2
More than primary (4.4) 3.7 4.0 4.1 (3.2) * 38
Total 47 4.7 5.1 5.5 5.8 6.1 6.5 5.4
Note: Figures in parentheses are based on 25-49 unweighted cases; an asterisk (*)} indicates that ligure is based on fewer
tha 25 cases and has been suppressed.

Wife’s Perception of Husband’s ldeal Family Size

Currenuly married women in the YDMCHS were also asked about their husbands’ ideal family size.
It should be understood that in most cases the ideal number given may be more an expression of woman's
perception than the husband’s actual idcal family size. Table 6.6 presents the ideal family size of womcen and
their spouscs. Almost half of the married women gave non-numeric responses, including those who did not
know how many children their husbands wanted. The average ideal family size [or husbands, based only on
numcric responscs given by women about their perception of their husbands’ ideal family size, is 6.4 children
or one child more than the average lor currently marricd women (data not shown). According 1o wives, the
number of children their husbands desire is {in descending order of proportions of women responding); 10
or more (13 percent of women), 4 (11 percent of women), 5 (7 percent o women), 6 (5 percent of women),
and 2 (5 percent of women).

Table 6.7 presents a comparison of desired family size of wives and husbands by broad age groups
of wives, according to selcected background characteristics, Six of 10 women in all age groups belicve that
they and their husbands desire the same number of children. Around 3 of 10 women believce their husbands
want more children than they do. Sixtcen percent of urban women think theirideal family size is greaier than
that of their husbands; and among women under age 25, an cven larger proportion (21 percent) report a larger
idcal family size than that of their husbands. The differences in women’s pereeptions by other background
characteristics arc minimal.
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Table 6.6 Ideal family size

Percent distribution of currently married women by ideal family size according (o their perception of their husband’s ideal
family size, Yemen 1991/92

Husband's ideal famdy size Non- Number
Wife's ideal numeric of
family size 0 1 2 3 4 5 6 7 g 9 10+ response Tolal women
1 1.2 245 107 59 5.6 7.6 i3 1.4 1.4 1.4 7.7 295 1000 90
2 0.2 33 346 4.1 6.8 26 3.0 0.5 1.4 0.4 9.0 341 1000 452
3 0.0 2.1 49 321 1.5 4.5 1.6 1.0 1.2 1.7 87 349 1000 298
4 0.2 0.6 2.8 1.6 439 59 4.0 1.5 1.3 0.4 79 300 1000 937
5 0.0 0.1 1.0 1.1 62 374 4.7 3.4 1. 1.3 8.0 344 1000 594
6 0.0 0.2 1.7 1.0 3.6 26 377 19 3.0 0.8 123 351 1000 456
7 0.0 0.0 0.2 0.4 4.1 53 25 480 2.8 1.9 9.0 257 1000 254
8 0.0 00 0.2 0.0 2.8 28 2.1 09 340 1.0 132 430 1000 177
9 0.0 1.2 0.0 L5 6.8 0.0 1.7 i3 0.0 289 136 430 1000 76

10+ 0.0 0.1 1.3 1.2 1.4 0.4 0.7 0.8 0.7 03 589 342 1000 482
Non-numeric response 0.1 0.5 1.0 0.9 1.2 0.7 0.7 1.1 1.0 05 7.2 850 1000 1521

Total' 0.1 1.1 4.5 3.1 106 6.6 5.4 T 2.5 1.2 13.1 480 1000 5355

Total includes fewer than 25 women whose ideal family size was zero children.

Table 6.7 Wife's ideal family size compared to her husband’s

Percent distribution of currently married women hy their ideal [amily size compared 1o husband’s idcal family size, by
age and selected background characleristics, Yemen 1991/92

Compared 1o ideal number of children husband wants

Wife 15-24 wants: Wife 25-34 wanis: Wifc 35-49 wants: Wife 15-49 wants:

Meore Same less More Same  less More Same  Less  More  Same  Less Total

Residence
Urban 212 511 217 139 527 334 13.0 572 298 156 537 30,7 463
Rural 102 622 276 85 639 277 99 628 273 94 631 2715 2095
Region
North./West. 13.5 582 283 9.1 619 289 96 632 272 103 615 281 2112
South, /Fast, 78 678 245 11.2 609 280 146 549 305 11.4 606 279 446
Literacy status
Illiterate 125 590 285 9.0 625 284 104 619 277 103 616 282 2222
Literaic 12.1 630 249 127 565 308 (108) (bL4) (27.8) 122 602 276 336
Total 124 600 276 95 617 288 104 619 277 105 614 28.1 2558

Note: Figures in parentheses arc based on 25-49 cascs.
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Table 6.8 presents the differences in the mean ideal family size of wives and husbands. The negative
numbers in the table indicate that the mean number of children the wives want is less than that of their
husbands, or that the husbands’ mean desired family size is greater than that of their wives. When women'’s
idcal family size is greater it cxceeds their spouses’ ideal family size by 2.0 1o 2.8 children, while the
differences range from 3.2 to 3.7 children when women desire fewer children than their husbands. The results
by various background characteristics show only slight variations in the magnitude of the differences in ideal
family size between husbands and wives.

Table 6.8 Mean difference in wife’s and husband’s idcal lamily size

Mean difference between wife’s and husband’s ideal family size by wife’s age and her desire for more or less
children than her husband, according to selected background characleristics, Yemen 1991/92

Wife 15-24 wants: Wife 25-34 wants: Wife 35-49 wants: Wife 15-49 wants:

Background
characteristic More Less More Less More Less More Less
Residence
Urban (2.5) (-3.4) (2.0} 3.5 2.4) 3.2 2.3 3.4
Rural 2.3 3.6 22 3.7 2.8 3.5 2.4 3.6
Region
North./West. 2.4 3.6 21 38 2.7 3.6 24 3.7
South./East. * 32 (2.3) 3.0 (2.6) 3.0 2.4 3.0
Literacy status
[lliterate 2.4 3.6 2.1 38 2.7 35 24 3.6
Literate (2.3) 3.4 (2.4) 2.9 * * 24 32
Total 2.4 3.6 2.1 3.7 2.7 3.5 2.4 3.6

Note: Mean difference is calculated by subtracting the mean ideal family size for husbands from the mcan ideal
family size for curently married women. Figures in parentheses are based on 25-49 cases; an asterisk (*) indicates
that figure is based on fewer than 25 cases and has been suppressed.

6.4 WANTED FERTILITY

Because the YDMCHS did not include qucstions on the planning status of births, estimates cannol
be made of the proportion of births that, (a) were wanted and occurred at the time when they werc wanted,
(b) were wanted later, and (¢) were not wanted at all. However, using the information collected on ideal
family size and birth historics, total wanted fertility rates can still be estimated.®> Wanted fentility rates arc
calculated in the same manner as conventional age-specilic fertility rates (scc Chapter 3), except that births
classified as unwanted are omitled from the numerator. A birth is considered wanted if the number of living
children at the time of conception was less than the current ideal number of children reperted by the
respondent, otherwise the birth is considered unwanted.

*Wanted fertility rates can also be calculated by using husbands’ desired family size, however, these would be biased
because a large proportion of women gave non-numeric responses 1o the question on their perception of their spouse’s
ideal family size.
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Table 6.9 presents the total wanted fenility rates and
total fertility rates by background characteristics. Wanted fertili-
ty rates express the level of fenility that theoretically would re-
sult if all unwanted births were prevented. The total wanted fer-
tility ratc provides another indicator of fenility aspirations and
may be interpreted as the number of wanted births that a woman
would bear by age 50, if she experienced the wanted fertility
ratcs obscrved for the past three years. In Yemen, the total
wanted fenility rate is 6.0, or 1.7 births less than the total fertili-
ty ratc observed for the three years preceding the survey.® The
total wantcd fentility rate is between the women’s idcal family
size of 5.4 children and the husbands’ ideal family sizc of 6.4.
For all background characleristics examined in Table 6.9, ob-
scrved fenility is at lcast 25 percent greater than wanted fertility
and, for two educational groups, observed fertility is substantial-
Iy higher (sce Figurc 6.2). Obscrved fertility rates arc 35 and 40
percent higher than the wanted fertility rates for women with
primary and morc than primary cducation, respectively, and arc
fully 50 pcrcent higher for women living in urban arcas.

Table 6.9 Wanted fertility ratcs

Total wanted fertility rates and total fertility
rates for the three years preceding Lhe survey,
by selected background characteristics, Yemen
1991/92

Total wanted Total

Background fertility fertility
characterislic rate rate
Residence

Urban 3.7 5.6

Rural 6.6 8.2
Region

North./West. 6.4 8.2

South./East. 4.4 55
Education

No schooling 6.4 8.1

Primary 4.2 57

More than primary 2.5 35
Total 6.0 7.7

Note: Rates are based on births 1o women
15-49 in the period 1-36 months preceding the
survey. The otat fenility rates are the same as
those presented in Table 3.2.

Figure 6.2

Total Wanted Fertility Rates and
Total Fertility Rates
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“The total wanted fertility ratcs will probably be higher if husbands’ ideal family sizes arc used.
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CHAPTER 7

MATERNAL HEALTH CARE

Maternal health care includes the care a mother receives during pregnancy, at delivery and in the
postnatal period. Regular antenatal carc (ANC) can mitigate, if not avoid altogether, those complications of
pregnancy and delivery which may jeopardize both the mother’s and the infant’s chances of survival.
Ensuring a mother’s nutritional preparedness for pregnancy and childbirth provides an infant with adequate
resources in the antenatal period for optimal development both before and after birth. It also helps provide
a mother with the resources she requires to compensate for the depletion associated with pregnancy,
childbirth, breastfecding, and caring for a young infant. Postnatal care (PNC) helps in a mother’s full
physical recovery and cnsures her preparedness for a subscquent pregnancy as well as her ability to care for
herchildren. Thus, adequate care before, during, and after childbirth are crucial in reducing the risks of infant
and maternal mortality, for promoting matcrmal and infant health and development, and, indirectly, for
promoting the health and development of other living children as well as those yet to be bom.

In the YDMCHS, a scrics of questions pertaining to maternal health care were asked regarding any
current pregnancy and cach of the live births that occurred during the five-year pericd preceding the survey.

This chapter focuscs on the YDMCHS findings relating to the utilization of maternal carc and the
quality of maternal care in the Republic of Yemen. 1t examines a number of indicators of the care mothers
receive during the antenatal, delivery, and postnatal periods for all live births that occurred in the five ycars
preeeding the interview.

7.1 ANTENATAL CARE

Antenatal care (ANC) can be more effective when it is sought early in the pregnancy, and continues
lo parturition. Obsletricians generally recommend that ANC visils be made on a monthly basis to the seventh
month, fortnightly Lo the cighth month, and then weekly until delivery. Regular visits allow proper
monitoring of the mother and child throughout the pregnancy. If the first ANC visit is made in the third
month of pregnancy, this schedule translates to a total of about 12 visits during the pregnancy.

Information based on live births in the five years preceding the interview relaics Lo the remote past
and is, therefore, liable to recall errors. However, it provides the best indicator of service provision and of
deficiencies therein. Most importantly, it is a guide to the timing of maternal care, a crucial component in
determining its cffcctiveness. Antenatal care results from the YDMCHS, namely, extent of antenatal care,
sources of antcnatal care, personal reasons for having or not having antenatal care, and extent of tetanus
toxoid vaccinations, are discusscd below.

Extent of Antenatal Care

Tablc 7.1 shows the proportion of births who reccived any antenatal care according to maternal and
background characteristics. Interviewers were instructed (o record only the provider with the highest
qualifications. For about one-fourth of ail births, mothers received ANC from a physician, trained nurse, or
midwife. For three-fourths of births, mothers received no ANC at all.

Antenatal care declines with the increase of mother’s age and in higher birth orders, and increascs

with the increasc in mother’s level of education. Greater antenatal care utilization is observed in urban arcas
and in the southern and castern govemoralces thanin rural arcas and in the northemn and western governorates.
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Table 7.1 Antenatal care
Percent distribution of births in the five years preceding the survey by source of antenatal care
during pregnancy, according 1o selected background characteristics, Yemen 1991/92
Anlenatal care provider'
Tradi-
Trained tionat Number
Background nurse/ birth Nou one/ of
characteristic Doctor  Midwife autendant  Missing Total births
Mother’s age at birth
<20 23.9 33 0.3 72.5 100.0 755
20-34 23.3 3.6 .1 73.0 100.0 5157
35+ 18.7 2.6 0.1 78.6 100.0 1509
Birth order
1 27.2 4.7 0.3 67.7 100.0 885
23 224 39 0.1 73.6 100.0 1784
4-5 21.5 27 0.0 757 160.0 1660
6+ 21.5 0 0.1 75.2 100.0 3091
Residence
Urban 47.3 9.8 1.0 43.0 100.0 1200
Rural 17.6 2.1 0.2 80.1 100.0 6220
Region
North./Wesl. 21.9 1.5 0.0 76.5 100.0 6423
South./East. 25.6 15.1 0.7 58.6 100.0 998
Mother’s education
Illiterate 20,0 23 0.1 77.6 100.0 6791
Literate 334 24.4 24 39.8 100.0 62
Primary 45.3 10.3 0.4 439 100.0 335
More than primary 5719 17.9 0.3 239 100.0 233
All births 22.4 34 0.1 74.0 100.0 7421
Note: Figures are for births in the period 1-59 months preceding the survey.
[ the respondent mentioned more than one provider, only the most qualified provider is considercd.

Smaller diffcrences in antenatal care utilizalion exist by demographic characteristics. While about
27 percent of births to mothers under 20 years of age and mothers age 20-34 received ANC from a doctor,
trained nurse, or midwifc, 21 percent of mothers age 35 ycars or more did so. Similarly, small diffcrences
in ANC utilization cxist by birth order. Firsl births arc more likely to reccive ANC (32 percent) than second
or higher order births (24-26 pereent).

There are marked differences in antenatal carc utilization for births in urban and rural areas. Inthe
five-year period preceding the survey, 4 of 5 births in rural arcas did not receive any ANC, compared (o only
2 in 5 binths in urban areas. Similarly, mothers in the southern and castem governorates (41 percent) arc more
likely than mothers in the northern and wcestcm govemoratcs (23 pereent) to receive antenatal care.
Pronounced differcntials in ANC are cxhibited by mother’s level of education. While only 22 percent of
births 1o illiterate mothers reccived ANC, 56 percent of births to women with primary education, and 76
percent of births to mothers who have attained more than primary education received antenatal care.
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Sources of Antenatal Care

Table 7.1 also shows proportion of births for which cach provider was consulied for antcnatal care
by current age of mother, child’s birth order, place and region of residence, and mother’s level of education.
The YDMCHS findings indicate that for women with a live birth in the five years preceding the survey who
had antenatal carc visits during pregnancics, about 7 in 8 mothers consulted a doctor, while only 1 in 8
consulted a nurse or midwife.

Mother’s age and child’s birth order do not affect the selection of the medical professional consulied
for the pregnancy. For all live births in urban arcas in the five-year period preceding the intcrview 47 pereent
of the mothers consulicd doctors and 10 percent nurses/midwives, or a ratio of 5:1 of doctors (o
nurscs/midwivces. The pereentage of doctors and nurses/midwives providing ANC serviees for rural women
is 18 and 2 percent, respectively, or a ratio of 9:1. The lower a mother’s level of education, the more likcly
it is she will be seen by a doctor rather than a nurse/midwife. While the ratio of doctors to nurses/midwives
is less than 4:1 for women with more than primary education, it is 10:1 for illiterate mothers. The reasons
for having antenatal carc may cxplain the greater preference for doctors among certain groups of women,

Reasons for Having or Not Having Antenatal Care

The primary reason women go for an antcnatal care visit is complaints during prcgnancy. Among
womcen who madc onc or more ANC visits, 76 percent said they did so because they had a complaint; only
22 percent said they went becausc it was a routine checkup (sce Figure 7.1). With only one-fourth of womcen
receiving antenatal care, it is appropriate to investigate the reasons for not having an ANC visit during
pregnancy; these are presented in Figure 7.1. Responscs by attenders and non-attenders indicate that alarge
proportion of women in Yemen consider ANC necessary only when problems occur during pregnancy.
Almost one-third of the mothers did not go for ANC because there was no complaint during pregnancy.

Figurc 7.1 also suggcsts that no accessibility, or limited accessibility, in terms of distance or cost, is
an important reason for low attendance. Onc in four births did not receive ANC because the place of care
was too far away, while 14 percent did not receive carc because services were not available. For almost 10
percent of births cost of services was mentioned as the main reason for not aticnding anicnatal care.
Sociocultural reasons, such as the predominance of male doctors as ANC providers, may also contribute lo
the low utilization of ANC se¢rvices, but the YDMCHS did not collect information on this issuc.

Accessibility of Antenatal Care

The means of transport, the time Lo reach the antenaltal care facility, and waiting time at the facility
are three measures of aceessibility of services. The data used for measuring ANC accessibility pertains to
currently prcgnant women who were at least three months pregnant at the time of the interview and who had
attended antenatal care. Health facilitics and antenatal care clinics arc not gencrally in close proximity to the
population using thesc facilitics. Motorized transport is used by almost threc-quarters of the mothers, while
the remainder walk 1o the clinics (see Figure 7.2).

Almost one-third of ANC clinic users are able to reach the clinic within 30 minutes, and two-thirds
can reach it within two hours. About 29 percent of the pregnant women have to travel at least two hours to
receive ANC. The waiting time for those who received ANC in a clinic is Iess than half an hour for 45
percent of mothers, and less than one hour for 78 percent of mothers. One in 10 mothers had (o wait more
than two hours to receive anicnatal services.
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Figure 7.1
Reasons for Attending and
Not Attending Antenatal Care
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Health Conditions during Pregnancy

The health complaints reported by women who were pregnant for at least three months at the time
of the interview by selected background characteristics are presented in Table 7.2. The table indicates that
three of five currently pregnant women have experienced various health problems/conditions during their
pregnancy. Twenty-three percent reported swollen ankles and fingers, 47 percent had persistent headaches,
15 percent had high blood pressurc, 6 percent had bleeding, and 30 percent had convulsions.

This pattemn of health conditions during pregnancy occurs regardlcss of whether the pregnant woman
resides in urban or rural arcas or has attended antenatal care. However, health conditions were less common
in certain subgroups of women: younger women, women in their first pregnancy, women in the southem and
eastern govemoratcs, and more educated women. Most of the pregnant women were not taking any
medication. Vitamins were taken by 10 percent, while other medications were taken by 9 percent (data not
shown).

Table 7.2 Health conditions during pregnancy
Percentage of women who were pregnant for at least three months at the time of the survey who have specific
health conditions associated with their current pregnancy, by selected background characteristics, Yemen
1961/92
Health condition
Swollen High Convul- Number

Background ankles/ Persistent  blood sions No of
characteristic fingers  hecadaches pressure  Bleeding {fits) condition  women
Age

<20 10.6 34.7 54 7.2 21.0 56.3 65

20-34 21.8 41.8 15.0 5.5 304 39.1 501

35 or older 29.4 48.1 18.9 6.4 32.0 375 247
Previous births

0 9.3 40.5 8.5 83 24.4 51.6 100

1-4 219 43.5 14.2 4.4 24.2 44.2 313

5+ 21.7 51.0 18.1 6.5 36.1 33.8 400
Residence

Urban 15.4 48.7 12.7 48 24.1 39.9 119

Rural 24.5 46.5 15.9 6.1 311 40.0 695
Region

North./West. 253 49.3 17.1 6.4 32.6 36.7 714

South./East. 8.1 29.5 35 27 12.3 63.9 99
Education

Iiterate 25.0 46.4 16.4 59 30.8 39.8 736

Literate * * * * * * 4

Primary 3.0 515 6.1 I1.5 227 383 41

More than primary 104 39.0 7.8 0.0 26.1 50.1 k]
Antenatal care recefved

Yes 238 45,7 15.0 4.9 28.1 42.5 638

No 21.1 50.9 17.1 9.5 373 30.7 175
Total 232 46.8 15.4 59 30.1 40.0 813
Note: An asterisk (*) indicates that {igurc is based on fewer than 25 cases and has becn suppressed.
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Tetanus Toxoid Vaccination

Women were asked if they had received a tetanus toxoid vaccination for cach of their children bom
in the five years preceding the survey. Immunity against tetanus is passed on (o the baby and protects the
child from neonatal tetanus, a common cause of neonatal mortality in developing countries. For full
protection, a pregnant woman should receive two doses of the tetanus toxoid during their first pregnancy, a
third dose at least a year later or during the subsequent pregnancy, a fourth dose at least a year later or during
the subsequent pregnancy, and a fifth dose is thought 10 provide lifelong protection (World Health
Organization, 1987).

For all births in the five ycars preceding the interview, only 15 percent of mothers received one or
more (oxoid tetanus injections. Table 7.3 shows thal while 10 percent of the births were protected by two or
more doses of tetanus toxoid during gestation, 5 percent received the limited protection of just one dose.

Table 7.3 Tetanus toxoid vaccination
Percent distribution of births in the five years preceding the survey, by number of tetanus toxoid
injections given to the mother during pregnancy, according to selected background characleristics,
Yemen 199192
Number of tetanus toxoid injections
Two Number

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

<20 82.8 4.8 123 0.1 100.0 755

20-34 839 5.2 10.5 0.4 100.0 5157

35+ 87.6 5.2 7.2 0.0 100.0 1509
Birth order

1 79.8 5.7 14.3 0.2 100.0 885

2-3 82.5 5.1 12.1 0.3 100.0 1784

4-5 86.2 53 83 0.2 100.0 1660

6+ 86.2 5.0 8.4 0.4 100.0 3091
Residence

Urban 66.1 10.3 23.1 0.4 100.0 1200

Rural 88.1 4.2 7.4 0.3 100.0 6220
Region

North./West. 88.1 4.1 7.5 0.2 100.0 6423

South./East. 61.7 12.0 25.8 0.5 100.0 998
Mother’s education

Illiterate 86.9 4.7 8.1 0.3 100.0 6791

Literate 58.6 14.3 271 0.0 100.0 62

Primary 67.3 9.1 23.7 0.0 100.0 335

Morc than primary 48.4 11.7 39.4 04 100.0 233
All births 84.5 5.2 10.0 0.3 100.0 7421
Note: Figures are for births in the period 1-59 months preceding the survey.
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Differentials in tetanus toxoid coverage are substantial by mother’s age at birth, child’s birth order,
place of residence, region, and mother’s level of education. About 17 percent of younger mothers, under 20
years of age, received at least one dose of tetanus loxoid vaccine, compared to 12 percent of older women
age 35 years and above. While 1 in 5 births of parity one were protected by tetanus toxoid immunization,
only 1 in 7 children of parity six or higher werc protected.

Urban covcrage for tetanus toxoid (at least two doscs) was three times higher than rural coverage (23
and 7 percent, respectively). The mothers of births in the southern and casterm govemorates (26 pereent) were
more than three times as likely 1o receive two or more doses of tetanus toxoid during pregnancy than were
mothers in the northem and western governorates (8 percent).

The relationship between mother's level of education and immunization with tetanus toxoid vaccine
is striking. The YDMCHS findings indicatc that more cducated women arc more likely 10 reccive tetanus
toxoid injections than icss educated or illiteraic women. For all births in the preceding five years, 1in 3
mothers with primary cducation, 1 in 2 mothers with more than primary cducation had reccived at 1cast one
dose of tetanus toxoid, compared to only 1 in 8 ol the illiteraic mothers. Educated women may have greater
accessibility 1o modern medical care (proximity of scrvices, fewer cultural barriers), or may have a greater
understanding of the need and health benefits of vaccinations, or are more able to utilize the services
provided.

7.2 DELIVERY CARE

This scction examines various aspects of care during labor and dclivery. The YDMCHS results
include: placc of dclivery, assistance at delivery, complications during delivery, reasons for not delivering
at a health facility, plans for assistance at next delivery, and trcatment of umhilical cord and cord stump.

Place of Delivery

Mothers were asked about the place where they had given birth to children bom during the five-year
period before the survey. The YDMCHS findings indicate that the majority of births (83 percent) occur in
the mother’s home or in someone clse’s home. Only 12 percent of deliverics take place in health facilities.

Although the majority of births occur at home, there are noticeable differences between subgroups.
Tablc 7.4 shows that in rural arcas, scven in cight deliveries (87 percent) take place at home, compared with
3in 5 deliveries (62 percent) in urban arcas.

Other diffcrentials by age of mother, birth order, region, level of education of the mother, and number
ol antenatal carc visits arc observed. Younger women, educated women, and women residing in the southern
and castern govemoraltes arc more likely to deliver in health facilitics. The proportion of deliveries taking
place in health facilitics increascs with mother’s level of education. For example, 56 percent of hirths to
women with more than primary cducation occur in heatth facilitics, compared to 39 percent at home. Births
to illiterate women, on the other hand, arc almost ten times more likely to occur at home than in a health
facility (86 percent versus 9 percent). First births arc twice as likely to be delivered in a health facility as
higher order births.

Table 7.4 also indicates that the younger the mother, the more likely it is that the delivery will take
place in a health lacility. Overall, 13 percent of births to mothers under 20 years occur in health facilitics,
compared 1o only 10 percent to births to mothers age 35 years or over. Births to women residing in the
southen and castern govemorates also tend to occur more often in health facilitics (25 percent) than births
to women residing in the northem and westem governorates (10 percent).
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Table 7.4 Place of delivery
Percent distribution of births in the five years preceding the survey by place of delivery,
according lo selected background characteristics, Yemen 1991/92
Public Number

Background health Al of
characteristic facility home Other Missing Total births
Mother’s age at birth

<20 13.4 81.6 09 4.0 100.0 755

20-34 11.6 833 0.5 4.6 100.0 5157

35+ 10.7 83.7 0.7 49 100.0 1509
Birth order

1 20.7 73.6 1.0 4.8 100.0 885

2-3 10.6 84.6 0.5 43 100.0 1784

4.5 10.0 84.6 0.7 4.1 100.0 1660

6+ 10.5 84.3 0.5 4.6 100.0 3091
Residence

Urban 332 62.2 0.3 43 100.0 1200

Rural 7.5 87.2 0.7 4.6 100.0 6220
Region

North./West. 9.6 85.3 0.6 4.6 100.0 6423

South./East. 24.9 69.8 0.8 4.5 100.0 998
Mother’s education

Iliterate 9.0 85.6 0.6 4.7 100.0 6791

Literate 273 71.0 0.0 1.7 100.0 62

Primary 30.7 66.4 0.4 2.5 100.0 335

More than primary 56.0 389 0.0 5.1 100.0 233
Antenatal care visits

None 5.2 88.1 0.6 6.1 100.0 5487

1-3 visits 19.9 79.0 0.9 0.1 100.0 1188

4 or more visits 46.4 52.8 0.3 0.5 100.0 645

Don't know/Missing 39.8 597 0.5 0.0 100.0 100
All births 11.6 83.2 0.6 4.6 100.0 7421
Note: Figures are for births in the period 1-59 months preceding the survey.

Women who had contact with health professionals during pregnancy, i.c., reccived antenatal care,
are more likely to deliver at a health facility, compared 10 women who had no such contact. About46 percent
of births t0 women who had four or more antenatal care visits were delivered in health facilities, compared
to only 5 percent of births to women who had no ANC visits.

Assistance at Delivery

The type of assistance a woman receives during the birth of her child depends on the place of
delivery, Women in Yemen are cven Icss likely 1o have medical assistance for delivery than they arc to
receive medical care during pregnancy. Table 7.5 shows that births are more likely to be delivered with the
assistance of a relative. Almost three-fourths of deliveries in Yemen are assisted by relatives (53 percent)
or by dayas or traditional birth attendants (19 percent). Data also indicate that births that takc place at home
are more likely to be delivered withoult assistance from anyone, whereas, births delivered at health facilities
are more likely to be delivered by trained medical personnel (data not shown).
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Table 7.5 Assistance during delivery
Percent distribution of bitths in the [ive years preceding the survey by type of assistance during
delivery, according to selected background characteristics, Yemen 1991/92
Anendant assisling during delivery!
Tradi-
Trained  tional Don’t Number
Background nurse/ birth  Relative/ No know/ ol
charactenistic Doctor Midwife attendant  Otber one Missing  Tolal births
Mother’s age at birth
<20 14.1 56 18.4 53.5 4.6 3.8 100.0 755
20-34 10.6 52 17.9 54.1 1.6 4.7 100.0 5157
35+ 11.0 35 20.9 50.2 9.2 5.1 100.0 1509
Birth order
1 18.9 7.8 1.3 47.0 4.3 4.7 100.0 8BS
2.3 8.5 57 17.8 56.6 6.9 4.5 100.0 1784
4-5 9.3 4.1 19.5 55.3 71 4.8 100.0 1660
6+ 11.1 4.0 19.0 52.0 9.2 4.8 100.0 3091
Residence
Urhan 28.6 17.5 14.6 0.2 4.6 4.4 100.0 1200
Rural 1.6 24 19.3 57.7 8.2 47 100.0 6220
Region
North./West. 10.5 3.2 18.0 55.9 1.7 47 100.0 6423
South./East. 14.1 15.4 22.6 35.9 7.0 4.9 100.0 998
Mother's education
Tlitcrate 9.5 3.0 18.7 55.6 82 4 100.0 6791
Literate 16.2 22.6 13.3 44.7 1.5 1.7 100.0 62
Primary 223 17.8 216 349 0.7 2.7 100.0 335
More than primary 36.9 35.3 11.7 11.3 1.3 3.5 100.0 233
Antenatal care visits
None 53 2.1 19.1 58.0 9.1 6.3 100.0 5487
1-3 visits 21.5 7.1 19.8 43.0 3.6 0.0 100.0 1188
4 or more visits 38.1 21.4 13.1 25.3 2.1 0.1 100.0 645
Don’t know/Missing 228 227 9.9 36.1 5 0.0 100.0 100
Toual 11.0 49 18.6 532 1.6 4.7 100.0 7421
Note: Figures are for binhs in the period 1-59 months preceding the survey.
'If the respendent mentioned more than one attendant, only the most qualified attendant is considered.

Overall, only 16 percent of binhs that occurred in the last five years were assisted by medical
professionals. This proportion is somewhat higher than the proportion of babies delivered in health facilities
(12 percent), which suggests that it is not uncommon for medical professionals to attend deliveries in the
home. Doctors attended 11 percent of births, and trained nurses or midwives attended 5 percent.

Eight percent of births were delivered without any assistance. Births to rural women, births to older
women, higher order births, births to women with no education, and births to women who had no antenatal
care visits arc more likely to be delivered without any type of assistance. These characieristics identifly
women who are at greater risk of dying due to complications occurring during pregnancy and delivery.
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Complications during Delivery

Only one percent of births in the five years prior to the survey were delivered by cacsarean scction.
Higher proportions are reported among younger women, educated women, and women residing in urban areas
or in the southern and castern governorates (data not shown).

Tabie 7.6 indicates that 15 pereent of deliverics have complications. The proportion of deliverics
with complications increases if the delivery occurs in a health lacility or with the assistance of a doctor. One
in4 binths in health facilities had complications, and 1 in 3 births assisted by doctors had complications. This
sccming anomaly is most likely due to the health care behavior of Yemeni women: (hey generally seck
modem delivery carc only if there is a medical problem. Complications are also more frequently reported
for first births and by women residing in the northern and western governorates (data not shown).

Table 7.6 Type of delivery
Percent disuribution of births in the five years preceding the survey by type of
delivery, according 1o place of delivery and assistance at delivery, Yemen 1991/92
Number
Place of delivery/ Compli- Not of
Assistance al delivery Normal cated stated Total births
Place of delivery
Public health 723 26.8 09 100.0 mn
Private health service 70.2 284 i4 100.0 90
At home 84.2 13.8 1.9 1060.0 5878
Another home 81.0 17.3 1.7 100.0 204
Other (78.4) (21.6) (0. (100.0) 45
Missing 1.6 0.0 98.4 100.0 341
Assistance at delivery
Doclor 64.8 34.7 0.5 100.0 818
Trained nurse/midwic 814 16.4 2.2 100.0 362
Traditional midwile 87.0 11.6 1.5 100.0 1379
Rclative/friend 84.0 14.6 1.5 100.0 2414
Other B4.4 133 24 100.0 1536
No cne 87.7 8.4 39 100.0 563
Not stated 3.0 0.1 96.9 100.0 348
Toual 78.9 14.9 6.2 100.0 7421
Note: Figures are for births in the period 1-59 months preceding the survey. Figures
in parcntheses are based on 25-49 cases.

Reasons for Having Delivery at Home

The YDMCHS colicected information on women'’s rcasons for not delivering in a health facility.
Table 7.7 presents the reasons given for not delivering at public hospitals or private clinics for births in the
five years preeeding the survey, by selected background characteristics. The prefcrence for delivering at
home is the leading reason (37 percent) for not having delivery in a health facility. Other reasons are: service
too far away (24 percent), service not available (10 percent), high cost of delivering in a health facility (9
percent), and premature/sudden delivery (4 percent).
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Table 7.7 Reason for not delivering at health facility
Percent distribution of binhs in the five years preceding the survey that were not delivered at a health facility by reason
for not using a health facilily, according to selected background characteristics, Yemen 1991/92
Service Service Costs  Premature/ Home Number

Background not too 100 Sudden is of
characteristic available far much delivery better Other Missing Total births
Mother’s age

<20 11.9 23.0 48 6.1 394 10.6 4.3 100.0 653

20-34 9.3 234 9.0 4.1 374 10.9 5.8 100.0 4557

35+ 11.7 25.0 10.4 13 34.5 8.8 6.5 100.0 1348
Birth order

1 10.8 243 59 6.1 379 9.0 6.0 100.0 702

2-3 9.7 23.6 8.0 5.0 37.8 10.6 53 100.0 1596

4-5 10.0 244 9.6 35 36.5 10.6 5.4 100.0 1495

6+ 10.1 23.2 9.8 35 36.6 10.6 6.1 100.0 2766
Residence

Urban 7.1 53 2.5 9.7 54.0 14.0 7.5 100.0 802

Rural 10.5 26.3 9.8 34 34.6 9.9 5.5 100.0 5756
Region

North./West. 10.2 25.1 10.0 4.2 34.3 10.5 5.6 100.0 5809

Sowh./East. 9.2 12.6 0.1 3.5 57.6 9.5 7.5 100.0 749
Education

Illiterate 10.3 244 9.2 38 36.0 10.4 58 100.0 6179

Literate (5.5) (14.4) (11.3) (13.3) (47.0) {6.1) (2.3) (100.0) 45

Primary 73 13.7 1.5 8.8 51.8 11.9 5.0 100.0 232

More than primary 5.8 6.9 3.6 7.5 58.7 8.7 8.8 100.0 102
Total 10.1 237 8.9 4.1 37.0 10.4 58 100.0 6558
Note: Figures in parentheses arc based on 25-49 cases.

"Home is better,” was the number one rcason women gave for not having delivery in a health facility,
for all background characteristics. The prefercnee for birthing at home was the reason stated in more than
half of births in urban arcas (54 percent) and in the southern and castern governorates (58 percent); it was also
cited for one-third of births in rural arcas and in thc northemn and weslern govemorates (34 percent). There
are, however, some findings by residence and region that are cxpected. Notably, the distance to the health
facility or unavailability of scrvices was mentioned for more rural than urban births (37 and 12 percent,
respectively). Service availability or accessibility problems were mentioned for one-lhird of births in the
northern and western governorates, and for onc-(ifth of births in the southern and caslern governorales.
Distance was more ofticn mentioned by illiteratc mothers than by those who arc literate or educated. One in
3 illiteratc molhers mentioned distance or unavailability as the reason for not delivering in a healih facility,
compared 1o 1 of 5 mothers with primary education and 1 in 8 mothers with morc than primary cducation.

Expected Assistance at Next Delivery

Do women repeat the same matemity care behavior for subscquent pregnancics? In the YDMCHS,
a scries of questions ascertained the matemal expectations and intentions of currently pregnant women in
relation to their impending dclivery.

Among womcn whosc last birth in Lthe (ive-year period belore the survey had been attended by a

medical professional, 48 percent said they intended to deliver with the assistance of a medical professional.
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If the last birth had been attended by a traditional binth attendant, 88 percent said they expected 1o deliver with
the assistance of a traditional birth attendant again (data not shown).

Cutting of Umbilical Cord and Treatment of Cord Stump

Nconatal tetanus is generally caused by unsterile cord- cutting practices or by applying infectious
dressings to the umbilical sump. The YDMCHS included questions about cord-cutting practices for babies
not bom in health facilities. The results indicate that, for binhs delivered at home, the most widespread

mathnd far Asatting tha nmhilicral card ie tn nea a raznr Aar a bnifa (R? narrant nf hirthed fnlloavad hay an

If the last birth had been attended by atraditional binh attendant, 88 percent said they expected 1o deliver with

thcunenid “tor vualig ol Groohdvat' verud wt aov'a (dedt oruhraacMve praasaiil v vntuiog, ivuuyreu Ly wi

ordinary pair of scissors (27 percent), a medical instrument (3 percent), and other methods (1 percent). For
8 percent of births, respondents did not know how the cord was cut. It is difficult to assess to what extent
these instruments may have been contaminated with the tetanus micro-organism. A new razor blade, which
was bought for the cutting of the cord and was unpacked just before cutting the cord, is less likely to be
inlectious than an unsterilized knife or pair of scissors.

A wide range of dressings were used on the cord stump (see Table 7.8). Most common is a hot iron
(22 percent); other methods include the application of koh! (16 percent), boiled oil (6 percent), and putting
a cotton dressing on the stump (4 percent). The practice of covering the stump with mud, potentially the most
dangerous practice in terms of the risk of tetanus infection, was rarely mentioned (1 in 500 births).

Differentials in treatment of the cord stump by place ol residence, region, and level of education are
substantial. Practices in the southem and eastem governorates vary a great deal from those in the northern
and westem govemorates. While the use of a hot iron is the most common method in the northem and

Table 7.8 Treatment of cord stump
Percent distribution of births in the five years preceding the survey that were not delivered at a health facility by type of
treatment of cord stump, according to selected background characterisics, Yemen 1991/92
Cover Cover Use Cover Don’t Number
Background Ground  with with hot  Boiled  with know/ of
characteristic Cotton  coffec  flour mud iron oil cgg . Kohl  Other Missing Total  births
Mother’s age
<20 53 0.1 0.0 0.4 15.0 8.8 0.2 18.8 42.8 8.5 100.0 653
20-34 4.6 0.0 0.1 0.3 21.1 6.1 0.2 15.8 44.0 79 100.0 4557
35+ 32 0.1 0.1 0.4 26.6 5.2 0.3 17.0 386 8.6 1000 1348
Birth order
1 6.0 0.1 0.1 0.5 19.2 6.9 03 16.2 42.2 85 100.0 702
23 4.2 0.0 0.0 0.2 20.5 6.1 0.3 15.9 44.4 8.2 100.0 1596
4-5 35 0.0 0.0 0.0 219 59 0.2 17.6 42.8 8.0 1000 1495
6+ 4.5 0.0 0.1 04 228 6.1 o1 16.1 419 8.0 100.0 2766
Residence
Urban 14.4 0.1 0.0 0.6 10.7 55 0.0 9.0 511 8.6 100.0 802
Rural 3.0 0.0 0.1 0.2 232 6.2 072 174 41.6 3.1 100.0 5756
Region
North./West. 4.0 0.0 0.0 0.3 238 5.5 0.1 16.5 41.6 8.1 100.0 5809
South./Iast. 7.1 0.3 0.4 0.1 49 10.9 0.8 15.7 S1.8 8.0 1000 749
Mother’s education
Iliterate 3.5 0.0 0.1 0.3 223 6.1 0.1 16.8 42.5 B.3 1000 6179
Literate 88 0.0 0.0 0.0 16.0 76 0.0 9.0 56.3 23 100.0 45
Primary 16.7 0.0 0.4 0.0 11.6 4.4 1.2 123 48.2 5.2 100.0 232



weslem govemorates (24 percent), it was used for only a fraction of births in the southem and castem
governorates (5 percent). Kohl was used for the same proportion of births in both regions (16 percent),
while boiled oil (11 percent), and cotton dressings (7 percent) were more common in the southcm and
eastern governorates. Urban mothers usc colton for treating the cord stump more often than rural mothers,
while rural mothers usc a hot iron, kohl, and boiled oil more ofien than urban mothcrs.

Educated women use cotton more often than women with less cducation. The proportion using
cotton for dressing the cord stump increases from only 3 percent of births to illiteratc women, to 28
percent of births to women with primary education or more. The practicc of using a hot iron is more
prevalent among illiterate women (22 percent) and decreases 10 9 pereent as the level of cducation
increases. No differentials in treatment of the cord stump by age of the woman or birth order werc
observed.

7.3 POSTNATAL CARE

This section examines the type of postnatal carc rcccived by women who had births in the five
years preceding the survey. Postnatal care usually includcs a health checkup for the mother and may be
combined with a pediatric checkup for the baby. The findings of the YDMCHS on postnatal carc arc
presented in Table 7.9. Only about 6 percent of Yemeni mothers receive postnatal care; most of these
womcn obtain their care from a doctor.

Table 7.9 Postnatal care
Percent distribution of births in the five years preceding the survey by source of postnatal care,
according to sclected background characteristics, Yemen 1991/92
Postnatal care provider®
Tradi-
Trained  lional Number
Background narse/ birth of
characterisiic Doctor  Midwife attendamt  Other  Noone  Missing  Total births
Mother's age at birth
<20 4.0 0.6 0.9 0.5 89.1 4.9 100.0 755
20-34 4.5 0.6 03 0.8 87.5 6.3 100.0 5157
35+ 4.6 0.4 04 0.0 85.8 8.7 100.0 1509
Birth order
1 5.1 1.1 0.6 0.6 86.3 6.3 100.0 885
2-3 33 0.8 0.8 1.1 87.8 6.2 100.0 1784
4-5 4.3 03 0.2 0.7 879 6.6 100.0 166{)
6+ 5.1 04 0.2 03 87.0 7.1 100.0 3091
Residence
Urban 12.2 13 0.6 03 80.6 5.0 100.0 1200
Rural 3.0 0.4 0.4 0.7 58.6 7.0 1060.0 6220
Reglon
North./West. 4.5 0.4 02 0.6 87.6 6.7 100.0 6423
South.f[iast. 4.5 1.6 1.6 0.4 85.6 6.2 100.0 998
Mother's education
Hiterate 3.8 0.4 03 0.6 87.9 6.9 100.0 6791
Literawe 12.9 2.0 2.4 0.0 81.0 1.7 100.0 62
Primary 10.4 1.6 1.3 03 51.8 4.7 100.0 335
More than primary 13.2 3.3 0.0 {2 79.3 4.0 100.0 233
Total 4.5 0.6 0.4 .6 87.3 6.7 100.0 7421
Note: Figures are for binhs in the period 1-59 months preceding the survey.
F the respondent mentioned more than one provider, only the most qualified provider is considered.
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CHAPTER 8

CHILD FEEDING AND WEANING PRACTICES

Both mother and child are affected by infant fecding. The frequency, duration and amount ol [ceding
affect the child’s nutritional status, which in tumn influcnces child survival, The breastled baby may itsell
become vulnerable when it is weaned, especially if weaning is abrupt and occurs in circumstances where the
supplementation that is provided is inadequate or unsuitable. As mentioned in Chapter 5, through postpartum
amenorrhea, breastfeeding also affects the mother's risk of pregnancy; thus, breastfceding is an important
factor in spacing births in socicties where use of contraception is uncommeon.

This chapter examines infant fecding practices for children bom inthe five ycars preceding the survey
10 women interviewed for the YDMCHS. Children whose mothers were not interviewed are not included in
thesc analyses. A number ol topics related to infant feeding and weaning practices are considered, including:
prevalence, pattern, and duration of breastleeding, introduction of supplemental [oods, use of a bottle with
a nipple lor feeding liquids or semisolid foods, age at weaning, manncr in which weaning takes place, and
the reason [or weaning,

8.1 PREVALENCE OF BREASTFEEDING

As in most socictics, breastfeeding is widely practiced in Yemen: 94 percent of last births and 91
percent of all births in the five years preceding the survey were breastfed (sce Table 8.1). No notable
differences in breastfeeding practices are observed, according to mother’s age or urban-rural residence, and
uniformly high proportions ol mothers initiate breastfeeding regardless ol level of cducation.

Tablc 8.2 presents the differentials in breastfecding for last births and all births by mother’s age and
binhorder. Among all births, 87 percent of first births and 91-92 percent of higher order births are breastfed.
Among last births, a slightly higher proportion are breast{ed (92-97 percent).

The tendency for a slightly lower propertion of (irst births to be breastied is scen in the two age
groups for which comparisons can be made for all births. For example, [or mothers under 25, the proportion
of [irst births who were breastied is 88 percent.  For second order births, the proportion breastled is 93
percent, and for third and lourth order births it is 95 percent.  For last births to women under 25, the
breastfeeding rates arc 92 percent for first order binths and 96-97 percent for higher order births.

8.2 REASONS FOR NOT BREASTFEEDING

Table 8.3 indicates that the main reasons [or nol breastfeeding children are similar [or last births and
all births in the total samplc of children (sce columns 5 and 6). The death ol a child is the most imporant
single rcason for not breastfeeding a child among all births and last births (28 percent). But, mother being
sick (18-19 percent) and mother having no milk or insufficient milk {(21-23 pereent) together account for
around 40 percent of the rcasons cited for not breastfecding a child. Five percent of children were not
breastfed because of breast or nipple problems.
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Table 8.1 Prevalence of breastfeeding by background characteristics

Among children born in the five years preceding the survey, the percentage of last births and all births
who were breasfed, by age of mother and selected background characleristics, Yemen 1991/92

Mother’s age Number
Background of
characteristic 15-19 20-24 2529 30-39 40-49 Total births
LAST BIRTHS
Residence
Urban 93.0 96.8 92.5 92.9 90.7 93.2 694
Rural 96.1 94.0 95.5 94.5 92.8 94.5 3460
Mother’s education
Illiterate 95.0 94.9 949 94.1 92.5 942 3756
Literate * . * * * (99.0) 40
Primary 95.5 93.0 953 95.7 * 94.7 205
More than primary 100.0 ©9L1) 959 (94.9) 948 153
Total 95.5 94.5 95.0 94.2 92.6 94.3 4154
ALL BIRTHS
Residence
Urban 89.6 92.7 90.8 89.5 854 50,1 1200
Rural 94.6 90.7 91.9 90.7 90.1 91.1 6220
Mother’s education
Illiterate 935 91.2 91.5 90.4 80.6 90.8 6791
Literate * * (100.0) 92.3) * 95.7) 62
Primary 92.5 92.0 93.1 93.0 * 92.7 335
More than primary * 85.4 93.1 93.7 * 91.6 233
Total 93.6 91.1 91.7 90.6 896 90.9 7421

Note: Table is based on children born (-59 months before the survey whether living or dead at the
time of interview. Figures in parenthescs are based on 25-49 cases; an asterisk (*) indicates fewer
than 25 cases and has been suppressed.
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Table 8.2 Prevalence of breastfeeding by birth order

Among children born in the five years preceding the survey, the percentage of last
births and all births who were breastfed, by age of mother and birth order, Yemen
1991/92

Age of mother
Birth order 15-24 25-34 35-44 45-49 Total Number

LAST BIRTHS

1 91.9 90.4 * Na 91.6 449
2 96.8 96.0 * . 96.6 425
3-4 96.4 95.9 92.4 * 95.4 954
5-6 (96.9} 95.2 95.1 (38.1) 95.0 873
T+ b 93.6 933 91.7 93.2 1453
Total 94.8 94.8 93.7 90.6 94.3 4154
ALL BIRTHS
1 83.3 85.8 * NA 87.3 886
2 92.8 90.0 (86.1) * 91.1 879
3-4 95.3 92.6 86.1 * 92.2 1761
5-6 (93.4) 92.4 91.6 85.5 91.9 1600
T+ * 91.3 90.6 89.6 90.7 2294
Total 91.6 91.4 90.2 88.3 20.9 7421

Note: Table is based on children born 0-59 months before the survey whether living or
dead at the time of interview. Last iwins are considered of the same birth order.
Figures in parentheses are based on 25-49 cases; an asterisk (*) indicates that figure is
based on fewer than 25 cases and has been suppressed.

NA = Not applicable

Table 83 Reasons for not breastleeding
Percent distribution of last births and all births in the five years preceding the
survey who were not breastfed by reason for not breastfeeding, according to
place of residence, Yemen 1991/92

Urban Rural Total
Reason for not Last All Last All Last All
breastfeeding births!  births  births births births births
Child sick 7.8 89 50 4.0 55 4.9
Child died 12.6 22.5 32.0 29.5 28.2 283
Child refused 20.6 18.6 11.3 13.7 13.1 14.6
Mother sick 18.8 11.5 19.3 19.3 19.2 17.9
No/insufficient milk 20.1 21.3 23.2 21.0 226 21.0
Breast/nipple problem 3.6 4.5 4.7 53 4.5 5.1
Other 12.2 8.3 1.1 1.6 33 28
Not stated 4.4 4.5 34 5.7 3.6 5.5
Total 100.0 100.0 160.0 100.0 100.0 100.0
Number of never-
breastfed children 29 65 116 295 144 360
'Figures are based on fewer than 50 cases
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8.3 BREASTFEEDING PATTERNS

Prevalence ol breastfeeding represents only one lacet of the nutritional, health, and fenility equation.
Another facetincludes the pattern of breastfceding. Breastfeeding reduces the likelihood ol conception during
the extended period ol amenorrhea which [ollows delivery. Mothers with children under live who were not
yet weaned, were asked about the frequency of breastfeeding during the daylight hours and between sunsct
and sunrise. Another qucstion asked about gencral fceding practices was whether the child was breastled
whenever he/she wanted or according to a fixed schedule. Demand leeding is assumed to result in more
frequent sucking than scheduled feeding, thereby affecting duration of amenorrhea (see current status and
postpartum amenorrhca in section 8.5).

Table 8.4 shows the percent distribution of children who are still breastfed by fecding pattemn (on
demand or according to a fixed schedule). Almost all children under five who were not weaned at the time
of the survey were breastfed on demand (94 percent on demand only plus 4 percent on both demand and
schedule) and only 1 percent exclusively on schedule. Except for differences by mother’s education, the
differentials by area of residence and region are small. Over 90 percent of children whose mothers have no
formal education or only primary cducation werc fed on demand only but approximately 80 pereent of
children whose mothers have more than primary cducation were fed on demand only. Eight percent of
children of mothers with more than primary cducation were breastied at fixed times only, or according 1o a
schedule, while 13 percent had breastleeding on demand as well as on schedule—probably scheduled feeding
during the day and fecding on demand at night. Since only onc percent of all children who were breastfed
were breastfed on a fixed schedulc, the number of cases are not cnough to meaninglully analyze the daytime
and nighttime feeding pattemns scparately.!

Table §.4 Breastlcedipg patlemns
Percent distribution of last births in the five years preceding the survey who are
currently being breastied by feeding pattern, according to selected background
characteristics, Yemen 1991/92
Breastleeding pattern
Number

Background On Cn of
characteristic demand schedule Both  Missing Total  births
Residence

Urban 93.0 2.2 43 0.6 160.0 310

Rural 94.3 1.0 3.9 0.8 100.0 1917
Region

North./West. 94.3 1.1 4.1 0.5 100.0 1957

South./East. 92.6 1.6 32 2.6 100.0 270
Mother’s education

No schooling 94.7 0.9 3.7 0.7 100.0 2064

Primary 90.4 32 5.1 1.3 100.0 i14

More than primary ~ 78.6 83 13.1 0.0 100.0 50
Total 94.1 1.2 4.0 0.7 100.0 2227

'For only one in seven children a numerical response was given 10 the question on number of feedings during the
day (night). The mean number ol [eedings is 4 for daytime and 3.6 [or nighttime, respectively. The mean varied litle
by residence, region or educatton (daytimc means: 3.9 to 4.2; the nighttime mean for children of women with morc than
primary cducation was 3.3, the means lor other categorics of education, residence and regions ranged between 3.5 and
4.0). The average number of feedings [or 24 hours ranged beiween 6.1 to 6.9 by various background characteristics,
with an overall mean of 6.7.
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84 SUPPLEMENTATION PRACTICES

Supplementation practices arc cxamined in two ways. First, the age at which various supplementary
foods are introduced is studicd. Sccond, supplecmentation practices among children who are currcntly
breastfed arc analyzed.

Initiation of Supplementation

Aftcr 4-6 months of age, breast milk only is not sufficicnt for a child and the introduction of
supplcmentary food is required. The questions on supplementation in the YDMCHS pentain to three kinds
of food: powdcred milk, animal milk (cow, goat, etc.), and solid or mushy food. Each woman who had a
child in the five years preceding the survey was asked if she ever gave cach of the three supplementary foods
1o her child on a regutar basis. If she had; she was further asked, "How old was the child when you staried
giving it on a regular basis?" These questions were not asked about children who dicd before breastfeeding
could be staried. The questions on supplementation are retrospective and provide information about age at
which each food was started (if started). It should be noted that supplementation are not mutually exclusive,
that is, some infants may be given morc than onc supplement at any stage of their childhood.

Table 8.5 shows the proportion of children under five who were given powdered milk, animal milk,
or solid and mushy food; and the percent distribution of those who were given these foods by age at which
they started recciving supplementation. The analysis pertains not only to births who werc breastfcd, but also
to thosc who were not breastfed for rcasons other than the child’s death. Less than half (44 percent) of
children received powdered milk, one-fourth received animal milk, and almost two-thirds were fed solid or
mushy food on a regular basis. Othermilk is introduced carly as supplementation. Almostonc-third of births
were given powdered milk and almost 1 in 7 children were given animal milk before 4 months of age.
Animal milk or powdercd milk is rarcly introduced after six months of age. Almost 4 in 10 children were
given solid food by six months of age, and another 17 percent were initially fcd solid food at age 7-11
months.

Table 8.5 Starting age [or supplementary [ood

Percentage of children born in the five years preceding the survey who were given powdered milk, animal
milk, solid or mushy food by age ol the child when supplementation was started, Yemen 199192

Apge of child when
supplementation was started

Food Number

not of
Supplementation 0.3 4.6 7-11 1217 1823 24.59  given' Total children
Powdered milk 31.2 7.6 2.6 1.8 0.3 0.2 56.3 100.0 7308
Animal milk 14.6 4.7 1.4 1.7 03 0.4 71.0 100.0 7308
Solid or mushy food 7.2 30.1 17.4 8.9 0.9 09 34.7 100.0 7308

Note: Table is based on children bom 0-59 months before the survey but excludes children who were not
breastfed because child died before breastfeeding could begin.
Includes cases lor which information was missing.
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Current Supplementation

In addition to collecting information on the age at which powdered milk, animal milk, and solid or
mushy food were first given, respondents were asked, for each child under five, if the child was being given
various types of foods and drinks. In this analysis, information on currently breastfed children is used and
the supplementary foods included scparately in the questionnaire are grouped into five broad categories:
plain water; milk (fresh full cream milk, pasteurized bottle milk, canned/powdered milk), other liquids
(juices, sugar waler, rice water, herbal drinks); baby food (homemade or preserved); and food made for the

family.

Table 8.6 shows the percentage of currently breastfed children who receive various categorices of
suppiementation, by area of residence. The children who died, who were not breastfed, and those who have
been weaned are excluded from this analysis. The supplementation categories are not exclusive. For
example, a child who is given milk may also bc receiving baby food.

Ovcr ninety percent of children over the age of three months are given water. Examining
supplementation of breast milk by other types of liquids and foods after the age of three months in the table,
it can be noted that almost half of the children are given milk, 3 in 10 receive other liquids, and one-{ifth arc
fcd baby food. Family food is generally introduced after six months of age; half of children 7-11 months and
over four-fifths of children 12-17 receive breast milk and family food. As children grow oldcr, family food
is given to an cven higher proportion of children (83-87 pereent).

Table 8.6 Food supplementation

Percentage of children born in the five years preceding the survey who were being breastfed and
given specific types of liquids and food by current age and place of residence, Yemen 1991/92

Age of child (months)

Supplementation/ Total
residence (-3 4-6 7-11 12-17 18-23 24-59 percent
Water

Urban 81.6 94,7 99.1 96.2 100.0 96.3 93.9

Rural 74.7 91.6 96.5 97.5 97.0 99.4 91.9
Total 75.7 92.0 96.8 97.3 97.3 99.0 92.2
Milk

Urban 4.0 524 50.0 51.1 46.0 54.7 49.5

Rural 36.6 46.7 55.5 51.5 49.4 48.0 48.1
Total 371.7 47.5 54.7 51.5 49.0 49.0 48.3
Other liquids

Urban 46.7 61.4 64.1 473 49 .8 77.9 56.8

Rurat 17.7 234 28.7 333 33.3 323 274
Total 22.0 28.7 336 354 35.0 38.6 315
Baby food

Urban 15.9 42.7 61.5 43.8 317 45.8 41.4

Rural 4.0 15.6 22.2 21.9 19.6 17.4 16.7
Total 5.7 19.4 27.6 25.3 21.5 21.4 20.1
Family food

Urban 0.0 19.6 61.8 82.7 85.6 87.3 50.5

Rural 4.2 15.1 50.2 76.3 32.6 86.4 a1.5
Total 36 15.7 51.8 77.3 829 86.5 47.9
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The major difference in feeding practices of children by arca of residence is the introduction of
liquids (other than water) and baby food. Around two-thirds of children over three months arc given other
liquids in urban areas while in rural areas only one-fourth receive juice, sugar waler, rice water, or herbal
drink. Also, it is much more common in urban areas to supplement breast milk with baby food at an early
age (4-6 months); 6 of 10 children age 7-11 arc given baby food. As children grow older, and family food
is given more often, the proportion receiving baby food decreases. Baby food is less common in rural arcas,
where at most 2 in 10 breastfed children arc also given baby foed.

Bottlefeeding

Supplementary food may be given to a child with a spoon, fed by hand or given in a bottle with
nipple. Bottlefed infants are at a disadvantage compared to the breastfed children, even when conditions are
otherwisc favorable. Bottlefceding provides some nutritional benefits to children, bul in circumstances in
which sanitary conditions are poor, for example, when clean water is not consistently available or the feeding
bottle and nipple arc not properly sterilized, bottlefeeding brings the added risk of contracting diarrheca or
other diseases.

Table 8.7 shows the percentage of children under five who were ever bottlefed (including those
currently bottlefed) and also the percent distribution of those who were ever bottlefcd by age at which
bottlefecding was initiated. Differentials in bottlefeceding are also present in the table. The use of a bottle
with a nipple is quite popular in Yemen. More than half (52 percent) of children under five are bottlefed.
The proportion of bottlefed children is higher in urban areas and in the southem and eastem governoraics
(around two-thirds of children) than in rural arcas or the northem and western governorates (almost one-haif).
The practice of using a bottle with a nipple for feeding children increases with increase in mother’s education.
One-hal{ of children whose mothers have no formal education are bottlefed, whereas 6 in 10 and 7 in 10 of
those whose mothers have primary and more than primary education, respectively, are bottiefed.

Table 8.7 Bottlefeeding
Percentage of living children under five years who were fed with a bottle with a nipple and
the percent distribution of bottlefed children by age at which botlefeeding was initiated,
according to sclected background characteristics, Yemen 1991/92
Age at which bottlefeeding Missing
was initiated {months} agef

Background Percentage Don’t
characteristic bottlefed  0-2 3-5 6-11 12-59  know  Total
Residence

Urban 64.7 65.9 16.1 12.4 4.2 1.3 100.0

Rural 49.2 67.0 15.7 10.2 57 14 100.0
Region

North./West. 452 64.1 t7.0 11.6 5.8 1.4 100.0

South./East. 67.9 18.7 10.0 6.4 36 14 100.0
Mother’s education

No schooling 50.4 66.8 15.9 10.6 52 1.5 100.0

Primary 60.8 65.4 14.5 113 8.4 0.3 100.0

More than primary 727 684 146 10.3 4.4 23 100.0
Total 51.8 66.8 15.8 10.7 5.4 14 100.0
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Bottlefecding starts carly in Yemen. Ofthe children bottleled, around two-thirds started feeding from
a boltle before reaching the age of three months, and around 16 perecent staried bottiefeeding between three
and five months of age. The proportion of children who were {irst given a bottle after the first year, is very
low (5 percent).

Although there are some diffcrences in the practice of bottlefeeding by background characleristics,
the major diffcrence for introduction of a botile before three months of age is between the regions. Not only
is the proportion of children who are bottlefed higher in the southemn and castemn governorates than in the
northern and westerm govemorates, but the proportion of children who are bottlefed before three months of
agc is also higher {or this group (around 80 percent).

8.5 DURATION OF BREASTFEEDING
Mean and Median Duration of Breastfeeding

To estimate duration of breastfecding, the P/I (prevalence/incidence ratio) method has been used.
The total number of women still breastfeeding (prevalence) is divided by the average number of births per
month over the month period (incidence). This ratio can be used for cstimating mcan duration of
breastfeeding by assuming a constant number of births occurring per month over the three years preceding
the survey. Tablc 8.8 shows that the mean duration of breastfeeding among Yemeni women, 16.8 months,
varies littlc by mother's age and shows no disccmable pattemn. The mean duration of breastfeeding varics
by 2.0 and 2.5 months betwecn regions and between urban and rural arcas, respectively. The means are lowest
for women in the southem and castern govemorates (15.1) and in urban arcas (14.6) as shown in Figure 8.1.

Table 8.8 Duration of breastleeding
For births in the five years preceding the survey, the mean, median, guartiles and
trimean of duration of breastfeeding, by selected background characteristics, Yemen
1991/92
Number
Background First Third of
characteristic Mean quartile  Median  quartile  Trimean  children
Mother’s age
<20 17.3 5.2 14.4 18.0 12.5 216
20-24 16.6 8.1 13.6 214 14.4 783
25-29 16.4 8.7 15.2 21.9 153 1333
30-34 17.2 1.0 18.5 234 17.6 895
35-39 17.1 8.4 18.4 23.6 16.8 796
40-49 16.6 6.3 16.1 24.8 15.7 629
Residence
Urban 14.6 55 13.7 20.8 13.3 744
Rural 17.2 9.1 16.2 231 16.1 3608
Region
North./West. 17.0 8.6 16.4 232 16.0 4027
South./East. 15.1 7.5 13.4 20.4 13.7 625
Total 16.8 8.4 15.9 228 15.7 4652
Note: The mean is calculated using the prevalence incidence method and births
in 0-35 months period preceding the survey.
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Number of months

Figure 8.1
Mean Duration of Breastfeeding
by Residence and Region
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The median duration of breastfeeding may be esti-
mated using the current status method (Ferry, 1981). In
this method the proportion of surviving last births who are
still breastfed are tabulated by current age of child. The
values corresponding to the first, second (which is the me-
dian), and third quarntiles and the trimean (the average of
the three quartiles) arc also provided in Table 8.8,

The results in the table indicate that by age 8.4
months one-quanter (first quartile) of births stopped receiv-
ing mother’s milk and 75 percent (third quartile) had been
breastfed for less than 23 months. The median duration of
breastfeeding is 15.9 months, that is, almost onc month
less than the mean calculated by the P/I method. The medi-
an duration of breastfeeding is higher for children in rural
areas and in the northern and western governorates. Differ-
cntials in the median duration of breastfeeding are very
similar to diffcrentials in the mean duration of breast-
feeding.

Current Status and Postpartum Amenorrhea

Table 8.9 presents the proportions of births for
which the mothers were still breastfeeding at the time of
the survey. The table shows that 71 percent of children in
the age group 10-11 months were still being breastfed, and
almost one-third of thosc approaching their second birth-
day continucd to be breastfed.
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‘Table 8.9 Breastfeeding and amcnorrhea

Percentage of births for which the mothers are

breastfeeding and arc postpartum amenorrheic by

number of months since birth, Yemen 1991/92

Number

Months Breast- Amenor- of
since birth feeding rheic births
<2 §9.7 89.8 216
23 90.5 7.5 274
4-5 84.7 571.7 285
6-7 80.7 49.2 281
8-9 733 36.6 314
10-11 70.6 36.6 281
12-13 63.2 246 254
14-15 58.4 24.6 222
16-17 435 12.7 195
18-19 42.8 13.1 348
20-21 353 9.3 183
22-23 313 6.7 180
24-25 17.9 4.0 323
26-27 15.0 43 236
28-29 6.9 34 231
30-31 9.5 24 312
32-33 9.4 2.9 241
34-35 11.4 2.9 211
36+ 1.4 0.5 2745
Tolal 30.3 16.3 7362
Median 159 6.1 -
Mcan 17.0 9.4
Prevalencef

Incidence Mcan 10.7 58




Postpartum amenorrhea, as a factor in the insusceptibility of woman to pregnancy, has been discussed
in Chapter 5. It was shown that around 90 percent of mothers arec amenorrheic until the sccond month after
delivery (see also Table 8.9). The proportion who are amenorrheic remains high (37 percent), even for
mothers who delivered 10-11 months preeeding the survey. Table 8.9 presents data on both breastfeeding and
amcnorrhea and shows a positivce association beiween them: breastleeding tends 1o suppress the return of
menstruation following a birth. Breastfceding, however, does not provide reliable protection against
conception after the first few months, For cxample, the proportion of children whose mothers are
amenorrheic is only half that of children who arc being breastfed at 10-11 months and is less than onc-quarter
of the proportion still being breastled at 20-21 months.

8.6 WEANING OF CHILDREN
Weaning Practices

Respondents were asked, for children bom and weaned in the five ycars preceding the survey,
whether the child was weaned abruptly or gradually. For children who were breastfed until they dicd, the
question was not asked because weaning did not occur. Figure 8.2 shows the patterm of weaning of all births
and indicatcs that, for the majority of children (58 percent), weaning occurs abruptly. The manncr of stopping
breastfceding differs by mother’s educational level and place of residence. Educated mothers arc more likely
to wean their children gradually than less educated mothers; 4 of 10 children whose mother had a primary
level of education were weaned in an abrupt manner, while 6 of 10 children whose mothers were illiteraie
were weancd abruptly (scc Figure 8.2). The dillerence by arca ol residence is less pronounced. The
proportion of children who were weaned abruptly is 48 percent in urban arcas and 60 percent in rural arcas.

Figure 8.2
Pattern of Weaning
by Selected Background Characteristics
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Weaning by Third Month and Sixth Month

Are there differences in early weaning of children? Early weaning is examined here as weaning by
the third or sixth month after birth. Table 8.10 shows the proportion of all births and of last births who were
weaned by three months and by six months, The analysis does not include children who were breastfed until
they dicd. Table 8.10 shows that 10 percent of last births were weaned by three months (23 percent by six
months). Most children in Yemen arc breastfed for more than three months; only 8 percent of all births were
weaned by threc months and 21 percent by six months.

Weaning of children within the first three months of life differs by mother’s age and whether all or
last live births arc considered. For births to women age 15-24, the proportion of all births who were breastfed
for less than three months is around 10 percent and around 15 percent for last births; thercafter, as age of
mother increases, thesc proportions drop. For example, around 7 percent of children were weaned by three
months by mothers age 30-39, indicating carlier weaning among younger mothers.

Table 8.10 Age at weaning
Among children born in the five years preceding the survey who were breastfed
and weaned the percentage of children weaned under 3 months and under 6
months of age, according Lo selected background characieristics, Yemen
1991/92
Weaned Weaned
< 3 months < 6 months

Background Last All Last All
characteristic birth births birth births
Mother’s age

15-19 14.4 11.4 29.7 28.2

20-24 14.7 9.5 33.0 26.1

25-29 12.8 9.8 28.2 24.0

30-39 6.8 7.3 18.1 17.7

40-49 7.4 6.2 154 15.5
Birth order

1 20.1 13.8 36.7 30.3

2 9.5 8.2 21.9 209

34 8.9 7.7 225 20.3

5-6 10.3 7.7 23.2 18.6

7+ 6.9 7.1 18.0 18.6
Residence

Urban 12.8 11.3 32.0 29.5

Rural 9.1 7.7 203 18.9
Mother’s education

No schooling 8.6 7.6 20.2 ;

Primary 14.9 11.3 339 31.2

More than primary 21.2 21.1 43.6 41.9
Total 9.8 8.3 2.7 20.7
Note: Excludes children who were not breastfed and who were breastfed until
they died.
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The differentials in weaning under three months for both last and alt births can be seen in Table 8.10.
Differentials in early wcaning by birth order for last births arc also shown in Figure 8,3, First order births
are morc likely to be weaned carly. Twenty percent of all first order births and 14 percent of first order births
among last births were breastfed for only up to three months. Thesc proportions drop precipitously, to around
10 percent for all sccond order births, and to 8 percent for last binths.

Table 8.10 also shows that a slightly higher proportion of children stop receiving mothers’ milk
within thrce months after birth inurban arcas (13 percent of all births and 11 percent of last births), compared
to rural arcas (9 percent for all births and 8 percent for last births). Differentials in weaning during the first
threc months are more noticeable by mother’s level of cducation. The proportion of children for whom
breastfecding was stopped increascs withmother's Ievel of cducation. Forlast births, a birth to a mother with
more than primary cducation is twice as likcly Lo be weaned in the first three months as a birth 1o an illiteratce
mother. The diffcrence in weaning of births of illitcraic mothers and mothers with primary cducation is less
striking for all births, but siill substantial. However, for all births and last births, morc than one-fifthof births
1o women with morce than primary cducation, who were once breastfed, were getting nutrition from food other
than mother’s milk before three months of age.

Weaning by six months is slightly less prevalent amony all births than last births. The differentials
in weaning by six months by background characicristics follow closely the pattcmn that was obscrved in the
differentials for weaning by threc months.

Figure 8.3
Weaning of Last Birth Under 3 Months
by Selected Background Characteristics
Percent
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Reason for Weaning

Only one-{ifth of children who were weaned were weaned because they reached the "weaning age”
(sec Table 8.11). Asnoted carlicr, children who were breastfed till they dicd arc not considered 10 have been
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weaned.? Three-fourths of children were weaned for reason connected with the mother or the child. Onc of
the most important reasons for stopping breastfeeding is anothcr pregnancy. The onsct of a new pregnancy
forces the mother to wean a child who otherwise would have continued to breastfeed for a longer period.
Such a pregnancy accounts for weaning of almost 4 of 10 births in the five ycars preceding the survey who
were breasifed. Two reasons for weaning associated with the mother prevent her from continuing
breastfeeding and account for 1 in 5 weanings. These are: no milk or insufficicnt milk (15 percent) and
mother being sick and unable to continue breastfeeding herchild (5 percent). Reasons for weaning associated
with the child—other than that the child rcached weaning age—are: child refuscd (o breastfecd (11 percent)
and child was sick (2 pcreent).

The importance of various reasons for wcaning differs by the age at which children arc weanced.
However, from one-guarter to one-half of children were weaned because the mother became pregnant.
Breastfceding does not protect a substantial minority (27 percent) of women from getting pregnant, cven for
six months after the birth of a child (see Table 8.11, column 1). However, for children weancd before the age
of six months, the main rcason for weaning is lack of or insuflicicncy of mother’s milk (30 percent), The
child’s refusal to be breastfed was mentioned for 1 in 5 children who had becn weaned within six months of
birth.

In contrast, among children who were weaned at 12-17 months, more than half were weaned because
their mothers got pregnant again (53 percent); only 15 percent of children were considered to have reached
the right age for weaning. As [orchildren who were breastfed for two years or more, onc-fourth were weaned
because their mothers conceived again; the majority were weaned because they had reached an age considered
by their mothers as the right age for weaning (59 percent).

Table 8.11 Reason for weaning

Percent distribution of children born in the [ive years preceding the survey who were
breastfed and weaned hy reason for weaning, according to age at weaning, Yemen 1991/92

Age at weaning

Reason for <6 6-11 12-17 1823 24+ Cther/

weaning months months  months months  months Missing  Total
Reached weaning age 31 4.4 14.9 231 59.3 1.9 19.9
Child sick 4.5 33 1.2 0.7 03 0.0 2.0
Child refused 20.5 14.0 10.1 32 34 1.0 10.5
Mother sick 9.4 5.0 4.5 43 1.7 0.0 4.8
Nofinsulficient milk 29.8 17.8 10.6 9.8 6.2 2.0 14.5
Pregnant 26.5 50.6 334 53.5 25.6 12 393
Other 5.3 4.0 33 4.8 2.5 1.5 38
Missing/Tnconsistent 1.0 1.0 2. 0.5 1.0 92.4 5.3
Percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of children 882 776 1107 427 874 190 4257

Noie: Rased on children bom in 0-59 months before the survey. Excludes children who
were breastfed unuil they died.

2If children who were breastied until they dicd were included in Table 8.11, they would represent 6 pereent of all
children for whom breastfeeding was stopped. However, among all children weaned under six months, the children who
were breasted until they died would represent 17 percent of children,
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CHAPTER 9

PREVENTIVE MEASURES: CHILD VACCINATIONS

Itis in the very early years of life that a child is most vulnerablc to the long-term dcbilitating or even
fatal consequences of contracting one of the infectious diseases of childhood. There is a complcx and com-
pounding interplay among the infectious diseascs and between them and nutritional status. All infections arc
nutritional setbacks. Often, the climb back to normal weight and growth takes several weeks. Vaccination
against the six major communicable diseases of childhood—tuberculosis, diphtheria, pertussis (whooping
cough), tetanus, poliomyelitis (polio), and measles—is one of the primary mechanisms for improving child
survival. These childhood diseases, along with mumps, rubella (German measles), and a type of meningitis
caused by hemophilus influenza, can cripple or kill a child. Vaccination against the six main infectious
diseases of childhood is therefore a partial vaccination against undemutrition itself. Because immunization
strikes against both infection and undemutrition, it is one of the best tools for breaking the cycle, as well as
for reducing the severity and Irequency of setbacks to normal development in a child’s most formative ycars.
One dose of BCG and measles vaccines and three doses of polio and DPT vaccines are needed to establish
immunity to the major childhood discases.

Until the early 1980s, the rate of vaccination coverage in Yemen was cxtremely low. It did not
exceed 10 percent in the most favorable conditions. In 1990, the goal of immunization for all was announced
and national strategics for increasing vaccination coverage were adopted. As a result, Yemen could achicve
an 80 percent rate of vaccination coverage for most vaccines. However, duc to difficult times in the period
1991-92, relapses occurred in immunization coverage.

All living children under five for whom information was collected in the Child’s Qucstionnaire arc
included in this analysis regardless of whether mothers of these children were administcred the Women's
Questionnaire or the Reproductive Health Questionnaire. Information oneach child under five was collected
from some member of the household (usually the mother). For percent distributions of the major
characteristics of children, that is, age distribution, place of residence, and mother’s education’ (for those
whose mothers were interviewed), the reader may refer to section 2.8 of Chapter 2. It should be noted that
there is no information on mother’s education for threc percent of children.  Also, instead of using the
awkward phrase "mothers/respondents” the tcrm "mothers” is used interchangeably with "mothers or other
respondents 1o the Child’s Questionnaire™ in this and other chaplers covering topics related to all living
children under five on whom information was collected.

Information on child vaccinations that was collected in the Child’s Questionnairc pertains to all
children under five living in the houscholds sclected for the Women's and the Child’s Questionnaircs.
Information on the vaccination status of children inthe 1991/92 Yemen Demographic and Maternal and Child
Hcalth Survey was obtained by asking respondents 1o the Child’s Questionnaire whether there was a
vaccination card for each child under five ycars of age. Ifthere was, the interviewer requested the respondent
to show her the card. For children whose card was scen, the intervicwer recorded the dates of immunization
directly from the card. For children whosc card was not scen, as well as children for whom a card was secn
but not all vaccinations were marked, respondents were asked questions about the child’s vaccinations. The
qucstions pertained to vaccination drops, how many times drops were given, and whether the child was cver

'Mother’s cducational slatus is reported as "no information collected” for children who had no mother in the
houschold, or whose mother was not cligible for the Women’s Questionnaire, or whose mothers were not included in
the survey for other reasons.
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given an injection to protect him/her from discascs. Reasons for not vaccinating children at all or for not
completing the vaccination schedule were also collected.

The following sections examinc the availability of child vaccination cards in the houschold,
disease-specific and full vaccination coverage among all children under five and among children 12-23
months, and reasons for not vaccinating at alt or not fully vaccinating children under five. Differentials in
having and presenting vaccination cards, vaccination coverage, and reasons [or not vaccinating children are
also presented.

9.1 VACCINATION CARD COVER-

AGE AND AVAILABILITY Table 9.1 Health card

Percentage of children under five who were reported 1o have
Vaccination cards usually providc the | been issued a vaccination card and the percentage whose card
most complete and reliable information on chil- | Was seen, anq among ch‘;ldrcn undcrbflvc.l lhcbdpcrccmagc l':;r
dren’s immunizations. A distinction is made be- | “hom @ vaccination card was scen, by selecied backgroun
. . , . N characleristics, Yemen 1991/92
tween children with vaccination cards which

were presented or available at the time of the in- Children who
terview and children who were reported to Aave were issued a
received a vaccination card, whether it was scen vaceination card Children
. . —_— for whom  Number
by the interviewer or not. Background Card vaccinalion of
characieristic Total seen card seen children

Table 9.1 providcs information on vacci-
nation card coverage and the availability of cards | Child’s age (months)

for children under five years of age. Sixty-three ;?] ;‘:z g?‘;’ ;2-1 ;(l)g
percent of children were reported to have re- 1217 63.9 412 276 627
ceived a vaccination card; 37 percent never re- 18-23 65.3 40.3 26.3 628
ceived a card. The proportion of children who | 2439 2 2840 197 3939
had a vaccination card increascs with age. The | sex of child
proportion never receiving a vaccination card is ;'f[alcd 23-2 32; %(2)2 g;;;
much higher for the youngest agc cohort. About emate - - '
iwo-thirds (66 percent) of children under six | Residence
mon f have a vaccinati | Urban 86.9 48.0 41.7 1113
o lps of age do not have a vaccination car_d Rl g 0.5 78 6o
Vaccination card coverage increascs slowly in
older age cohorts. However, the proportion of | Region
: s : : : North./West. 59.8 325 19.5 5793
chfldrcn with no card remains quite high (30f 10 South East 418 413 16.3 922
children) even for the oldcst age group (24-59
months). The increasing proportion of children | Mother’s education
in the youngest age cohorts who never had a | he schocling e0.6 49 206 5836
€ young g who e Primary 86.4 40,1 34.6 383
vaccination card reflects a decline in vaccination More than primary 92,1 50.6 46.6 211
coverage in Yemen. It may also indicate that '"f;’l’”‘la“‘l"" U s 119 o1 -
. callecte . 3. .
mothers cither are not awarc of or do not carc
about the necd for immunizing children—BCG | Total 63.1 34.5 21.8 6715

vaccine and the first dosc of DPT and polio vac-
cine—by threc months of age.

Vaccination cards were scen by interviewers for only 22 percent of chitdren under five in Yemen;
in other words, cards were presented foronly one-third of children who were reported to have received them.
The low percentage of cards scen by interviewers, even for young children, mainly reflects the interviewer’s
tack of cffort 1o persuadc respondents to look for them. To some extent, it may also reflect the respondent’s
rcluctance to scarch for the cards. Table 9.1 indicates that even though the proportion ol children who have
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cards increases with age, among those who ever received cards the proportion whose cards were seen declines
as age increases; this is because, as the years pass, vaccination cards tend to get lost. The results do not
indicale any sex diffcrentials in the possession or availability of vaccination cards.

Residential and regional differentials in possession and availability of vaccination cards are quite
pronounced (also Figure 9.1). The percentage of children who do not have a vaccination card in rural areas
(42 percent) is more than three times that of children in urban areas (13 percent). Two of 5 children residing
in the northemn and western govemoratcs do not have a card, compared to less than 1 of 5 children in the
southern and eastern governoraies. These differentials are indicative of differcntials in health care practices
by area and of residence. Among those who had cards, vaccination cards were scen for 48 percent of the
children in urban arcas, compared to only 31 percent of children in rural areas, and for 32 and 43 percent of
children in the northemn and western governorales and the southern and castern govemorales, respeclively.

In general, the percentage of children with no vaccination cards decreases with mother’s level of
education, from 40 percent for children of illiterate mothers to only 8 percent for children whose mothers had
completed more than primary certificate. In addition, the ratio of cards scen to cards (claimed to have been)
issued increascs with cducation, from 34 percent for illiterate mothers to 50 percent for mothers with more
than primary cducation.

Figure 9.1
Children Under 5 with Health Cards and
Card Availability by Selected Background Characteristics
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9.2 VACCINATION COVERAGE

This section examines the level of vaccination coverage for all children under five and for children
12-23 months, whether or not the vaccination card was scen.  As mentioned carlier, interviewers asked
mothers or other respondents to the Child’s Questionnaire Lo show them the vaccination card. The dales
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indicated on the card for immunizations were copied onto the questionnaire. If no card was presenied at the
time of the interview, or when children were not [ully immunized, mothers were asked genceral qucestions
designed 1o determine if their children had received "drops” (and how many times), and il they were ever
given "vaccination injections.” Unlortunately, the cstimation of coverage [rom these questions is not
straightforward, particularly for measles vaccination. The estimation proccdure for cach vaccination is
described below:

BCG Vaccination. The propontion of childrenimmunized with BCG vaccing is computed as the sum
of: (1) the proportion with BCG on the vaccination card among children with card presented, and (2) the
estimated proportion immunized among those chitdren for whom questions were asked. Among children with
no card (irrespective of whether a card was reported to have been issued) the proportion with BCG is the
product of the card coverage rate and the percentage that said their child had ever received a vaccination by
injection. For example, if the card was seen for 30 percent of children, and 90 percent of these children had
BCG, and 80 percent of the remaining children (70 percent of the sample) for whom no card was scen
reported receiving an injection, 70 percent x 80 percent = 56 percent of the total sample have received an
injection. The BCG coverage rate for all children can be calculated by assuming the same proportion of
children with injection have received BCG vaccine as children for whom the card was scen (90 percent in this
cxample). BCG coverage for the whole sample then equals coverage for card seen: 30 percent x 90 percent
= 27 percent, plus coverage for card not seen: 56 percent {children who received injection) x 90 percent
(BCG coverage rate [or card seen = 50.40 percent. Coverage [or the whole sample is 27 percent + 50.40
percent or 77.40 percent,

Polio Coverage. The proportion of children immunized with one, two or three doses of polio is
derived from: (1) the proportion with [irst, sccond and third doses of polio among children with a card
presenied, and, (2) the proportion of children with first, sccond and third doses of polio reporied by
mothers/respondents among children with no card seen. Il the number ol doses reported by the mother is
morc than the number of doses on the card, the estimate includes the additional recall doses. These doses are
regarded as card coverage.

DPT Coverage. Since DPT vaccine is usually given simultancously with polio vaccine, DPT
coverage is derived from the polio data.

Measles Coverage. Mcaslcs coverage is the most difficult to estimate [rom the available data, and
is based on: (1) the proportion ol children with mcasles on the vaccination card among those with a card
prcsented; and (2) Lthe ratio of mcasles on cards to second dosc of polio on cards. The decision to use
proportion of children receiving two doses, instead of using first or third doscs of polio, according 10 the
recall information for children with no card, was based on an analysis of surveys incight DHS countrics. The
data on (cver) receipt of an injection could nol be uscd [or measles coverage because it was not possible 10
find out if the injection was for measles.

Immunization of All Children Under five

Table 9.2 shows immunization coverage cstimaltes for all children under five whether or not a card
was seen. Among all children under five, 6 of 10 had rcceived BCG vaccine and the first dosc of polio
(poliol) and DPT (DPT1), more than hall had received the second dose of polio (polio2) and DPT (DPT?2),
and 45 percent had received three doses of polio (polio3) and DPT (DPT3). Onc-half of the children had
rcceived a measles vaccination and 4 of 10 had all the recommended childhood vaccinations (fully
vaccinated), Comparison of BCG and DPT1 vaccinations by age groups, indicates that children under six
months have half the level of coverage of children over 12 months. This apparent decline in vaccinations will
have ancgative cflect on clforts 1o reduce infant and child mortality rates in Yemen, The dramatic decline
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Table 9.2 Immunization of children under five
Percentage of children under five who had reccived specific vaccines by the time of the survey {according to the
vaccination report or report of mother/respondent to the Child's Questionnaire), by selecied background characieristics,
Yemen 1991/92
Percentage of children who received:
DPT Polio Number
Background of
characleristic BCG 1 2 I+ 1 2 3+ Measles All'!  None children
Chlld's age (months) ’
<6 202 289 186 96 289 186 9.6 135 76  68.0 718
6-11 473 486 428 309 486 428 309 348 251 496 802
12-17 588 603 563 487 603 563 487 514 459 373 627
18-23 619 624 546 458 624 546 458 516 440 358 628
24-59 666 658 613 533 659 613 533 585 S08 304 3939
Sex of child
Malc 613 611 558 467 61.1 558 467 518 437 356 3427
Female 56.8 567 3509 429 568 510 429 472 403 402 3288
Residence
Urban 813 811 765 681 812 766 681 703 63.0 149 1113
Rural 547 546 488 402 546 488 402 454 379 424 5602
Reglon
North./West. 558 564 506 420 564 506 420 469 393 410 5793
South./East. 796 754 71t 624 754 711 624 665 594 183 922
Mother’s education
No education 565 566 51.0 425 566 510 425 471 398 404 5836
Primary 842 K18 778 692 H1E 778 692 734 651 146 383
More than primary 80.1 873 838 752 813 ¥38 752 805 722 7.9 211
Information not
collceted 593 573 498 371 573 498 371 476 350 366 202
Tolal 591 590 534 448 590 534 448 496 420 379 6715
Note: The DPT coverage rate for children without a written record is assumed to be the same as that for polio vaccine
since mothers were specifically asked whether the child had received polio vaccine, For children whose information
was based on the mother’s reporl, the proportion of vaccinations given during the first year of life was assumed to be
the same as for children with a writien record of vaccination.
IChildren who are fully vaccinated (i.c., those who have reccived BCG, measles and three doses of DPT and polio).

is also noticeable among children 6-11 months. Differentials by age for children over 12 months arc minor.
Children 24-59 months have a slight edge over the next younger age group.

Not surprisingly, urban children are 50 percent more likely to be vaccinated for the major childhood
discascs than children in rural arcas. For example, the proportions of children vaccinated against mcasles are
45 and 70 percent in rural and urban arcas, respectively. The proportion of children receiving cach of the
other vaccines is 20 percentage points higher for children residing in the southemn and castern govemorates
than for children in the northern and western governorates, For example, 47 percent of children are protected
against measles in the northern and western governorates whereas 67 pereent are protecied in the southemn
and castcrn governorates.  As cxpected, an increase in mother’s education is associated with increased
likclihood of children being vaccinated. The proportion of children who are fully vaccinated increases from
40 percent among children of mothers with no cducation to 65 percent for children of mothers who have
primary cducation. Vaccination rates are similar for children of illiterate mothers and children for whom
there was no information on the mother’s education.
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Immunization of Children 12-23 months

Table 9.3 presents data on immunization coverage and differentials for children 12-23 months. This
age group is important because the objective of the vaecination program in Yemen is 10 vaccinate all children
by their first birthday. Among children 12-23 months, around 60 percent had received BCG, poliol and
DPT1, 56 percent had received polio2 and DPT2, and less than half had reeeived three doses of polio and
DPT vaccines. One-hall of the children were inoculated against measles and alittle less than that (45 percent)
had received atl the major childhood vaccinations (fully vaccinatcd). The table shows small but consistent
gender differences. Malc children arce slightly more likely to be immunized. Differentials in immunization
rates are more marked for children 12-23 months than for all children under five. The immunization rates
in urban areas and in the southern and castermn govermorates arc at least 30 percentage poinis higher than the
immunization rates in rural arcas and in the northemn and westem govemorales (sce Figure 9.2). The
proportion of children in urban arcas who are immunized against various discases ranges from three-fourths
10 almost 90 percent. More than 7 of 10 children are fully immunized against childhood discases in urban
areas and in the southern and eastern governorales, compared to only 4 of 10in rural arcas and in the northem
and western govemorates.,

Table 3.3 Immunization of children 12-23 months
Percentage of children 12-23 months who had received specific vaceines by the time of the survey (according to the
vaccination card or report of motherfrespondent to the Child’s Questionnnaire), by selecled background characteristics,
Yemen 199192
Percentage of children who received:
DPT Poiio Number

Background of
characleristic BCG 1 2 3+ 1 2 3+ Measles All'!  None children
Child’s age (months}

12-17 588 603 563 487 603 563 487 514 459 373 627

18-23 61.9 624 546 458 624 546 458 516 440 358 628
Sex of child

Male 62.1 626 577 488 626 5.7 48.8 536 465 353 652

Female 585 59.9 530 456 599 530 456 492 433 379 64
Residence

Urban 859 883 B35 765 B3 B35 765 718 725 895 220

Rural 55.0 556 495 410 556 495 410 459 391 424 1036
Region

North./West. 562 576 515 431 576 515 431 475 409 405 1089

South./East. 874 855 B8L5 740 855 815 M40 772 715 111 167
Mother's education

No schooling 571 57.8 517 441 578 517 441 478 420 400 1084

Primary 889 885 822 731 B85S 822 731 730 69.0 103 76

More than primary 945 964 945 B26 964 945 §26 913 794 1.1 51

Information not

collected (55.0) (64.0) (56.0) (39.9) (B4.0) (56.0) (399) (50.8) (347 (36.0) 30
Total 604 613 555 473 613 555 473 515 450 366 1256
Note: The DPT coverage rate for children withoul a written record is assumed Lo be the same as that for polio vaccine
since mothers were specifically asked whether the child had received potio vaccine. For children whose infermation
was based on the mother's report, the proportion of vaccinations given during the first year of lifc was assumed 1o be
the same as for children with a written record of vaccination.
'Children who are fully vaccinated (i.c., those who have received BCG, measles and three doses of DPT and polio).
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Figure 9.2
Immunization Coverage for Children 12-23 Months
(BCG, DPT3 and Fully Vaccinated) by Residence and Region
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93 REASONS FOR NOT HAVING CHILDREN VACCINATED

The final scction in this chapter cxamincs the distribution of children under five years of age who are
not immunized or not [ully immunized by reasons for failure to have them (fully) immunized.

Table 9.4 indicalcs that the main reason children arc not ([ully) immunized is accessibility; the places
where children can be vaccinated are far away (31 percent) or not known (2 percent) to the respondents. Lack
ol awarcness of the nced for immunization and belicf that the "child is too young" were the next most
[requently cited reasons (14 percent each). When combined, these reasons aceount for 6 of 10 children who
were cither not vaccinated at all or not fully vaccinated. This fact pinpoints two major deficicncics in the
health system: (1) health services are not provided within casy access of the target population, and (2) not
cnough clfort is made to educate the population about the need for immunizations, especially BCG
immunization at an carly agc and f{irst doscs of DPT and polio vaccine at threc months of age.

Dillcrentials in reasons [or failure 10 have children (fully) immunized show that belief that the child
is "loo young" for vaccination is the main reason reporticd by mothers/respondents for children under six
months (50 percent). For mothers of older children, the place of vaccination being far away was the leading
rcason mentioned, followed by the rcason that respondents were unaware for the need for vaccination,

For children in rural arcas and children residing in the northern and western govemnorates, the
distance to the placc of vaccination is the main reason for not receiving vaccinations or for not completing
the vaccination schedule (one-third of children). For children living in urban arcas or in the southem and
castcm govemoraics, the reason cited most often was that the child was too young (23 percent).
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Differcntials by mother’s level of education indicate that for children whose mothers had no
schooling the placc of vaccination being too far away is the major reason for failing to have children (fully)
vaccinated. This reason is less likely 1o be cited by mothers as their level of education increases. Educated
mothers are more likely to cite fear of side effects of the vaccines or the child being too young as rcasons for
not having their children (fully) vaccinated.

Table 9.4 Reasons for children not being vaccinated

Percent distribution of children under ive who were either not vaccinated or were not fully vaccinated by reasons for not
receiving vaccinations, according 1o selected background characteristics, Yemen 199152

Reason child not vaccinated or not fully vaccinated

Unaware
Unaware of Place/  Fear
of needio Timeof of [ntend

need relum immuni- 1eac-  togo VYaccing
Child for for  zation tions for not Place  Bad Number
Background too immuni- other not to vacci- Child  avail- far treal- of
characieristic young zalion dos¢s known vaccine nation ill able  away ment  Other Missing  Total children

Child’s age (months)

<6 49.5 4.8 0.2 21 1.6 8.4 2.1 1.0 174 04 110 1.5 100.0 554

6-11 20.4 9.3 1.0 2.1 4.0 52 1.6 26 301 0.7 181 4.9 100.0 473

12-17 6.5 136 1.7 2.6 5.0 3.1 0.8 6.0 331 0.6 18.7 6.5 1000 278

18-23 19 172 1.9 22 a7 1.6 2.0 4.2 348 0.0 236 50 100.0 253

24-59 0.8 179 1.7 1.8 4.9 1.9 0.8 43 344 06 205 105 100.0 1420
Sex of child

Male 139 134 0.9 25 4.1 1.5 1.4 40 30.5 0.5 178 1.5 100.0 1448

Female 135 139 1.7 1.5 4.0 39 1 3.2 308 0.6 19.0 6.6 100.0 1530
Residence

Urban 23.5 8.9 2.0 23 1.6 50 a7 0.3 8.5 0.0 205 178 100.0 258

Rural 12.8 14.1 13 2.0 7 3.6 1.0 39 327 0.6 183 6.1 100.0 2720
Rcgion

North./West. 13.0 141 1.3 2.1 i3 31 1.3 38 324 05 189 6.2 100.0 2750

South./Aiast. 22.8 1.6 1.5 04 134 108 1.4 0.9 9.8 1.4 126 173 100.0 228
Mother’s education

No schooling 134 137 1.4 2.0 39 3.7 1.3 37 318 0.5 181 6.4 100.0 2734

Primary 28.8 6.6 1.5 1.7 8.4 55 0.7 0.8 9.4 .1 222 132 100.0 83

More than primary (29.7) (14.1) (0.0) (0.0) (15.5) (41} (1.4) (OO (1.4 (0.0) (9.0) (24.9) 1000 28

Informaltion not
collected 11.1 185 0.5 1.3 0.4 44 0.0 0.0 267 0.0 229 140 100.0 88

Total 13.7 136 13 2.0 4.0 3.7 i3 3.6 306 0.5 185 7.1 100.0 2978

Note: TFigures in parentheses are based on 25-49 cases.
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CHAPTER 10

MORBIDITY AND ACCIDENTS IN CHILDREN

Morbidity in a population is a manifestation of discase processes among survivors. Higherlevels of
morbidity reflect poor health and imply high risks of mortality. Morbidity is affected by two factors:
immunity and exposure (o infection agents. First, resistance to infection, or immunity, is reduced by factors
such as premature birth, low birth weight, inadequate or improper feeding, etc. Also resistance Lo specific
discases may be increased by immunization. Second, cxposure Lo discase is influenced by environmental and
socioeconomic conditions.

This chapler examines the prevalence of major childhood illnesses and diseases and the occurrence
of various type of accidents among children under five. The YDMCHS questionnaire includes questions on
diarrhea, acute respiratory infection, fever, measles, pus from ears and eyes. In addition, children’s
involvemenl in serious accidents since birth is also considered.

Diarrhcal discases and acute respiratory infection in children constitute major health problems in
Yemen. Official statistics indicate that 30 pcreent of deaths in infants and about 14 percent of deaths in
children under five years are due 1o diarrhca. This means that about 63 thousand children die before their fifth
birthday as a result of diarrthea infections. Moreover, the same sources indicate that child montality due to
acute respiratory infection (ARI) is about 26 percent among infants and 12 percent among children under the
age of five. Thus, the combined mortality due to diarrhea and ARI is about 120 thousand children annually.
In other words, 330 children die daily as a result of just these two illnesses (Ministry of Health, 1989).

No official statistics with respect 1o occurrence of illnesses and the prevalence of diarrheal diseases,
respiratory infections, measles and accidents exist. The Ministry of Public Health has no specific system for
providing health information on child morbidity. Information from other sources is not reliable. These facts
make the YDMCHS very important as a source of much needed information on childhood itlnesses/discases.
The survey information on treatment practices of diarrheal and other illnesses is discussed in Chapter 11,

All living children under five arc¢ included in this analysis of child morbidity, whether mothers of
these children were administcred the Women’s Questionnaire orthe Reproductive Health Questionnaire. The
information on cach child under five was collected from some member of the houschold (usually the mother).
For percent distributions of the major characteristics of children, that is, age, place of residence, and mother’s
education’ (for those whose mothers were interviewed), the reader may refer to section 2.8 of Chapter 2. It
should be noted that only three percent of children have no information on mother’s cducation.

10.1 DIARRHEAL DISEASES

Diarrhcal discascs arc onc of the most important public health problems in Yemen. They arc among
the leading causes of infant and childhood deaths in developing countries. Diarrheal episodes diminish
nutritional status and render a child susceptiblc 1o undemutrition and 10 the worst conscquences of other
infeclious diseases. The practice of withholding food during diarrheal cpisodes and the recurrent nature of
diarrhca greatly increase the debilitating health risks of such cpisodes. The fact that diarrhea is usually

"Mother’s educational slatus is shown as "no information collected” for children who had no mothers in the
houschold, or whose mothers were not eligible for Women’s Questionnaire in the houschold or whose mothers are not
included in the survey for any reason.
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amenable to treatment by oral rchydration therapy (ORT), makes diartheal morbidity a major concem for
child health programs and services.

Inthe YDMCHS, mothers (or other respondents to the Child’s Questionnaire) of children undcer five
ycars were asked if the child had diarrhca in the 24 hours or in the two wecks preceding the survey. The
results, summarized in Table 10.1 (differentials are also presented in Figure 10.1), show that 17 percent of
children under five suffered from diarrhea during the 24 hours preceding the interview, and twice that
proportion (34 percent) had diarrhea in the preceding two weeks. Children are more susceptible to diarrhea
after weaning because they are exposed to more infections and no longer have the prolection that is provided
by breast milk. This is confirned by the highest proportion of children age 12-23 months with diarrhea (44
percent). The prevalence of diarrhea among male and femalc children does not vary, but there are noticeable
differcnces in the prevalence of diarrhea by place of residence, region and mother’s education. Diarrhea is
much more common in rural arcas (36 percent) than in urban areas (26 percent). As shown in the table and
Figure 10.1, differentials by region and education are even more pronounced; the incidence of diarrheal
disease in the northemn and weslem govemorates is three times that in the southem and castern governorates.
Proportionally, for each child sick among children whose mothers have more than primary education, therc
are almost two children sick with diarrhea among thosc whose mothers are illiterate.

Tablte 10.1 Prevalence ol diarthea
Percentage of children under five years who had dianhea in the
preceding two wecks and in the past 24 hours, by selected
background characteristics, Yemen 1991/92
Diarrhea episode
— Number

Background Preceding  Preceding of
characlerishic 2 wecks 24 hours children
Child’s age {months)

<6 Jo.1 17.3 718

6-11 423 211 RgO2

12-23 44.0 219 1256

24-35 373 19.2 1429

36-47 28.2 12.6 1321

48-59 25.1 1.3 1188
Sex

Male 353 18.0 3427

Female 33.5 16.0 3288
Residence

Urban 263 12.2 1113

Rural 36.0 18.0 5602
Replon

North./West. 8.0 19.0 5793

South. /liast. 121 4.5 4922
Mother’s education

literate 359 17.8 5939

Literate 18.8 9.6 58

Primary 21.0 11.3 306

More than primary 17.4 8.2 21

Information not

collected 29.0 13.7 202
Total 344 17.0 6715
Yncludes diarrhea in the past 24 hours
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Figure 10.1
Children Under 5 who Had Diarrhea
by Selected Demographic Characteristics
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Symptoms and Signs Associated with Diarrhea

Diarrhea may be acute, lasting hours or days, or persistent lasting for two weeks or longer, and
sometimes for months. Dysenteric diarrhea is usually bloody. Prolonged diarrhea and diarrhea with other
symptoms can have even serious effects on health, nutritional status, and child survival.

Table 10.2 shows the pcreentage of children reporicd as having certain signs and symploms
associated with diarrhca—blood or mucus in the stool, dchydration, fever, and vomiting—among children
who had diarrhea in the two weeks preceding the survey. Almost one-fourth of children who had diarrhea
also had blood or mucus in the stool, whilc dchydration was expericnced by more than one-third of children.
Three-fourths of children had fever, while onc-half expericnced vomiting. Although each symptom is
considered separately, some children had more than one symptom accompanying diarrhea.

Differentials in the occurrence sympiloms associated with diarrhca by urban-rural residence, mother’s
education, and region in Table 10.2 show the same pattern as for the occurrence of diarrhea. Gender of the
children appears to have no significant effect on the presence of symptoms. The youngest children are least
likely to experience dehydration or have blood or mucus in the stool. Subgroups that have the highest rates
of diarrhea also show the highest proportions of children with symptoms. Symptoms are greatest in rural
areas, children of illiterate mothers, and those residing in the northem and westem govemorales.
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Table 10.2 Signs and symploms of diarrhea
Among children under five who had diarrhea in the two weeks preceding the survey,
the percentage reported as having specific signs and symptoms of diarrhea, according
to selected background characteristics, Yemen 1991/92
Signs and symptoms
Blood/ Number

Background mucus Dehy- of
characteristic in stool  dration Fever  Vomiting children
Chiid’s age (months)

<b 113 28.7 67.9 53.4 216

6-11 19.0 41.3 79.7 61.6 340

12-23 207 36.2 T1.5 56.1 553

24.35 263 344 73.7 47.1 532

36-47 24.9 36.3 74.7 52.5 372

48-59 30.7 41.9 7.0 50.1 298
Sex

Male 238 35.8 74.9 53.2 1210

Female 21.8 37.4 76.2 532 1101
Residence

Urban 16.4 25.3 61.1 41.2 293

Rural 23.8 382 77.6 55.0 2018
Reglon

North./West. 234 375 77.0 54.2 2200

South./East. 11.8 17.8 47.0 334 111
Mother’s education

Illiterate 23.7 372 76.2 54.0 2134

Literate * * * * 11

Primary 11.3 20.8 61.7 44.6 70

More than primary (5.1 (13.8) (46.3) (25.3) 37

Information not

collected 213 50.1 86.2 52.5 59
Total 228 36.6 75.5 53.2 2311
Note: Figures in parentheses are based on 25-49 cases; an asterisk indicates that the
figure is based on fewer than 25 cases and has been suppressed.

Intensity of Diarrhea

The mothers of children who had diarrhea were asked 1o characterize the last episode of the child’s
diarrhca as "mild" or "severe.” Table 10.3 presents the percent distribution of children with diarrhea
according to respondent’s perception of the intensity of the child’s last diarrheal episode. About half ol
childrenunder five who had diarrheal disecase were reported to have severe diarthea. The intensity ol diarrhea
did not change significantly or systcmatically with age ol child or sex of child, except that the illness of less
than half of the children under six months was characterized as mild. Howcver, severe diarrthea is more
common in rural areas (52 percent) than urban arcas (41 percent), and more common among children whosc
mothers cannot read or write (52 percent) than among those whose mothers have primary cducation (36
percent). Diarrheal episodes were more often termed mild for children whose mothers have primary or higher
cducation, for children who live in urban areas, and for those who reside in the southern and eastem
governoratcs. These differences may reflect more lavorable social and cconomic conditions or differences
in the crileria used by respondents to cvaluate the intensity of the episode.
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Table 10.3 Severity of diarrhea
Percent distribution of children under five who had diarrhea in the two weeks preceding the
survey by severity of illness, according to selected background characteristics, Yemen 1991/92
Severity of diarrhea
Number

Background Don’t Not of
characteristic Mild Severe know stated Total children
Child’s age {months)

<6 53.0 44.6 0.8 1.6 100.0 216

6-11 44.7 52.5 11 1.7 i00.0 340

1223 47.0 51.5 0.8 0.7 100.0 553

24-35 46,0 513 1.4 1.2 100.0 532

36-47 47.9 49.3 0.6 2.1 100.0 3

48-59 428 53.1 1.7 2.4 100.0 298
Sex

Male 47.8 49.4 1.3 1.5 100.0 1210

Female 45.3 524 0.8 1.5 100.0 1101
Residence

Urban 57.2 41.1 1.0 0.7 100.0 293

Rural 45.1 52.3 1.1 1.6 100.0 2018
Reglon

North./West. 459 51.8 0.9 14 100.0 2200

South./East. 61.1 - 31.4 5.0 2.5 100.0 111
Mother’s education

Tlliterate 457 51.8 1.1 1.5 100.0 2134

Literate » . hd * 100.0 11

Primary 61.2 36.2 0.9 1.7 100.0 70

More than primary (75.9) (22.0) 2.0 (0.0) 100.0 37

Information not collected 39.1 552 1.6 4.1 100.0 59
Total 46.6 50.8 1.1 1.5 100.0 2311
Note: Figures in parenthescs are based on 25-49 cases; an asterisk indicates that the figure is
based on fewer than 25 cases and has been suppressed.

10.2 ACUTE RESPIRATORY INFECTION

Respiratory illness is another important public health problem which affccts child survival. As in
the case of diarrhea, acute respiratory infection (ARI) is caused by a wide varicly of discase agents. These
include four of the vaccinc-preventable target diseases: tuberculosis, diphtheria, pertussis, and mcasles.
Acute lower respiratory tract infection is the major causc of childhood monality. The symptoms of
respiratory infcction in children are presence of cough or cough accompanied by difficult breathing.

Inthe YDMCHS, information was collected on whether children had been sick with cough in the two
weeks preceding the survey. Table 10.4 shows that about half of children under five years of age had acough
in the last two weeks, Children between 6 and 23 months appear to be more susceplible to respiratory
infections, while there are no differences according to gender. Children living in rural areas are slightly more
likely to have a cough as children in urban arcas. Children who residc in the northern and western
govemnorales are more than twice as likely (53 percent) to have a cough as children residing in the southern
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Table 10.4 Prevalence of acute respiratory infection
Percentage of children under five with cough and cough with
difficult breathing in the two weeks preceding the survey, by
selected background characteristics, Yemen 1991/92
Cough
and Number

Background difficult of
characteristic Cough  breathing  children
Child’s age (months)

<6 43.6 24.5 718

6-11 54.3 29.7 802

12-23 54.5 29.4 1256

24-35 48.3 23.4 1429

36-47 471 23.4 1321

48-59 44.8 19.6 1188
Sex

Male 49.1 25.8 3427

Female 48.5 23.6 3288
Residence

Urban 42.2 17.7 1113

Rural 301 26.1 5602
Reglon

North./West. 53.0 27.8 5793

South /East. 22.7 5.4 922
Mother’s cducation

Illiterate 49.7 25.6 5939

Literate 46.4 223 58

Primary 40.8 18.0 306

More than primary 31.0 9.5 211

Information not collected 47.9 26.6 202
Total 48.8 24.7 6715

and eastcm govemorates. Climate may partially account for the regional differences, Mother’s education
affects the probability of a child having or not having a cough. A child whosc mother has at least primary
cducation is less susceptible to having a cough than onc whosc mother is illiterate.

[n the YDMCHS, information was also collected on whether the child experienced difficulty in
breathing (i.e., difficult and/or rapid breathing) when he/she had a cough. Tt is recognized that this
information may be affected by problems of recall and differences in the mother’s perception of cough and
difficulty in breathing. Table 10.4 shows that 1 in 4 children under five or about half of the children who had
cough also had breathing difficulty. The prevalence of a cough and difficult breathing is higher among
children living in the northem and wcstemn govemorates than among children living in the southern and
eastem govemorates, and higher among rural than urban children. The proportion of children who also had
difficulty in breathing among those who had a cough varics (see Figurc 10.2). About half of children of
illiterate mothers but only one-fourth of children of mothers with more than primary education as well as
those who live in the southern and eastem governorates who had cough also expericneed difficult breathing.
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Figure 10.2
Children Under 5§ Who Had Cough and Difficult
Breathing by Selected Demographic Characteristics
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10.3 ILLNESSES OTHER THAN DIARRHEA

Measles

Measles can be a serious health problem and is a major cause of death among young children in
Yemen. Vaccination programs have achieved moderate success in immunizing children against measlcs:
half of children under five years have been vaccinated against measles (sece Chapter 9). However, these
programs have not achieved their mcasics coverage goal becausc of certain obstacles. Either the people in
some areas of the country are not inclined to immunize their children or vaccination services are not provided
in some areas in a regular manner, or both. Fifteen percent of children under five were reported 1o have
contracted measlcs (see Table 10.5). However, this figure may not reflect the actual occurrence of measles
in Yemen since some children may have died as a result of the discase, and some mothers and respondents
to the Child’s Questionnairc may not be able to recognize when a child has measles.

For childrcn who were reported to have had measles, the age of the child at ilincss was also
asccrtained. Only a small percentage of infants (5 percent) have had measles (sec Table 10.5 and Figurc
10.3); the percentage doubles for those 12-23 months (11 percent) and doubles again for children 48-59
months (24 pereent), Since measles is a once-only disease, the incidence of measles is cumulative by age;
that is, the longer a child lives the more likely it is that he/she is cxposed to the discase. Prevalence of
measlcs is approximatcly the same in urban and rural arcas, and slightly higher in the northcrm and westem
govemorates than in the southem and castemn govemorates. However, children of illiterate mothers arc less
afflicted by this discase (14 percent) than those whose mothers have primary level of cducation (18 percent);
children whose mother have morc than primary are Icast likely (o get measles. Table 10.5 also shows that
among thosc who have had measles, one-lourth had it before their first birthday, 4 in 10 had measles between
12-23 montbs, and onc-fifth got measles when they were 24-35 months.
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Table 10.5 Incidence of measles

Percentage of children under 5 who had measles, and the age at which had measles, according 1o selected demographic
characteristics, Yemen 1991/92

Number
of
Percentage Age at which had mcasles Don"t children
Background who had know/ with
characteristic measles <1 year 1 2 3 4 Missing Total measles
Child’s age (months)
<6 1.9 * 0.0 0.0 0.0 0.0 0.0 100.0 14
6-11 1.6 100.0 0.0 0.0 0.0 0.0 0.0 100.0 61
12-23 11.1 39.3 478 0.0 0.0 0.0 12.9 100.0 139
2435 16.3 20.8 53.2 19.3 0.0 0.0 6.7 100.0 233
36-47 15.9 13.1 40.2 287 12.1 0.0 5.8 100.0 262
48-59 237 13.9 30.8 249 16.6 8.0 5.8 10,0 282
Sex of child
Male 14.2 252 4.1 17.5 7.6 2.0 7.5 100.0 487
Female 153 25.5 3.2 209 8.3 25 5.7 100.0 504
Residence
Urban 15.4 23.4 43.2 17.1 6.2 4.1 6.1 100.0 172
Rural 14.6 25.7 37.7 19.7 83 1.9 6.7 100.0 819
Region
North./West. 15.2 26.6 37.5 19.6 8.3 2.6 5.5 100.0 883
South./East. 11.7 15.0 48.4 16.5 5.0 0.0 15.1 100.0 108
Mother’s education
[HNiterate 14.5 251 394 19.0 7.2 2.4 6.8 100.0 864
Literate 20.3 26.7 309 29.0 7.3 0.0 6.1 100.0 12
Primary 17.9 349 30.8 11.7 15.7 1.1 5.6 100.0 55
More than primary 12.1 28.3 29.2 264 74 0.0 8.7 100.0 26
Information not
collected 174 13.5 41.0 28.5 13.5 3.4 0.0 100.0 35
Total 14.8 253 38.6 16.2 79 23 6.6 100.0 991

Note: Figures in parenthescs are based on 25-49 cases and an asterisk (*) indicates that [igure is based on fewer than 25
cases and has been suppressed.
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Figure 10.3
Children Under 5 Who Had Measles
by Selected Demographic Characteristics

AGE GROUP
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24
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Note: Based an children who ever had measles.
YDMCHS 1991/92

Fever

Fevcrin children under five is a symptom of a variety of discascs. Mothers were asked whether their
child was sick with fever in the two wecks preceding the survey. Table 10.6, shows that 46 pereent of all
children under five years had a high temperature during the reference period. As shown in Figure 10.4,
differences in the proportion of children who had fever by area of residence and mother’s education have the
same patterns as were observed for diarrheal and cough infections. It should be noted that a much higher
proportion of children had fever in the northemn and westen governorates (51 pereent) than in the southern
and castern governorates (19 percent).

Ear and Eye Infections and " Other" Illnesses

Trachoma, scrious inflammatory cyc discasc, and otilis or inner car infection arc common among
children in Yemen. Respondents to the Child’s Questionnaire were asked questions about whether there was
a discharge of pus from the child’s cars or cyes during the two weeks preceding the survey. Results shown
in Table 10.6 indicatc that 21 percent of all children had a pus discharge from their eyes and 14 pereent had
a pus discharge from their cars. The 6-11 months group had the highest percentage of children with a pus
discharge from the cyes. Children in age group 12-23 months are more susceptible 1o pus discharges, whether
from cycs or cars, than other children. The prevalence of thesc discasces is highest in children whose mothers
arc illiterate, those who live in rural arcas, and thosc who reside in the northern and westlem governorales.
Three percent of children were reported 1o have had "some other iliness” during the two weceks preceding the
interview,
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Table 10.6 Prevalence of fever and other infections

The percentage of children under five who had fever, pus from eyes, pus from
ears, or other illness, in the two weeks preceding the survey, by selected
background characteristics, Yemen 199192

Percentage of children who had:

Number

Background Eyc Ear Other of
characteristic Fever infection infection illness  children
Child’s age (months)

<6 39.3 18.0 8.0 2.5 718

6-11 50.4 254 14.6 3.1 802

12-23 51.5 23.6 17.7 3.2 1256

2435 475 208 14.9 4.6 1429

36-47 433 18.4 13.3 3.4 1321

48-59 43.5 18.9 14.4 32 1188
Sex of child

Male 46.9 214 14.9 37 3427

Female 454 20.0 13.6 3.2 3288
Residence

Urban 38.8 16.3 11.2 3.7 1113

Rural 47.6 21.6 14.8 34 5602
Region

North./West. 50.5 229 15.8 3.7 5793

South./East. 19.1 7.2 4.6 1.9 922
Mother’s educatfon

Illiterate 47.5 222 15.0 34 5939

Literate 433 2.1 4.1 0.7 58

Primary 34.2 15.0 8.1 55 306

More than primary 259 6.4 6.0 38 211

Information not collected 48.2 7.1 12.9 1.1 202
Total 46.2 20.7 14.2 34 6715
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Figure 10.4
Children Under 5 Who Had Fever
by Selected Demographic Characteristics

AGE GRCUP
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Note: Based on children who had fever in Percent
the 2 weeks preceding the interview. YDMCHS 1981/92

10.4 SERIOQUS ACCIDENTS

As modern technologics arc increasingly uscd by people, accidents in young children are increasing,
particularly in circumstances where altention is not given to nccessary safcguards on equipment and 1o
instructions for their proper use. Abscnce of various salcguards coupled with the family’s lack of complete
care and atiention 1o children (ofich because of too many young children) arc the factors that make children
more susceptiblc to accidents. The dataon serious accidents, namely, burns, fracturcs, wounds, and poisoning
were collected by the time of occurrence of the accident, i.c., in last 12 months or morc than 12 months ago.
Table 10,7 indicates that 7 of 1,000 or a total of 49 ol 6,715 children under live have had some accident. The
ralc of accidents increase with increasing age, except that no accidents were reported lor children undcr one
ycar of age. Malc children arc more prone than female children to have serious accidents. Children in urban
arcas comparcd to children in rural arcas arc four times more likely (o get hurt in accidents. 1t appears that
children in the northemn and westem governorates arc hall as likely to have accidents as children in the
southemn and eastern governorates. The distribution of accidents by type is as follows: burns (30 pereent),
fractures (17 percent), wounds (13 percent), and poisoning (6 percent); 18 percent reported other types of
accidents (data not shown).
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Table 10.7 Prevalence of accidents among children under five

Percent distribution of children under five who had a scrious accident less than 12
months ago (per 1,000 children), according to selecled background characleristics,
Yemen 1991/92

Percentage
with accident

Less 12
than 12 months Total Number

Background months  or more Not with of
characteristic ago ago stated accidemss  children
Age of child (months)

<6 0.0 0.0 0.5 0.5 718

6-11 0.0 0.0 1.5 1.5 802

12.23 4.2 0.5 1.8 6.5 1256

24.35 6.7 23 19 1.0 1429

316-47 4.8 1.1 29 8.8 1321

48-59 4.1 29 3.1 10.1 1188
Scx of child

Male 5.0 1.4 2.0 8.4 3427

Female 2.7 1.3 22 6.1 3288
Resldence

Urban 9.1 49 38 17.8 1113

Rural 2.8 0.6 1.8 5.2 5602
Region

North./West. 37 1.2 1.6 6.5 5793

South /East. 53 22 49 12.5 922
Mother's education

literate 4.0 1.1 2.0 71 5939

Literate 0.0 10.7 0.0 10.7 58

Primary 74 4.0 59 17.3 306

More than primary 0.0 29 1.9 4.8 211

Information not collected L0 0.0 0.0 0.0 202
Total 19 1.3 2.1 7.3 6715
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CHAPTER 11

CURATIVE MEASURES: TREATMENT OF CHILD ILLNESS

To reduce morbidity and the negative consequences of illness in young children, the first step is to
address the factors responsible for the high susceptibility of children to exposure to infection agents. Vac-
cination practices were discussed in Chapter 9; environmental conditions will be discussed in Chapter 12.

This chapter focuses on the curative measures taken 10 treat three childhood illnesses that are
common in devcloping countries: diarrhea, acute respiratory infection, and fever. The recurrent nature of
these illnesses and the practice of inappropriate or no treatment causes the children of respondents 1o be
subject to repetitive cycles of infection and undemutrition. The occwrrence of diarrhea, cough and fever is
relatively high in Yemen. For children under five, the two-wecek prevalence rates are 34, 49, and 46 percent,
respectively (see Chapter 10).

The sclection of appropriate treatment when illness strikes depends, in the first instance, on the
mother’s recognition of the scverity of the symptoms warranting treatment, her knowledge of appropnate
treatment, the availability of resources 10 obtain treatment, and the mother’s skills and motivation to utilize
treatment effectively. In this chapter, these four aspects of curative measures will be discussed for cach of
the three illnesses considered.

11.1 DIARRHEA

Diarrhea has received increasing attention in Yemen, The development of oral rehydration therapy
(ORT),! asimple treatment for dehydration due to diarrhea, and the recognition of the importance of proper
dietary practices during diarrhea provide he focus for an examination of the curative measurcs practiced
during bouts of childhood diarrhea.

KNOWLEDGE AND USE OF ORS
Knowledge of ORS

All respondents? to the Child’s Questionnaire were asked if they were aware of ORS packets (oral
rehydration salts). Those who had hcard of ORS wcre asked to name sources from which they could obtain

the packets; they were also asked if they had cver used ORS. In addition, information was collectcd on the
type and quantity of water used when ORS solution was prepared the last time.,

'0ral rehydration therapy includes solution prepared from ORS packets and recommended home [uids such as
sugar-salt-water solution,

*The Child’s Questionnaire was designed to record information for up to four children under age five in the
household. In general, there was only one respondent for cach questionnaire, but sometimes there was morg than onc.
The information on knowledge and use of ORS refers to the respondent for the youngest child in the household. The
results presented in section 11.1 arc weighted by the sampling weight of the youngest child in the household and not by
all the children for whom the respondent provided information,
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Table 11.1 presents data on mother’s knowledge (or knowledge of the person who provided
information about child)® of ORS and cver use of ORS solution. Over halfof respondents have heard of ORS
(57 percent). Figure 11.1 compares diffcrentials in awarcness of ORS by various demographic characteristics.
Differentials in knowledge of ORS by arca of residence arc quite substantial; only 51 percent in rural areas
have heard of ORS packets, compared to 90 percent in urban arcas. Dilferentials by level of education are
similar to thosc by area of residence. While only 55 percent of illitcrate respondents know about ORS, 85
and 93 percent of respondents with primary and more than primary cducation, respectively, know about ORS
packets. Greater awarcness of ORS is also observed for the southern and castem govemorates (72 percent),
comparcd to the northern and westem govemorates (55 percent).

Table 11.1 Knowledge and use of ORS packets
Among mothers/respondents reporting on children under five, the perceniage
who had heard about ORS packels and of 1hese the percentage who ever used
ORS packets, and the percentage of all mothers/respondents who ever used
ORS, by selected background characleristics, Yemen 199192
Mothers/respondents
who heard about ORS
Mothers/
Percent  respondents Number of
Background everused  whoever  mothers/
characteristic Total ORS used ORS respondents
Child’s age (months)
<6 53.7 58.1 31.2 711
6-11 60.4 69.9 422 791
12-17 61.9 68.8 42.6 583
18-23 58.8 68.6 40.3 521
24-59 553 60.8 137 1450
Residence
Urban 89.5 69.9 62.5 687
Rural 50.9 62.6 31.8 3369
Region
North./West. 55.0 63.1 347 470
Sowh./East. 71.7 7.0 50.9 586
Mother’s education
illiterate 54.8 64.0 351 3532
Literate 88.5 73.1 64.6 39
Primary 85.1 65.8 56.0 194
More than primary 92.5 70.0 64.7 144
Information not collecled 40.5 61.3 248 146
Total 57.4 64.5 31.0 4056
Note: "Mothers/respondents™ includes all respondents 1o the Child's
Questionnaire. Sce lext footnotes 2 and 3.
ORS = Oral rehydration salts

3As around 97 percent of respondents who provided information on children were mothers, the word "mother” is
used herein to denole responden.
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Figure 11.1
Mothers/respondents Who Have Heard of ORS
by Selected Background Characteristics

Percent
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ORS = Oral rehydration salts (ORS packets) YDMCHS 1991/92

Ever Use of ORS

Respondents who have heard about ORS were asked whether they had ever prepared ORT solution
using an ORS packet. Table 11.1 indicates that about two-thirds of those who have heard of ORS, or 37
percent of all respondents have had experience in preparing ORS solution. Among those who know about
ORS, differentials in the propertion of respondents who have ever used ORS by age, urban-rural residence,
and mother’s level of education are not substantial. However, respondents residing in urban areas and in the
southem and eastem governorates have an ever-use rate that is almost 8 percentage points higher than that
of rural areas and the northem and weslemn govemorates (see column 2 of Table 11.1). The figures for ORS
awarceness and usagce indicate that among those who have knowledge of ORS most have also had experience
in its use.

Knowledge of Sources of ORS

Table 11.2 shows the percentage of respondents who know about ORS who mentioned specific
sources from which ORS packets can be obtained. Pharmacies are the most mentioned source for obtaining
ORS. Almost half of respondents mentioned private pharmacies as a source of the ORS packets. Public
health facilities is the second most popular source (39 percent). Other sources, namely, cooperative health
establishments, ficld workers, and private doctors or hospitals, were mentioned by less than 5 percent of the
respondents.  Although one-third of the respondents who know about ORS have had no experience in
preparing the solution, almost alt those who have heard of ORS know where to obtain it. Only 8 percent did
not know of any source for obtaining ORS.
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Table 11.2 Knowledge of sources for ORS packels
Percentage of mothers/respondents who had heard about ORS packets, by knowledge of specific sources from which ORS
packels can be obtained and selected background characieristics, Yemen 1991/92
Public Cooperative Number
health health Private of
Background estahlish-  establish- Field doctor/ Other Don’t mothers/
characteristic ment ment worker hospital  Pharmacy  places know respondents
Residence
Urban 45.5 6.2 0.7 2.5 51.7 7 1.9 615
Rural 36.8 37 1.9 27 47.% 5.5 9.6 1714
Region
North./West. 30.1 5.2 1.5 27 53.4 5.7 8.7 1909
South./East. 80.0 0.2 2.0 2.3 28.3 1.9 2.2 420
Total 39.1 43 1.6 2.7 18.9 5.0 75 2329
Note: "Mothers/respondents” includes all respondents 1o the Child’s Questionnaire. Sce text footnotes 2 and 3.

Almost the same proportion (one-hall) of rural as urban respondents mentioned pharmacies as a
source for ORS packets; aslightly lower proportion of rural respondents named public health establishments.
About 10 percent of rural respondents did not know any source for obtaining ORS, compared to only 2
percent among urban respondents. The most important observation from the table is that pharmacies are the
most frequently mentioned source for every subgroup cxcepl the southem and eastern govemorates. An
overwhelming majority of residents of the southern and castem governorates (80 pereent) named public
health facilitics as a source for ORS, whereas less than one-third of residents of the northem and western
governorates (30 percent) named that source.

Effective Preparation of QRS

If selection of ORS as the appropriate therapy for diarrhea depends on the mother’s recognition of
the scverity of the illness and her knowledge of ORS and a place where it can be obtained, then her skills in
effective usc of this therapy is the next imporant step in treatment of child’s diarrthca. An ORS packet
requires & specific quanlity of water 1o prepare Lhe solution for trcatment of diarrhea. The use of clean water
in preparing the rchydration solution is important 10 avoid the complications that may result from using
contaminated waler.

Two kinds of ORS packets arc available in Yemen; one should be mixed with 750 milliliters (3/4
liter) of water, while the other requires one liter. The packets requiring 750 milliliters of watcr arc common
inthe northern and westem govemorales; the other oncs, which require onc liter of water, arc available in the
southem and castern governorates. Table 11.3 shows the pereent distribution of respondents by the various
quantitics ol watcr that they reported using to preparc ORS solution. Differentials by some background
variables arc also presented. The results presented in the table do not permit exact determination of the extent
to which the correct quantity of water was uscd for preparing ORS solution. In the Child’s Questionnaire,
of the four options that were included for specific quantitics of watcer, none was for 750 milliliters or 3/4 liter
of water. Therefore, when the respondents stated that they used 750 milliliters of water, the "other” ¢choice
had 10 be marked.
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Table 11.3 Quantity of water used to prepare ORS packets
Percent distribution of mothers/respondents who had ever used ORS packets by quantity of water used to prepare QRS
solution, according to sclected background characteristics, Yemen 1991/92
Quantity of waler Nurnfbcr
0

Background 05 1 15 2 Don’t Not mothers/
characteristic liter liter liters liters Other know stated Total respondents
Child’s age (months)

<6 31.5 18.8 1.6 0.5 452 2.0 0.5 100.0 222

6-11 289 20.1 2.1 1.5 46.0 0.9 0.5 100.0 134

12-17 24.1 249 14 0.2 452 1.7 0.5 100.0 248

18-23 26.9 22.9 31 0.0 47.0 0.0 0.0 100.0 210

24-59 28.7 27.1 32 0.2 38.6 1.6 0.5 100.0 488
Sex of child

Male 276 23.6 25 0.4 443 1.0 0.6 100.0 772

Female 28.8 231 29 0.6 42.6 1.6 03 100.0 730
Residence

Urban 229 343 4.0 04 37.2 1.1 0.1 100.0 430

Rural 303 19.0 22 0.6 46.0 14 0.6 100.0 1072
Region

North./West. 329 16.9 1.5 0.6 46 .4 1.2 0.5 100.0 1204

South./East. 3.9 493 7.7 0.5 1.5 1.7 0.4 100.0 298
Mother’s education

Nliterate 30.1 209 2.2 0.5 44.6 1.2 0.5 100.0 1239

Literate (20.8) (26.0) {15.9) (0.0) (37.3) 0.0y (0.0) 100.0 25

Primary 229 28.7 23 1.1 43.5 1.4 0.0 100.0 109

More than primary 8.1 47.6 8.1 0.7 344 12 0.0 100.0 93

Information not

collected (35.7) 27.7) (0.0) 0.0y (32.6) 39 (0.0) 100.0 36
Total 28.2 233 27 0.5 43.5 1.3 0.5 100.0 1502
Note: "Mothers/respondents” includes all respondents to the Child’s Questonnaire. See text footnotes 2 and 3. Figures in
parentheses arc based on 25-49 cases.

There is considerable variation in the quantity of water used in preparing rehydration solution. One-
fourth of respondents uscd onc liter of water or the correct amount of water* Among those who preparced
ORS in the southem and ecastern governorates, about one-hall of the respondents used the correcl amount of
waler (one liler) to prepare the solution. Higher proponions of mothers in urban arcas and morce cducated
women usced onc liter of water than mothers in rural areas and illitcrate women and women with less
cducation.

The table shows that a fairly high proportion of responses fall in the "other” category. The responscs
in the "other” category may be panially ascribed to respondents” use of packets requiring 3/4 liter of water.
A high percentage of women residing in the southem and castern governorates (32 percent) used a quantity
of waicr that had 10 bc marked in the "other” category, although packets requiring one liter of water are
mostly available in the region. For the total sample, 28 percent of the women used half a liter of water, which
mcans they uscd less water than they should have because both packets require more than that quantity of
waler. On the other hand, only 3 percent used too much water {(i.¢., more than ong liter), thereby diluting the

“It is possible that respondents who used the 750 milliliter packets may have used one liter of water, but it is
assumed that the number of such cases is negligible.
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solution more than it should have been. There are no differentials hy age and scx of child regarding usc of
incorrect quantities of water.

Use of clean, pure water is advised for preparing rchydration solution. In the survey, a question was
asked to find out if respondent used bottled or hoiled walter in preparing ORS solution. Table 11.4 shows that
almost everyone uscd clean, pure waler: 59 percent used bottled water and an additional 39 percent used
boiled water. Regional differentials in the proportion using boiled or bottled water are quite pronounced.
About 95 percent of respondents from the southern and eastern govermnorates mixed the ORS packet in boiled
waler compared Lo only 25 percent of respondents in the northern and western governorates. This regional
difference inthe type of water used may be duc to the advice received from the place where the ORS packels
were ohtained, or to the availability of safe drinking water, or both.

The likelihood of using boiled water [or preparing ORS solution increases with the increase in the
mother’s level of education. The proportion of illiterate respondents who used bottled water (63 percent)
greatly exceeds the proportion of respondents who had more than primary education who used bottled water
(29 percent). More educated women reside mostly in urban arcas where pipe watcer, which is considered safe
water, is available, and they do not sce any necessity of buying bottled watcr. Nonctheless, most urban
respondents boil water for preparing ORS solution anyway.

Table 11.4 Type of water used 1o prepare ORS packets
Percent distribution of mother/frespondents who have ever used QRS packets, by type of water used (o prepare
ORS solution, according to selected background characteristics, Yemen 1991/92
Type of water used for ORS Nurr}_bcr
o
Background Bailed Bottled Don’t Not mothers/
characteristic waler water Other know stated Total  respondents
Child’s age (months)
<b 36.2 62.3 1.0 0.0 0.5 100.0 222
6-11 35.8 60.7 2.4 0.3 0.7 100.0 334
12-17 354 60.0 0.6 0.0 0.0 100.0 248
18-23 37.4 62.1 0.6 0.0 0.0 100.0 210
24-59 41.7 55.6 1.8 0.3 0.6 100.0 488
Sex of child
Male 315 60.9 1.1 0.0 04 100.0 772
Female 39.7 51.7 1.9 04 04 100.0 730
Residence
Urban 399 58.0 1.5 .0 0.5 100.0 430
Rural 38.0 59.9 1.5 0.3 04 100.0 1072
Region
North./West. 24.7 73.3 1.3 0.2 0.5 100.0 1204
South./East 94.5 3.1 21 0.2 0.2 100.0 298
Mother’s education
Iltiterate 35.2 62.9 1.4 0.1 0.4 100.0 1239
Literate (49.8) (50.2) {0.0) (0.0} 0.0 100.0 25
Primary 50.5 46.6 29 0.0 0.0 100.0 109
More than primary 68.6 293 2.1 0.0 0.0 100.0 93
Information not collected (32.8) (60.8) 0.0 3.1) (3.3) 100.0 36
Total 386 59.3 1.5 0.2 04 100.0 1502
Note: "Molthers/respondents” includes all respondents 1o the Child’s Questionnaire. Sec text footnotes 2 and 3.
Figures in parentheses are based on 25-49 cases,
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11.2 TREATMENT OF THE LAST EPISODE OF DIARRHEA

Diarrhea, like other illnesses affecting children, may motivate mothers to administcr medicines they
know aboul, or 10 seck treatment for their children who are sick. The YDMCHS asked mothers whether any
oral rehydration therapy (ORT), i.c., solution made¢ from ORS packels or a homemade sugar-salt-water
solution, was given (o the child when he/she had diarrhea in two-week period preceding the survey. Mothers
were also asked if the child was taken for treatment to any facility or person. Those who had consulted a
treatment fFacility, were asked what treatment the child reecived from the treatment source(s) in the last visit.

Use of ORS

Table 11.5 presents the percent distribution of children by type of oral rehydration therapy (ORT)
received for treatment of diarrheal illness. Twenty-six percent of children were given only ORS solution,

Table 11.5 Use of oral rehydration therapy
Percent distribution of children under (ive who had diarrhea in the two wecks preceding the surve b1y l%pc of
oral rehydration therapy (ORT) given, according 10 sclected background characteristics, Yemen 159 /9
Oral rehydration therapy (ORT)
Home- Both Neither Number
Background made ORS solution  solution Not of
characteristic solujon  packets and ORS nor ORS stated Total children
Child’s age (months)
<6 4.8 19.1 1.1 73.4 1.6 100.0 216
6-11 1.5 346 1.4 61.9 0.7 100.0 340
12117 3.8 34.2 0.9 59.9 1.2 100.0 280
18-23 33 30.7 2.2 63.8 0.0 100.0 273
24-59 2.0 227 0.9 72.6 1.8 100.0 1202
Sex of child
ale 2.7 278 1.2 67.0 1.3 100.0 1210
Female 2.4 24.9 1.1 70.2 1.5 100.0 1101
Resldence
Urban 1.3 44.2 1.5 53.1 0.0 100.0 293
Rural 2.7 238 1.1 70.8 1.6 100.0 2018
Region
Norih./West. 2.5 26.1 1.1 68.9 1.3 100.0 2200
South./East. 4.1 32.6 1.5 6(0.2 1.7 100.0 1
Mother’s education
Illiterate 27 26.1 1.1 68.8 1.3 100.0 2134
Literate * * * * * 100.0 11
Prim 0.6 333 1.7 62.8 1.7 100.0 FLY
More than primary (2.1) (317 0.0) (66.2) (0.0) 100.0 317
Information not collected 19 20.8 2.1 71.1 4.1 100.0 59
Knowledge of ORS
Don’t know 1.1 5.1 0.4 90.8 2.7 100.0 967
Know 3.6 41.8 1.7 52.5 0.4 100.0 1344
Severity of diarrhea
Mild 23 22.1 1.0 74.4 0.2 100.0 1077
Severe 2.8 31.2 1.3 64.5 0.1 100.0 1175
Don’t know (4.6) (20.2) (0.0) (75.3) {0.0) 100.0 25
Not stated (0.0 (3.6) (0.0) (15.7) (80.7) 100.0 35
Total 2.6 264 1.1 68.5 1.4 100.0 23
Note: Figurcs in parentheses are based on 25-49 cases and an asterisk (*) indicates that figure is based on fewer
than 25 cases and has been suppressed.
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3 percent were given only homemade sugar-salt-water solution and 1 percent were given both Lypes of ORT.
More than two-thirds of children with diarrheca received no rehydration solution. The proportion of children
who received solution prepared from ORS packets, is almost half the proportion of respondents who have
heard of ORS packels. A higher proportion of children who had diarrhea were treated with ORS in urban
arcas (44 percent) than in rural areas (24 percent). Also, ORS solution was given 1o a higher proportion of
children who were older than six months, and those that live in the southem and castern governorates.
Variation in mother’s education® scems to have little effect on a child’s chances of being treated for diarrhea
with rehydration solution.

Effects of ORS on Diarrheal Tllness

Mothers were asked, regarding the last time their child was given ORS, if the child’s condition was
better, worse, or the same. The results indicate the rehydration solutions uscd for diarrheal treatment are very
cffective. Aftertreatment with ORS solution, 85 percent of children improved, 9 percent showed no improve-
ment, and the condition of 4 percent worsencd. The scverity of the illness was a factor in the efficacy of the
ORS treatment. More than 80 percent of children with scvere diarrhea and 90 percent of children with mild
diarrhca improved after treatment with ORS,

Type of Diarrhea Treatment

Diarrhea can be treated by ORT and/or by consulting a medical facility or person or sceking some
other advice and using the treatment suggested by the source consulted. Table 11.6 presents the percent
distribution of children with diarrhea by the type of treatment received. Medical or other advice was sought
for one-third of children, 6 percent were given ORT (solution made with ORS packets or homcemade sugar-
salt-waler solution) without any advice, and 6 of 10 children received no treatment for their illness, Half the
children 12-23 months and almost two-thirds of those in the youngest and oldest age calegories were not
Lreated in any way for the last episode of diarrhca. Differentials are observed by residence, education and
rcgion. Table 11.6 and Figure 11.2 show that onc-third of children in urban arcas and in the southem and
eastem governorates, and 4 in 10 children whosc mother have primary education did not receive any kind of
treatment. In contrast, 6 of 10 children living in rural arcas, or in the northem and western governorates, or
whosc mothers were illiterate were not treated for diarrhea in any way. The most important finding is that
more than halfof the children with severe diarrhea were not treated; for 4 of 10 children some advice (mostly
medical advice) was sought, and 8 percent were given ORT by mothers without consulting any health facility
or anyone (se¢ Figure 11.3),

*Mother’s educalional status is shown as “Information not collected” for children who had no mothers in the
household, or whose mothers were not eligible for the Women’s Questionnaire in the houschold or whose mothers were
not included in the survey for any reason.
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Table 11.6 Treatment of diarrhea

Percent distribution of children under five who had diarrhea during the two
weeks preceding the survey by type of treatment received, according to
selected background characteristics, Yemen 1991/92

Type of treatment received:

No Number

Background Sought  ORT treat- of
characteristic advice  given ment Total  children
Child’s age (months)

<6 292 5.8 65.0 100.0 216

6-11 41.4 53 53.2 100.0 340

12-17 40.4 8.3 51.2 100.0 280

18-23 38.0 1.9 54.1 100.0 213

24-59 313 53 63.4 100.0 1202
Sex

Male 36.3 6.5 51.2 100.0 1210

Female 325 5.5 62.1 100.0 1101
Residence

Urban 58.9 6.4 34.7 100.0 293

Rural 09 6.0 63.1 100.0 2018
Reglon

North./West. 334 59 60.8 100.0 2200

South./Tiast. 56.7 8.8 34.5 100.0 111
Mother’s education

[literate 33.3 6.0 60.1 100.0 2134

Literate * * * 100.0 11

Primary 45.7 11.5 42.8 100.0 70

More than primary (46.T) 3.2y (50.1) 100.0 37

Information not collected 33.0 0.0 67.0 100.0 59
Scverity of diarrhea

Mild 30.4 4.4 65.2 100.0 1077

Severe 38.8 7.9 533 100.0 1175

Don't know (38.5) ©.0 (615 100.0 25

Not stated (9.4) 0y (90.6) 100.0 a5
Total 34.5 6.0 59.5 100.0 2311

Note: Figures in parenthescs arc based on 25-49 cases and an asterisk (*) indieales
that figure is based on fewer than 25 cases and has been suppressed.

'Without seeking any adviee.
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Figure 11.2
Children Under 5 with Diarrhea who Received No Treatment
by Selected Background Characteristics
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Treatment of Mild and Severe Diarrhea
among Children Under 5
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Note: Children who had diarrhea in the 2 weeks preceding the survey.
ORT = Oral rehydration therapy
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Place of Advice

The source from which advice is sought has a significant effect on the appropriatencss of treatment.
Table 11.7 presents the percentage of children for whom medical advice was sought by source of advice and
selected background variables. Public health facilities are the major source {or advice about diarrhea. Public
health facilitics were consulted for one-fifth of children, compared to pharmacies for 6 percent, privaie
doctors for 5 percent, and cooperative health facilities for 4 percent. Traditional practitioners were consulied
for diarrhea treatment for only a very small proportion of children. Differentials in not seeking any medical

advice are similar to those described above for not having any treatment for diarthea.

Table 11.7 Sources of wreaiment for diarrhea
Among children under five who had diarrhea in the two wecks preceding the survey, the percentage for whom
medical advice was sought, and the sources from which wreatment was sought, by selected background
characteristics, Yemen 1991/92
Treatment sought from.'
Public Cooperative
Medical  health hcalth Daya or No Number

Background advice  cstablish- establish-  Private grand- Other advice of
characleristic sought ment menl doctor Pharmacy mother  person sought  children
Child’s age (months)

<6 272 183 29 4.1 32 0.4 2.5 70.8 216

6-11 40.2 25.7 4.1 6.1 7.1 0.4 1.3 58.6 340

12-17 399 259 4.3 6.4 6.9 0.0 0.6 59.6 280

18-23 372 227 53 4.8 6.7 0.0 1.2 62.0 273

24-59 30.0 18.4 2.7 5.0 5.4 0.4 0.9 68.7 1202
Sex of child

Male 35.0 227 35 5.4 5.7 0.4 1.2 63.7 1210

f'emale 31.4 18.9 3.4 i1 5.9 0.2 1.0 67.5 1101
Residence

Urban 583 331 10.0 9.0 12.1 0.0 0.8 411 293

Rural 29.7 19.1 2.5 4.7 49 03 1.2 69.1 2018
Region

North./West, 32.2 20.1 36 5.0 5.4 03 1.0 66.6 2200

South./East. 54.6 37.0 0.8 9.2 14.1 0.8 24 433 111
Mother's education

Iliterate 32.6 204 3.4 5.1 5.7 03 1.1 66.2 2134

Literate * ¥ * * * - * * 11

Primary 452 30.2 33 9.7 5.1 0.0 1.1 54.3 70

More than primary (44.4)  (28.1) (7.1 9.3)  (10.0) (0.0 2.3y (53.3) 37

Information not

collected 330 21.0 1.5 4.1 6.4 0.0 0.0 67.0 59
Severity of diarrhea

Mild 294 16.8 4.0 4.1 6.1 0.3 09 69.6 1077

Severe 37.8 255 3.0 6.3 5.6 0.1 1.3 61.2 1175

Don't know (24.1) {iLy (2.5) 3.1 (10.3) {9.8) (4.6) (61.5) 25

Not stated (9.4) (0.0) (3.6 (3.2) (2.6) 0.0) 00y (90.6) 35
Total 333 209 3.5 5.2 58 0.3 1.1 65.5 2311
Note: Figures in parentheses arc based on 25-49 cases and an asterisk (*) indicates that figure is based on fewer than
25 cases and has been suppressed.
1Ml.lltip]c responses permitted

135




Diarrheal Treatment Given at Place Consulied

Mothers who sought advice from a facility or person during their child s 1ast episode of diarrhca were
asked aboul the type of treatment received in the last visit. Multiple answers were acceptable, Tablc 11.8
shows the percent distribution of children by type of trecatment received when an extemal source was
consulted for treatment of diarrhea.

Table 11.8 shows that most children are given ORS solution or some kind of liquid medication when
anexternal source is consulted. In addition, more than 10 percent of the children were treated by intravenous
injection, 18 percent with other injections, 6 percent with tablets/pills, and 7 percent with other remedies.
Since intravenous injection is used mainly in severe cases, it indicates that diarrhea was severe in those cases.
Severe cases of diarrhea are most common among infants under six months. The proponion of children
treated with intravenous injection in the northern and westem govemnorates (12 percent) is more than twice
that in the southern and eastern govemorates; and it is much higher for children of illiterate mothers than for
children whose mothers have completed at lcast primary school. No significant or consistent differcnces are
found by sex of child, or urban-rural residence.

Table 11.8 Treatment for diarrhea
Percentage of children under five who had diarrhea in the two weeks preceding the survey and for whom advice or
treatment was sought, by treatment received and selected background characleristics, Yemen 1991/92
Treatment received:!
Intra-
Venous Other Tablets Number
Background injec- injec- or Liquid ORS Nothing Don't al
characleristic tion tions pills medicine  packets Other given know children
Child’s age (months)
<6 143 10.3 1.9 48.5 55.2 8.5 0.0 0.0 63
6-11 8.5 18.7 44 55.5 72.6 6.2 0.8 0.0 141
12-17 9.6 242 8.1 578 61.3 10.0 04 1.0 113
18-23 10.9 19.3 8.4 64.5 67.4 4.7 1.1 0.0 104
24-59 12.0 16.4 6.1 54.5 59.4 6.4 0.8 0.0 376
Sex of child
Male 11.5 16.5 6.7 57.2 61.7 5.9 0.8 0.0 439
Female 10.5 19.5 53 54.5 65.9 8.0 0.6 0.3 357
Residence
Urban 9.7 12.9 i3 56.0 66.1 154 0.4 0.0 173
Rural 11.5 19.1 6.8 56.0 62.9 44 0.8 0.2 624
Reglon
North./Wes1. 11.6 18.5 6.0 55.2 65.1 6.6 0.7 0.2 734
South./EasL 50 9.9 7.0 64.9 52 9.8 0.7 0.0 63
Mother's education
Iiterate 11.6 17.7 6.1 36.1 64.0 6.3 (8 0.2 722
Literate * * * * * . * * 6
Primary (IR0} (11.3) 3.9) 64.7) (52.7) (7.0} 0.0) (0.0} 32
Morce than primary * * * * * * * * 17
Information not
collected * * * * * * * * 19
Totat 11.1 17.3 6.1 56.0 636 6.8 0.7 0.1 797
Note: Figures in parentheses are based on 25-49 cases and an asterisk (*) indicales thal figure is based on fewer than 25
cascs and has been suppressed.
"Multiple responses permitied




Child Feeding Practices during Diarrhea

Curing diarrhea involves administering rehydration solution (either ORS or homemade solution) at
the onset of the diarrheal attack as well as maintenance of feeding during the episode. The rationale for this
is that oral rchydration therapy (ORT) correets dehydration and maintenance of [ecding prevents
undemutrition. Thus, both ORT and ongoing [ceding arc essential for treating diarrhca. Breast milk, in
particular, is critically important in breastfeeding children who suffer from diarrhea. The Y DMCHS included
guestions on feeding regarding fluids and solid foods in the Child’s Questionnaire.

Table 11.9 presents the feeding modes for fluids and solid foods during diarrhcal illness for children
under five. About 74 percent of children cither continued to receive the same quantity (41 percenl) or an
increased quantity (36 percent), while almost onc-fourth of children received Iess than usual quantity of
fluids. Educated mothers more than illitcrate mothers are more awarce of the necessity of giving at least the
same quantity of fluids to children during diarrheal episodes. Children residing in the northern and westem
governorates received more fluids (37 percent) than children residing inthe southern and castem govemoraltes
(23 pcrcent).

Table 11.9 Feeding modes during diarrhea
Percent distribution of children under five who had diarrhea in the iwo weeks preceding the survey by
feeding modes during illness, according to selected background characteristics, Yemen 1991/92
Feeding mode: Fluids Feeding moxde: Solid foods’
Background No. of No. of
characieristic Same More Less chidren Same More Less children
Child’s age (months)
<6 56.2 24.5 19.3 202 67.5 3.5 289 64
6-11 41.6 349 23.5 325 46.1 39 50.1 231
12-17 38.7 36.5 24.8 272 32.8 4.1 63.1 238
18-23 36.6 36.6 26.7 265 433 3.2 53.5 233
24-59 38.8 386 226 1142 44,0 4.0 52.0 10549
Sex of child
Malc 41.1 36.1 22.8 1151 43.1 4.0 53.0 959
Female 399 36.4 237 1055 44.0 38 52.2 866
Residence
Urban 38.9 38.1 23.0 289 413 7.8 509 253
Rurat 40.8 36.0 23.2 1917 4319 i3 529 1572
Region
North./West. 40.1 36.9 229 2101 435 3.7 52.8 1751
South./Tast. 48.5 23.0 28.6 105 14.6 8.1 47.4 74
Mother’s education
Nliterate 39.9 36.5 236 2037 43.0 3.5 535 1675
Literate * * - 11 * * * 10
Primary 55.4 332 11.4 68 50.8 8.4 40.8 60
More than primary (44.4) (42.4) (13.2) 37 (50.9) (20.1) (29.1) 32
Information not 44.8 29.7 254 53 (32.2) (2.0) (45.9) 48
collected
a0.5 36.3 232 2206 435 39 526 1825
Total
Note: Figures in parentheses are bascd on 25-49 cuses and an asterisk (*} indicates that [igure is based on
fewer than 25 cases and has been suppressed. The missing responscs are not shown.
Yixcludes children who have not started eating solid foods.




With regard 1o fceding solid foods, the data are analyzed only for children who had alrcady becn
receiving solid food as a part of their daily intake. Table 11.9 shows that more than half of children were fed
less solid food during the diarrheal illness than before. Only 4 percent of children were given more solid
food, while 44 percent received the same amount of food. The only notable differentials are by mother's
education; more than half of illiterate mothers reduced the amount of solid food given o their children with
diarrhea while only about 4 in 10 mothers who had primary cducation did so.

The question on breastfeeding of children was asked in the Woman'’s Questionnaire to every woman
who had not yet weaned her youngest child. The question was asked as follows: "When (NAME OF THE
CHILD" has diarrhea, what do you do with breastfeeding? ... Do you continue without change, increase it,
decrease it, or stop it?" The responses refer to the usual breastfeeding practices during diarrheal illness and
may not necessarily correspond to how the children who had diarrhea in the two weceks preceding the survey
were fed. Still, the responses should give a fair idea of what mothers would have done if asked about
breastfeeding practices during the last episode of their child’s diarrthea. Table 11.10 presents the child
breasifecding practices of women who had not yet weaned their youngest child; it excludes mothcrs whose
children had never been ill with diarrhea. The results show that 8 in 10 mothers maintained the usual
breasifecding, 5 percent increased breastfceding, 7 percent decreased breastfecding, and 2 percent stopped
breastfeeding. Women who have more than primary cducation arc morc likely to increasc or maintain
breastfeeding of children with diarrhea than other women.,

Table 11.10 Breastfeeding practices during diarrhea

Percent distribution of mothers by breastfeeding practices observed for the youngest child not yet
weaned when child has diarrhea, by selected background characteristics, Yemen 199192

Breasifeeding practices during diarthea

Number

Background No Don"t Not of
characleristic change [ncreased Decreased  Stopped know stated Tol mothers
Resldence

Urban 78.0 1.9 7.9 39 1.9 0.5 100.0 255

Rural 79.2 3.9 71 18 7.6 0.4 100.0 1490
Region

North./West. 79.2 4.2 7.0 1.9 7.4 0.3 100.0 1547

South./East. 78.0 6.7 8.7 34 1.4 1.9 100.0 197
Mother’s cducation

lliterate 79.0 4.2 7.1 2.1 7.2 0.4 100.0 1620

Literate * * * * * * 100.0 21

Primary 773 1.6 10.6 2.8 1.8 0.0 100.0 68

More than primary (82.0) (10.5) (7.4) (0.0) (0.0) 0.0) 100.0 37
Total 79.0 4.5 7.2 2.1 6.8 (.5 100.0 1745

Note: Based on mothers reports of usual breastfeeding practice followed in case child has diarthea; does not
pertain to children who had diarthea in the two weeks preceding the survey, Figures in parentheses are based
on 25-49 cases and an asterisk (*) indicates that figure is based on fewer than 25 cases and has been
suppressed.
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Reasons for Not Seeking Any Medical Advice

Two-thirds of children who had diarthea in the two weeks prior Lo the intervicw were not taken to
any person or place for treatment. Mothers were asked the reasons for not taking their children somewhere
for treatment. The major reason for not secking medical assistance for children, as shown in Table 11.11,
was the lack of Facilitics (29 percent). For 18 percent of children, mothers considered the child’s illness mild,
and for 7 percent of children mothers were busy and did not have time to seck treatment. Forover 2in 5
children "other” reasons were mentioned.

Variations by sex or age of child were not significant. However, diffcrentials by place of residence
and mother’s cducation are quitc substantial, Mothers in urban arcas did not scck advice for children with
diarrhca becausce child’s illness was considered mild (48 percent). However, for children in the rural arcas
no medical advice was sought because there were no facilitics (31 percent) or because of "other™ reasons (42
pereent).

Table 11.11 Reasons for not taking child with diarrhea for trcatment
Percent distribution of children who had diarrhea in the two weeks preceding the survey
and for whom no advice was sought, by rcasons for not taking child for treatment,
according 10 selected background characteristics, Yemen 1991792
Reason for not taking child for treaiment
Number

Background Illness Mother No Not of
characieristic was mild oo busy  [facility Other stated Toal children
Child’s age (months)

<6 18.1 4.4 245 413 5.7 100.0 154

6-11 19.9 10.2 243 40.8 4.8 100.0 199

12-17 15.9 i3 318 46.3 2.7 100.0 168

18-23 16.2 10.7 30.8 39.6 2.7 100.0 169

24-59 17.7 7.4 30.0 393 5.6 100.0 §32
Sex of child

Male 17.8 6.6 29.7 1.2 4.7 100.0 175

Female 17.6 8.2 28.2 1.0 5.0 100.0 747
Residence

Urban 419 7.1 5.6 339 5.4 100.0 120

Rural 15.1 1.4 310 41.7 4.8 100.0 1401
Region

North./West. 17.0 712 204 41.5 4.9 100.0 1473

South./Tiast. 7.9y 120y (148)  (29.5) (5.8)  100.0 49
Mother’s education

Iliterate 16.9 7.2 29.0 419 5.0 104000 1419

Literate * * * * * 100.0 5

Primary (39.3) (aemn (15.2) (31.8) (3.1; 100.0 38

More than primary  * * * * * 100.0 20

Information not

collected (4.0) (71.2)  B08)  (21.9) 62y 1000 3
Total 17.7 7.4 29.0 41.1 49 100.0 1522
Nolte: Figurcs in parcntheses are based on 25-49 cases and an asterisk (indicates that higure is
based on fewer than 25 cases and has been suppressed.
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11.3 ACUTE RESPIRATORY INFECTION

A substantial number of child deaths in Yemen are preceded by illness in which the child suffers from
coughing and difficult breathing, symptoms of acute respiratory tract infcction (ARI), mostly pneumonia. The
YDMCHS collected detailed information on the occurrence of cough and difficult breathing at any time
during the two weeks prior to the inlerview, lype of treatment given 10 the child, whether any advice was
sought on how 1o treat the cough, and the source of advice. Two aspeets of treatment of acute respiratory
infections are analyzed in this section: type of treatment and source of advice on treatment.

Treatment of Cough and Difficult Breathing

About half of the children surveyed had cough during the two weeks preceding the interview. Table
11.12 shows that for more than 60 percent of children with ARI no onc was consulted. Public health services
are the main source of consultation for ARI (17 percent). For 1 in 10 children pharmacies provided treatment
advice (probably medicines also) and for 5 percent of children doctors were consulted. It is not surprising

Table 11.12 Sources of treatment for acute respiratory infeclion (ARD)
Percentage of children under five who had experienced cough and difficult breathing (ARI) in the two weeks preceding the
survey, by sources consulted for advice or treaiment and sclected background characteristics, Yemen 1991/92
Source consulled for advice or treatement of ARI'
Public Cooperative
health health Tradi- Tracli- Number

Background cstablish- establish-  Private tional ional  Relatives/  Other of
characleristic ment ment doctor  Pharmacy midwife  herbalist  friends person Noone  children
Child’s age (months)

<6 17.4 34 29 7.4 0.0 0.0 2.1 1.1 68.8 176

6-11 17.8 55 6.9 11.0 1.2 0.0 1.0 0.9 58.6 239

12-17 24.0 2.3 4.6 11.2 0.7 07 25 ER 56.6 164

18-23 227 1.8 5.1 133 0.0 1.1 0.0 0.6 56.9 205

24-59 14.8 29 4.2 9.9 0.2 0.3 0.2 1.5 66.8 876
Sex of child

Male 19.2 31 4.5 9.4 0.5 0.5 0.8 1.5 62.9 884

Female 15.3 3.2 4.7 114 0.2 0.1 0.6 1.6 64.4 716
Residence

Urban 42.4 5.8 6.8 17.3 0.6 0.0 2.9 1.6 29.0 197

Rural 14.0 2.8 43 9.4 (1.3 0.4 0.4 1.5 68.2 1462
Reglon

North./West. 16.8 3.2 4.5 9.7 0.4 0.4 0.6 1.5 64.6 1610

South./Iast, 37.1 0.0 7.2 31.2 0.0 0.0 3.7 2.5 29.1 50
Mother’s education

iterate 16.4 2.8 4.3 10.2 0.4 0.4 0.7 1.6 65.0 1518

Litcrate - * * * * * * * * 13

Primary 395 5.6 7.9 14.6 0.0 0.0 0.0 0.7 354 55

More than primary (29.4) 6.1) (29.4) (16.1) (0.0) (0.0) (8.3) (0.0) (27.2) 20

Information not

collected 12.3 6.7 0.0 6.9 0.0 0.0 0.0 0.0 74.0 54
Total 17.4 3.1 4.6 10.3 0.4 0.3 0.7 1.5 63.6 1660
Note: Figures in parentheses are based on 25-49 cases and an asterisk (*) indicates that figure is based on fwer then 25 cases and
has been suppressed.
"Multiple responses permitted
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that for children with respiratory problems the public health facilitics (42 percent), pharmacics (17 percent),
and privaic doctors (7 pereent) arc consulted far more in urban areas than in rural arcas. Diffcrentials in
seeking advice for ARI from health professionals and facilitics by region are similar to the differentials in
consulting health facilitics for diarrhcal treatment.

Table 11.13 shows the different forms of treatment given to children who had cough as well as
difficult breathing. About 56 percent of children with respiratory illness reccived no treatment. Cough
mixture came at the head of the list of trcatments reported; 37 percent of children were treated with cough
mixture, followed by injection (8 percent) and antibiotics as capsulces or syrup (4 percent).

Table 11.13 Treatment of acute respiratory infection (ARI)

Percentage of children under five who had experienced cough and difficult breathing (ARL), by
treatment received and selected background characteristics, Yemen 199152

Treatment received:!

Antibiotics Number
Background Cough (capsules/ Don't of
characieristic mixture  Tablets  syrup) Injection  Other  Nothing  know children

Child’s agc (months)

<6 29.0 0.6 1.8 6.3 6.2 63.7 0.0 176

6-11 40.4 1.5 a1 8.8 8.7 50.1 0.0 239

12-17 45.8 2.2 2.0 6.1 53 47.6 0.0 164

18-23 44.1 0.6 5.1 13.1 4.6 48.6 1.1 205

24-59 34.7 1.2 4.1 7.1 49 58.7 0.1 876
Sex of child

Male 176 1.2 3.7 9.4 58 54.6 0.1 884

Female 36.7 1.3 35 6.2 53 56.8 0.3 776
Residence

Urban 69.5 1.0 10.1 11.5 6.9 20.5 0.0 197

Rural 32.8 1.2 2.7 7.4 5.4 60.4 0.2 1462
Region

North./West, 36.0 1.2 31 7.9 5.5 56.8 0.2 1610

South./East. 75.3 1.7 19.7 7.8 6.4 18.9 0.0 50
Mother’s education

Illitcrate 353 1.2 3.0 7.6 53 51.5 0.2 1518

Literate * Ld Ld " " * * 13

Primary 723 0.0 14.4 11.7 6.7 18.4 0.0 55

More than primary (77.9) 2.0) (21.4) (19.8) (14.2) (18.1) (0.0) 20

Information not

collected 34.4 0.0 0.0 0.0 8.9 61.2 0.0 54
Total 37.2 1.2 1.6 7.9 5.6 55.7 0.2 1660

Note: Figures in parentheses are based on 25-49 cases and an asterisk (*) indicates that figure is based on
fewer than 25 cases and has been suppressed.
'Multiple responses permitted

Infants arc lcss likely to be treated for ARI than children over six months, and the differentials by
place of residence and mother’s education are substantial, The ARI of children of less educated women and
of residents of rural arcas is more likely o go untreated (sec Figure 11.4). Higher proportion of children in
urban areas and in the southem and castern govemorates received cough mixtures and antibiotics (capsules
or syrup) for trcatment of ARI (3 in 4 children were given cough mixture and 1or2 in 10 reccived some form
of antibiotics), compared to children in rural arcas and in the northern and western govemorates (1 in 3 were
given cough mixture and less than 3 percent received some form of antibiotics).
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Figure 11.4
Treatment of Cough and Difficult Breathing Among Children
Under 5 by Selected Background Characteristics

Percent

70

RESIDENCE REGION

B cough mixture Il Antibiotice BInjection {T10Other EdNo treatment

Note: Children who had cough and difficult
breathing in the 2 weeks preceding the survey. YDMCHS 1991/92

114 FEVER

All mothers whose children had fever were asked whether the child had been taken to any one for
treatment of fever. While 46 percent of children under five had fever during the two weeks preceding the
intervicw, only 58 percent received some medication. Urban-rural differentials shownin Table 11.14 indicate
that a higher proportion of children were given medications for fcver in urban areas (91 percent), compared
to rural areas (53 percent). More than 4 of 10 children with fever did not reccive any treatment in the
northen and western govemorates, compared to 1 in 10 in the southern and castemn govemorates. The most
common treatment given for fever was temperature relicf—aspirin (39 percent) and cold water applications
(12 percent). Five percent were given antibiotics, 4 percent injection, and 4 percent non-antibiotic mixtures.
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Table 11.14 Trcaiment of fever

Percentage of children under five who had fever by treaiment received and sclected background characteristics, Yemen

1991/92
Trealment receivid:!
Ant- Cold
Anu- biotic Other walcer Number

Background malarial (capsule/ syrup/  Injec- Supposi- appli- Don’t of
characleristic Aspirin  tablcts  syrup) mixture  tion tory cation  Other Nothing know  children
Child’s age (months)

<6 27.2 0.0 32 3.3 22 0.6 9.1 6.7 51.5 0.0 282

6-11 413 0.3 5.2 5.9 29 0.9 11.5 5.6 383 0.3 405

12-17 40.4 0.0 4.4 4.2 2.9 0.8 16.2 1.5 39.2 0.0 315

18-23 39.6 0.0 6.4 4.4 6.7 0.2 15.4 26 38.6 0.0 33t

24-59 40.0 0.4 42 3.0 43 0.7 11.5 38 418 0.1 1768
Scx of child

Malc 40.4 0.2 49 3.8 5.0 0.7 12.9 34 39.2 0.1 1608

Female 37.5 03 4.1 36 3.0 0.7 114 4.6 443 0.1 1493
Residence

Urban 729 0.0 6.8 34 3.7 2.6 144 1.7 9.3 03 432

Rural 335 03 4.1 a7 4.1 0.4 11.8 4.3 46.9 0.1 2669
Region

North./West. 378 0.2 42 30 38 0.7 12.2 39 43.5 0.1 2925

South. /Kast. 59.4 0.8 10.1 154 9.0 07 12.3 4.4 10.1 0.0 176
Mother’s education

Miterate 319 0.2 43 3 38 04 11.6 4.0 43.4 0.1 2820

Literate (46.1) (0.0) (9.4) (6.6) (6.6) (2.5) (33.0) 0.0y (a1n (0.0} 25

Primary 61.2 0.0 4.9 7.0 53 6.6 16.4 6.6 16.8 0.0 105

More than primary  66.4 0.0 12.5 16.5 7.5 2.6 222 23 1.9 0.0 54

Information not

collected 29.4 3.2 38 33 7.1 0.0 12.9 2.5 45.6 0.0 97
Total 39.0 03 4.5 3.7 4.1 0.7 12.2 4.0 41.6 01 311

Nole: Figures in parenthescs are bascd on 25-49 cases,
"Multiple responses permitted
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CHAPTER 12

INFANT AND CHILD MORTALITY

The estimation of levels, differentials, and recent trends in infant and child morntality is a primary
objcctive of both the DHS and PAPCHILD programs, as they represent key indicators of the health and living
conditions in a country. Thes¢ indicators mcasure the ¢nd result of the interaction of a complex web of
factors that include macro structural variables (c.g., basic health services and food scecurity) and houschold
and individual-level characteristics. Further, identification of the dircction and magnitude of infant and child
mortality is an ¢ssential first step toward an understanding of the determinants of child survival and well-
being.

Interest in infant and child mortality is twofold. First, it is a key indicator of health and living
conditions; the level of mortality is onc of the yardsticks used to measure the cffectiveness of primary health
care programs and of sociocconomic and cnvironmental policics. Even when mortality is high, there are
gencrally substantial variations in survival chances according to cconomic, cnvironmental, and geographic
critcria. As mortality declines, differences in knowledge of and access to the mcans of survival rellect the
persistence of socictal incqualitics, despite sociocconomic policics designed to promote the welfare of all
cqually.

The second intcrest in mortality relates to the fenility implications of increasing or dccreasing
monality. The transition from a traditional pattcrn of family building is usually marked by incrcased
motivation and the ability to decide on the timing of births and the ultimate size of familics. The traditional
stercotype for developing countrics is onc in which children are inevitable, though some pregnancics arc
dclayed by factors such as prolonged breastfeeding, and some are terminated, oftien under circumstances
involving considerable risk to the woman's health. When a child is born, its survival is by no means certain
and the experience of losing a child through death is common to many women. Important in the concept of
controlied fertility is the raised confidence in the survival of cach child induced by a decline in mortality.
At the same time, the practical aspects of coping with more surviving children, along with raiscd cconomic
aspirations for the parents, can stimulate a desire to regulate fertility and control family size and a demand
for cffective means to do so.

The conditions which lead to mortality reduction also result in improved matemal health and
nutritional status. A conscquence of this may be an increase in the number of full-term pregnancics ending
in a live birth. This would tend to stimulate a desire to control fertility. Thus, itis important that information
about monality be included in any study of fcrtility changce, regulation, and differentials.

The data collected in the 1991/92 Yemen Demographic and Matemal and Child Health Survey
(YDMCHS) permit the dircet and indirect estimation of infant and child monality. This chapter presents
information dcaling with: asscssment of data quality, prevalence of child loss; Icvels and trends ininfant and
child monality; differentials in infant and child mortality; reproductive factors and infant and child monality;
cnvironmental factors; and causcs of death.

12.1 ASSESSMENT OF DATA QUALITY
The reliability of infant and childhood monality estimates depends on the completencss and accuracy

of rcporting of births and deaths. Omission of births and dcaths dircctly aflects mortality cstimates, and
displaccment of dates has an impact on mortality trends. To determine the quality of data collected in the
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YDMCHS, the distribution of all children by calendar year of birth and of dead children by age at death was
cxamined (sec Appendix D, Tables D.4 and D.6). Table D.4 indicates the presence of a slight deficit of births
in the fifth year prior to the survey, and an excess of births in the sixth year preceding the survey.,

The most common source of error in the reporting of child’s age at death is the tendency of mothers
to report age at death in multiples of six months. Partly to minimize this ¢rror, intervicwers were instructed
10 record deaths under onc month in days, and under two years of age in months. Although misreporting of
age at death can result in biased estimates of infant and childhood mortality, a study using DHS data from
anumber of countries indicates that heaping of age at death at 12 months would bias the cstimates by no more
than 5 percent (Sullivan, et al, 1990). Thus, the rates presented in this report are unadjusted, i.e., no efforts
wcre madce 1o average out the heaping present in the data as shown in Appendix Tables D.S and D.6.

12.2 PREVALENCE OF CHILD LOSS

In societies that have achieved very low levels of mortality, which is generally accompanied by low
fertility, a woman’s prescnt family size (measured by the number of surviving children) and the number of
children ever born are practically synonymous. Howevcer, in many populations the death of a child remains
acommon feature of the family building process, with the result that there is a sizeable disparity betwecn the
numbcer of children who are bom and the number who survive to adulthood. Most of this loss occurs early
in life,

The impact of infant and child mortality in the family building process is analyzed in this section in
two ways. First, the differcnces arc examined between lifetime fertility, defined as the mean number of live
births per woman, and family size, defined as the mean number of children at the time of the survey. Table
12.1 shows mean number of children ever born and the proportion dead among children ever bom by current

Table 12.1 Mean number of children ever born and proportion dead
Mean number of children ever born 1o ever-married women and the proportion dead, by
current age of mother and duration in ycars since (irst marriage, according to urban-rural
residence, Yemen 199192
Urban Rural Total
Background Mean  Proportion  Mcan  Proportion  Mcan  Proportion
characteristic number dead numher dead number dead
Mother’s age
15-19 0.74 0.05 0.65 0.09 0.67 0.09
20-24 1.93 0.09 1.83 0.13 1.85 0.12
25-29 3.63 0.09 3.69 0.14 3.68 0.13
30-34 5.78 0.15 5.32 .17 5.41 0.16
35-39 6.80 0.16 6.78 0.18 6.78 0.18
40-44 8.00 0.21 7.60 .19 7.68 0.20
45-49 7.99 0.24 8.06 .24 8.05 0.24
Duration since first
marriage (years)
<5 0.81 0.07 0.68 0.11 0 0.10
5-9 2.58 0.06 2.55 0.12 2.56 0.11
10-14 4.65 0.11 4.38 0.16 4.43 0.15
15-19 6.31 0.15 6.04 0.16 6.08 0.16
20-24 7.61 0.18 7.21 0.19 7.28 0.18
25-29 8.08 0.20 7.90 0.20 7.94 0.20
30+ 8.52 0.27 $.53 0.26 8.53 0.26
Total 4.93 0.16 4.88 0.18 4.89 0.18
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age of mother and duration since first marriage, according to urban-rural residence. These data are used to
examine the prevalence of child loss over the lifetime of the women interviewed in the survey. The accuracy
of such dala is affected by underreporting of dead children, cspecially by older women as a result of recall
problems.

The YDMCHS results presented in Table 12.1 show that more than 1 in 6 children bom to ever-
married women 15-49 years have died, indicating that child montality levels have generally been high during
the period in which these women have been bearing children. As shown in Figure 12.1, the proportion dead
among children ever bom increases steadily with the age of the mother, from less than 1 in 10 among cver-
married women in the age group 15-19, to almost 1 in 4 among women age 45-49,

Figure 12.1
Proportion of Children Dead by
Age of Mother and Residence

Proportion dead

15-18 20-24 25-28 30-34 35-38 40-44 45-49
Mother's Age

Urban I Rura!

YDMCHS 1991/92

Differcntials in the proportion dying among children ever born by mother’s current place of residence
are presented in Table 12.1. About 18 percent of children ever bom 1o ever-married women age 15-49 years
living in rural areas have dicd, compared with only 16 percent among women in urban arcas. Table 12.1
presents a similar comparison for duration since first marriage. The propontion dying among children ever
bom decreases with decreasing age of the mother and with shorter durations of marriage.

Second, the distribution of the experience of losing a child through death according to number of
children ever born is cxamined. This analysis shows the extent 10 which the death of a child has bcen a
common feature of women’s childbearing experience. Table 12.2 shows the percent distribution of ¢cver-
married women by the number of living children and number of children ever bom. The results indicate that
as the number of children ever bom increases, the likelihood that all of them are still surviving decreases.
Ever-marricd women with seven live births have only a 39 percent chance that all are surviving and there has
been no child loss, while women with eight live births have only a 27 percent chance that all births are
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Table 12.2 Number of children ever bom by number of living children
Percent distribution of ever-married women by number of living children, according to number of children ever bomn,
Yemen 1991/92

Number of living children Number
Number of of
children ever born o 1 2 3 4 5 6 7 8 9+ Total women
0 100.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 562
1 9.4 90.6 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 541
2 2.4 18.2 79.4 0.0 0.0 0.0 0.0 0.0 0.0 00 1000 511
3 0.8 4.5 227 72.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 572
4 0.0 1.8 1.0 29.3 619 0.0 0.0 0.0 0.0 0.0 100.0 560
5 0.1 0.5 4.0 12.0 273 56.1 0.0 0.0 0.0 0.0 100.0 529
6 0.0 0.4 13 6.2 16.5 26.3 49.3 0.0 0.0 0.0 100.0 556
7 0.0 0.2 0.4 32 10.2 18.2 29.1 38.6 0.0 0.0 100.0 521
3 0.0 0.0 0.0 2.8 7.5 12.2 21.2 29.1 27.2 0.0 100.0 424
9+ 0.0 0.0 0.7 1.3 2.2 4.6 11.4 17.1 19.9 42.8 100.0 881
Total 11.6 11.0 10.7 126 12.1 11.1 10.8 8.4 5.1 6.6 100.0 5687

surviving. With respect to women with only two live binths, they have a 79 percent. chance that both children
arc surviving. In other words, child loss increascs as the number of children cver bom increases. A similar
pattern is obscrved by women’s current age (data not shown).

12.3 LEVELS OF INFANT AND CHILD MORTALITY

In this section, the direct and indircct estimates of infant and child montalily are considered in order
o examine the levels, trends, and sex and age patterns of moralily among infants and children in Yemen,

Inthe analysis of mortality among children under five, the population is conventionally sub-divided
into catcgorics which roughly reflect changes in the probabilily of dying and changes in the main causes of
death, which occurduring the first months and years of life. The probability of dying is at its peak at the time
of birth, including the period immediately beflore birth, and declines therealter, except perhaps for a minor
peak when the child is weancd. Broadly speaking, between the twenty-cighth week of gestation and the end
of the first week of lifc, the underlying causes of death are principally complications of the pregnancy and
delivery, and poor matcrnal health and nutritional status. Afier the first weck of life diarrheal discase and
respiratory infcctions become lcading causcs of death, with undernutrition ofien an underlying cause. The
infectious diseases of childhood begin to appear in the sccond half of the [irst year of life and, combined with
poor hygiene, may result in high case-fatality rates. Deaths ol children age one 1o four years arc mainly a
product of cnvironmental factors, including nutrition. As such, they provide a sensitive indicator of the
socioeconomic conditions under which people live, and it is among this group that the most striking cffects
of the decline from high morality levels are obscrved.

A number of subgroupings of the period between birth and age five years arc used in this chapler,
the choice dictated by considcrations of the availability and accuracy of the data as well as the mortality level
and principal causes of dcath, Before presenting the results, the subdivisions and the measurcment of
monality that will be used are described.

Infant monality is defincd as the probability that a live born child will dic belore reaching its first
birthday. Here, it usually takes the form of a rate per 1,000 live births called the infant mortality rate (IMR).
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In order to isolate most of the dcaths associated with pregnancy and delivery and with matemal health status,
infant deaths are further divided into thosc occurring in the neonatal and postneonatal periods, where the
neonatal period refers (o the irst month of life. The rates arc called the necnatal mortality rate (NNMR) and
the postneanatal mortality rate (PNNMR), respectively.

Childhood mortality is defined as the probability of dying beforc or between selected ages of
childhood. It refers variously to the probability that a child will di¢ in the first two years of life (,q,) orin the
five years of life (;q,), or between the first and fifth (,q,) birthdays. The ratcs are presented in terms of deaths
per 1,000 live births or per 1,000 survivors to the earlier birthday. These rates are called the under-two
mortality rate (U2MR), under-five mortality rate (USMR), and non-infant child mortality rate (NICMR),
respectively.

Cohort Direct Measures of Mortality

The computations for cohort estimates arc straightforward. Children bom in a specific time period,
taken herc as five-ycar periods, arc followed during the first five years of their lives. The results arc presented
inTable 12.3 for cohorts born in four 5-ycar periods preceding the survey. The estimates for cohorts NNMR,
PNNMR, IMR, NICMR, and USMR revcal a decline in infant and child mortality levels in Yemen.

Table 12.3 Infant and child mortality by gender ol child
Cohort-direct measures of infant and child morality for five-year periods preceding the
survey, by gender of child, Yemen 199192
Years before the survey
Mortality rate 0-4 5-9 10-14 15-19
MALE
Neonatal mortality rate (NNMR) 39.7 58.0 533 61.5
Postneonatal mortality rate (PNNMR) 422 61.3 84.9 99.9
Infant mortality rate (IMR) 81.9 1193 138.2 161.5
Non-infant child mortality rate (NICMR) NA 9.4 56.2 92.7
Under-5 mortatity rate (USMR)} NA 154.0 186.6 239.2
FEMALE
Neonatal mortality raic (NNMR) 34.0 413 40.4 49.6
Postnconatal mortality rate (PNNMR) 39.8 54.6 77.5 103.6
Infant mortality rate {IMR) 73.8 95.9 117.9 153.2
Non-infant child mortality rate (NICMR) NA 42.1 61.4 105.2
Under-5 mortality rate (USMR) NA 134.0 1721 2423
TOTAL
Neonatal mortality rate (NNMR) 36.9 49.8 473 55.6
Postneonatal mortality rate (PNNMR) 41.0 58.0 81.5 101.8
Infant morality rate (IMR) 719 107.8 128.8 157.4
Non-infant child mortality ratec (NICMR) NA 40.8 58.6 98.7
Under-§ mortality raie (USMR) NA 144.2 179.9 240.6
NA = Not applicable
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Cohort IMR dropped from
158 1.000 live birth tpl;(;d th Table 12.4 Period-direct measures of infant and child mortality by residence
per 1,000 live births 1o eaths | S o
per 1,000 live births during the twen-
ty years preceding the survey. The | Infant and child moriality for five-year periods preceding the survey, by
U5SMR declined from 241 deaths per residence and gender of the child, Yemen 1991/92
1,000 live births bom 15-19 years
before the survey, to 144 deaths per Non-infant
1.000 live birth )t’)O 5.9 P Neonatal Postneonatal Infant child  Under-five
’ Lve births borm o ye.ars. Prior | years mortality mortality mortality mortality mortality
to the survey. The decline in infant | preceding rate rate rate rate rate
and child mortality is indicated for | the survey (NNMR) (PNNMR) (IMR) (NICMR) (USMR)
both male and female children. Co-
hort measures of monality are, how- URBAN
ever, higher for males than females,
especially during the nconatal | 0-4 32.5 35.1 67.6 29.7 95.3
riod 59 54.0 53.1 107.1 30.2 134.1
penod. 10-14 53.4 758 1292 563 1782
15-19 53.2 90,6 143.8 73.1 206.4
Period-direct Measures of 20-24 61.1 131.0 192.1 134.4 300.7
Mortality
RURAL
Infant and child monality
can be cstimated directly for S-ycar | 04 378 47.9 85.7 43.1 127.0
iods in the 25 vears preceding the | 22 49.3 63.3 112.6 48.9 156.0
perniodsin the 25 years preceding 10-14 a5.8 833 1291 85.2 2033
survey. These period cstimates arc | 15-19 56.3 105.6 162.0 143.9 282.6
basecd on data collected in the 20-24 764 118.5 194.9 138.3 306.3
YDMCHS birth historics. Direct ¢s-
timates, however, rcly on mothers’ MALE
reports of dates of live births and the
age at death of children who have (5)'3 ;g'; gzg lgz-g 33'3 iggé
dicd. Especially where levels of fe- | 914 53.1 861 1393 748 2037
male literacy arc low, crrors regard- | 15-19 6i.2 100.1 161.3 125.9 266.9
ing these events, in addition to re- 20-24 81.5 131.2 212.7 149.5 330.4
sulting in underreporting of child FEMALE
deaths, can Icad to distortions of the
trend and the age pattemns of infant
: : 0-4 337 44.1 . 47.3 121.3
and child mortality. 59 aLs 596 1012 47.1 143.6
10-14 40.6 77.0 117.6 83.6 191.3
Table 12.4 presents direct | 15-19 49.9 104.2 154.1 126.2 260.8
estimates of period infant and child 20-24 62.5 111.6 1741 125.1 277.4
monality rates by sex of child and TOTAL
residence for cohorts born in five 5-
yecar periods preceding the survey.
; . .| 04 37.0 45.8 82.8 42.5 121.8
The estimates suggest that there has 1 &g 501 616 1116 455 1521
been a sustained decline in infant | 1o.14 473 81.9 129.1 79.0 198.0
and childhood monrtality during the | 15-19 55.6 102.1 157.7 126.0 263.8
two decades preceding the survey. | 20-24 72.4 121.8 194.2 1375 305.0

IMRs dropped from 158 deaths per
1,000 births born 15-19 ycars prior to the survey, to about 83 deaths per 1,000 births bom 0-4 years prior (0
the survey (Sec Figure 12.2). Under-five mortality rates (USMRS) dropped from 264 deaths per 1,000 births
bom 15-19 ycars preceding the survey, to 122 deaths per 1,000 births born 0-4 years preceding the survey.
Differentials in infant and child monality by sex of child indicate that mortality is highcer among boys than
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Figure 12.2
Trends in Infant and Child Mortality for
5-year Periods Preceding the Survey
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girls, especially during the neonatal period. After age one, female children have a higher probability of dying
than male children. This may indicate some scx diffcrentials in health care favoring male children,

The estimates in Table 12.4 indicate a continuous decline in montality levels in the 25-ycar period
preceding the survey, Forlive births bom 0-4 ycars prior to the interview, NNMR, PNNMR, IMR, NICMR,
and USMR were 37, 46, 83, 43, and 122, respectively, compared to 72, 122, 194, 138, and 305, respectivcly,
for live births bom 20-24 years prior 1o the survey. The expected biological clfects of sex on mortality and
sex-related differcntials in child survival duc to child carc practices are obscrved, cspecially among infants.
Males have higher infant and child mortality than females throughout the 25-ycar period, as shown in Table
12.4.

Typically, as infant morality declines, nconatal deaths (i.c., deaths occurring in the first four wecks
of life) decrease morc slowly than deaths occurring during the postnconatal period (1-11 months following
birth). Over the 25-ycar period for which YDMCHS cstimates are available, posinconatal mortality rate
(PNNMR) has declined from 122 deaths per 1,000 births born 20-24 ycars preceding the survey to 46 deaths
per 1,000 births born 0-4 years prior to the survey. The nconatal mornality raic (NNMR) has declined more
slowly from 72 to 37 dcaths per 1,000 births during the same period. Again, the results indicate that nconatal
and postnconatal dcaths are higher among boys than girls in Yemen.

Child dcath probability has shown a faster and larger decline than infant monality rates. The NICMR
dropped rom 138 deaths per 1,000 survivors at age onc in the 20-24 ycars preceding the survey, (o only 43
deaths per 1,000 survivors for those born in the 0-4 years preceding the survey. Accordingly, the USMR
declined by 60 pereent during the 25-ycar period preceding the survey, from 305 to 122 deaths per 1,000
births born in the 0-4 ycars preceding the survey.
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Differentials in infant and child mortality by residence are significant. The dircct estimates show that
mortality levels in rural arcas arc much higher than in urban arcas. This is true regardless of the time period
or the child age at death. In addition, infant and child monality (except nconatal mortality) declined at a
faster pacc in urban arcas than in rural arcas.

Indirect Estimates of Mortality

Estimates of mortality can also be derived from the proportion of children who died by live-year age
groups of women or by live-ycarintcrvals since first marriage. These indirect estimates are based on the total
number of children ever bom and the number of living children, and do not require the sophisticated level
ol reporting uscd for dircct estimates. Instead, they rely on demographic models and assume that the infant
and childhood age schedule of mortality conforms approximaiely (o that of a modecl lifc table.

The level of montality implicd by indirect raies is gencrally higher than for direct period rates. The
upward bias, which usually occurs for young mothers (age 15-19) or mothers with short duration of marriage
(0-4 ycars)-——since mortality is generally higher for first births than for higher-order births—can extend into
the ncxt age group or duration group (Ewbank, 1982; Prcston, 1985).

Indirect techniques were applicd to data on the proportion dead among children ever born by age of
mother and duration of marriage, according to number of years since first marriage. However, because of
the problems that might arisc when the duration of marriage is not accurately measured, and when entrance
into (legal) marriage predates the initiation of cohabitation—as may occur in Yemen——the duration variant
is expected 1o be less accurate than the age variant

Table 12.5 presents indireet estimates of infant and child mortality according to place of residence
and specilicd reference dates for the age and duration variants, assuming the Coale-Demeny (1966) South
modecl lifc tables and Trussell (1975) multiplicrs, which map thesc proportions to probabilitics of dying. The
YDMCHS results indicate a downward trend in infant and child mortality since the late 1970s. The estimated
indircct infant mortality rate declined from 130 deaths per 1,000 live births in 1978 10 101 deaths in 1988,
For non-infant child mortality, the decline obscerved for the same period was more pronounced. The indirect
non-infant child montality rate declined by 40 percent, from 89 deaths per 1,000 chitdren onc ycar of age in
1978 to only 53 dcaths in 1988 (scc Age Model, Table 12.5).

The under-live mortality rate, which is the overall summary measure, shows that while 1 of every
5 live births was cxpecled to die before the [ifth birthday in 1978, only 1 of 7 was expecled to die in 1988,
a decline of about 30 percent over the ten-year period from 1978 10 1988, This [igure, however, is much
higher than the target set by the United Nations—an under-five montality rate of 70 by the ycar 2000. If
Yemen is 1o achicve this target, greater cffort and resources are required. With the pace of decline observed
during the period 1978-88, it is more likely that the under-five mortality rate in the year 2000 will be in the
mid- to upper 70s per 1,000 live births. The results of the duration model are consistent with the age model,
though slightly higher.

Dillerentials in the Ievel of infant and child montality by place of residence are substantial. As shown
in Table 12.5, the indircet rates for infant mortality, non-infant child mortality, and under-five mortality in
rural areas arc higher than the corrcsponding rates in urban arcas.



Table 12.5 Infant and child monality estimates, age model and duralion model

Indirect cstimates of infant and child mortality by urban-rural residence, age model and duration model, Yemen

199192

AGLE MODEL DURATION MODEL
Non- Non-
infant Under- inlant Under-
Infant child five Inlant child five

Reference moerality  morality monality Relference mortality  monality  monality
date (190 Gay) (s9¢) date Gao) Gay) {590
Urban Urban

1978 132 91 211 1977 139 102 227

1981 126 83 199 1980 118 72 182

1984 108 60 162 1982 112 65 170

1986 105 56 155 1985 105 56 155

1933 76 27 1M 1986 84 35 116

1990 81 32 110 1988 52 11 62
Rural Rural

1978 130 89 207 1976 136 98 221

1981 115 69 176 1979 115 69 176

1983 115 69 176 1982 116 70 178

1986 114 68 174 1984 109 61 163

1988 107 59 160 1986 110 62 165

1989 114 68 174 1989 99 49 143
Total ‘Tolal

1978 130 89 207 1976 137 9% 222

1981 118 72 182 1579 s 70 177

1983 114 68 174 1982 115 69 176

1986 112 66 171 1984 108 60 162

1988 101 53 149 1986 105 57 156

1989 107 60 161 1989 90 41 127

Note: The indirect estimates are computed using Trussell equations assuming Coale-Demeny South Model Life
Table by the United Nations Software Package for Monality Measurement (MOR TPAK-LITE 2.0/NCP).




12.4 DIFFERENTIALS IN INFANT AND CHILD MORTALITY

Infant and child mortality is often thought to be higher among certain sociocconomic groups than
others because of differences in living standards and health conditions in general, and differential availability
and access to public health facilities in particular. In this scction, differentials in infant and child mortality
are examined with special atlention given (o selected back ground characteristics: place of residence, mother's
level of education, region, and matemal health care.

Place of Residence and Region

Table 12.6 presents direct estimates of infant and child mortality for the ten-year period preceding
the survey by place of residence, region, level of education, and medical matemal care, The difference
between mortalily rates in rural and urban arcas is again conlirmed. There are substantial differences in the
Icvel of infant and child mortality by placc of residence and region. As shown in Figure 12.3, IMRs in rural
areas and in the northermn and western governorates arc about 100 deaths per 1,000 births, while the level is
89 deaths per 1,000 births in urban areas and 79 in the southern and castern governorates. Substantial
differences in the level of both non-infant child mortality and under-five monality by place of residcnee and
rcgion are also observed. The NICMR is 47 deaths per 1,000 survivors in rural arcas and the northern and

Table 12.6 Infant and child mornality by background characieristics
Infant and child mortality (or the ten-year period preceding the survey, by selected
background characteristics, Yemen 1991/92
Non-
infant
Nconatal Postneonatal Infant child  Under-five
mortality mortality mortality monality mortality
rate rate rate rale rate
Characteristic (NNMR} (PNNMR) (IMR) (NICMR) (USMR)
Residence
Urban 44.2 44.7 88.9 299 116.1
Rural 439 36.0 99 8 47.0 142.1
Region
North./West. 447 56.2 140.8 46.8 142.9
South./East. 389 35.8 78.7 254 1021
Mother’s education
Iliterate 44.7 55.9 100.6 46.1 142.0
Literate 24.7 25.0 49.8 11.3 60.5
Primary 36.8 35.9 72.7 17.9 89.3
More than primary 3.7 233 57.0 9.4 65.8
Medical maternity care?
No antenatal/delivery care 42.6 53.2 95.9 61.1 151.1
Either antenatal or delivery  22.9 24.8 477 134 60.5
Both antenatal & delivery 16.7 28.0 44.7 3.4 48.0
Total 439 54.1 98.0 44.() 137.7
Note: The month of interview is excluded from analysis.
Computed as the difference between infant and neonatal mortality.
ZRates are for the five-year period preceding the survey.
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Figure 12.3
Infant and Child Mortality by
Selected Background Characteristics
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wcstern governoraics, compared 1o only 30 in urban arcas and 25 in the southem and castern govemnorates.
The USMR is around 143 deaths per 1,000 births in rural arcas and in the northern and western govemorales,
comparcd to 116 in urban areas and 102 in the southem and castern govemoraics.

YDMCHS 1991/92

Mother’s Level of Education

With regard Lo the level of education of the mother, Table 12.6 and Figure 12.3 show the cxpected
inverse relationship. The results provide strong cvidence conceming the impact of mother’s education on
child health and survival. The infant monality ratc {or children bom to iiliterate mothers is 101 deaths per
1,000 births, significantly higher than the IMR for children of educated mothers, Children of illiterate
mothers also have a higher probability of dying between ages one and five than children of women with at
lcast primary education. An intcresting obscrvation is that the levels of infant and child mortality in rural
arcas and among children of itliterate women arc identical. This result probably reflects the concentration
of illiteratc women in rural arcas.

Medical Maternal Care

The children of mothers who received medical matemal care during pregnancy and/or delivery show
lower levels of infant and non-infant child montality than children of mothers who received no medical care
prior or during delivery. Matcmal care guarantees healthy delivery for mothers. In addition, while these
types of maternal care have a dirccl impact on neonatal monality rales, they also contribute to the survival
of childrcn at various ages. As shownin Tablc 12.6, children whose mothers received no antenatal ormedical
carc at delivery have at least twice the level of nconatal, postneonatal, infant, and child monality as children
whosc mothers received both antenatal and delivery care.
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12.5 REPRODUCTIVE FACTORS AND CHILD SURVIVAL

The interaction of lactors associated with individual women, and more specifically with individual
children, and the role ol the woman’s reproductive life cycle in infant and child survival, are considercd in
this section. Infant and child mortality arc closely related (o reproductive behavior, cspecially in the context
of the traditional family building process. Four bio-demographic (actors have been found to be particularly
associaled with infant and child mortality. Thesc arc: scx of child, age of mother at matemity, birth order,
and birth spacing.

It is well-established that male children are at incrcased monality risk both before and shortly after
birth compared with female children, presumably duc to genctic lactors. Howcver, mortalily alter the first
month should not be aflccled by the sex of Lthe child.

Children born to women under 20 years of age and to older women at the end of their reproductive
cycle arc much more likely o die in the first five vears of life than are those bom Lo women in Lheir twenlies
or thinties. The pattern of high monrtality among children bom to women at the extremcs ol the reproductive
ages is fairly universal. Il is associaled with sclectivity in respect 1o socioeconomic factors, though it is
principally and directly an cffcct of physiological determinants. Children bom to younger mothers are at risk
in the nconatal period for a range ol causes associated with pregnancy and delivery; in addition, the larger
proportion of low binth weight children born to younger mothers involves a disadvantage which extends
beyond the neonatal period.

The chances of surviving infancy and childhood decrease according to the number of live births the
mother has already cxpericneed. Itis also often found that first hirths are subject to especially high nconatal
montality. Montality among children bom to women of high parity is especially clevaled in the nconatal and
posinconatal periods. Increasing malemal age is associated with physiological lactors cxacerhated hy the
cffcets of sociocconomic variables.

The factor that most strikingly differentiates aliemalive survival chances is the length of the
preceding binth interval. Infant mortality among births that occurred after an interval of Iess than two years
is usually much higher than among children who were bom aficr an interval of two ycars or more. The
relationship tends to hold ¢ven after restricting the comparison to children bom alter a short interval in which
the previous child survived. Pregnancy coming too soon after the previous confinement leaves the mother
little time to recover her health (matemal depletion), especially if a child is still unweaned when the next child
isconceived. Indeed, a continuous cycle of pregnancy and lactation leads to progressively higher risks of low
birth weight babics with heightened chances of death.

Young children of women with high parity and/or short intcrvals hetween births are in competition
for the mother’s care and attention. It is likcly that these factors account for somne of the higher mortality at
different stages of childhood.

The cffccts of these reproductive factors on infant and child mortality are examined in the following
scction. The analysis is based on birth history estimates of infant and child mortality for the ten-year period
preceding the survey, by sex ol child, matemal age, birth order, and the length of the preceding birth interval.
Sex of Child

Tablc 12.7 shows the direct cestimaics of infant and child mortality by sclected demographic

characieristics for the ten-year period preceding the survey. For Yemeni children, infant mortality is bigher
for boys than for girls (106 versus 90 deaths per 1,000 births). The higher male IMRs arc largely duc (o

156



Table 12.7 Infant and child mortality by demographic characteristics
Infant and child mortality for the ten-year period preceding the survey, by selected bio-
demographic characteristics, Yemen 1991/92
Non-
infant
Neonatal Postneonatal Infant child  Under-flve
Demographic/ morlality morlality mortality mortality mortality
biological rale ralc rate rate rate
characieristic (NNMR) (PNNMR} (IMR) (NICMR) (USMR)
Sex of child
Male 49.8 55.8 105.6 41.0 142.2
Femalc 37.8 52.3 90.1 47.1 133.0
Age of mother at birth
<20 59.8 65.2 125.0 36.9 157.3
20-29 41.1 52.7 93.8 41.7 131.7
30-39 414 497 91.1 473 134.2
40-49 45.0 65.3 110.3 94.4 194.3
Birth order
1 62.2 53.0 115.2 35.8 146.9
2-3 41.6 56.3 91.9 417 135.6
4-6 353 50.0 85.3 45.0 126.4
T+ 48.6 5717 106.3 507 151.6
Previous birth interval
< 2 years 53.7 774 1311 589 182.3
2-3 yecars 25.4 26.1 51.4 26.6 76.6
4 years + 322 27.4 59.6 31.2 88.9
Size at birth?
Very small 28.3 121.7 150.0 43.6 187.1
Smaller than average 47.0 40.7 87.7 41.0 125.1
Average or larger 16.6 26.8 43.4 16.4 59.1
Don'’t know 96.6 111.5 208.4 172.0 344.6
Note: The month of interview is excluded from analysis.
Computed as the difference belween infant and neonatal monality.
Rates for the five-year period preceding the survey.

higher levels of nconatal mortality among boys than girls. However, higher level of NICMRs for girls than
boys suggests that there may be some tendency to provide greater care for boys than for girls during
childhood. While 47 per 1,000 female children surviving to age one dic before reaching age five, the
probability is only 41 per 1,000 for male children.

Maternal Age at Birth

The association of infant mortality with matemal age al birth exhibits the cxpected paticm. The
highest infant montality risk oceurs among children of very young mothers under age 20 years (1 in 8 live
births) and among children of mothers age 40-49 (1 in 9 live births), Child mortality after age one secems to
increase with maicrnal age at birth. Children born to mothers nearing the end of their reproductive lives at
age 40-49 years have the highest non-infant mortality risk. As shown in Figure 12.4, under-five montality
is higher for children bom to mothers under age 20 and mothers age 40-49 than to mothers age 20-39 years.
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Figure 12.4
Infant and Child Mortality by
Selected Demographic Characteristics
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Birth Order

Since birth order of the child and matemal age arc highly correlated it is not surprising to find infant
monality risks to be greater among first births (which arc gencrally to young mothers) and among births of
order seven or higher (which arc gencrally to older mothers) than among sccond 1o sixth births., For all
Yemen, IMRs werc 115 deaths per 1,000 live births among first births and 106 deaths per 1,000 live births
among seventh or higher births, comparced to only 98 dcaths per 1,000 live births among second and third
births, and only 85 dcaths among lourth 10 sixth births. Non-infant child montality increases stecadily with
increasing birth order, from 36 deaths per 1,000 first births age onc year to over 50 deaths per 1,000 births
ol order seven or higher.

Previous Birth Interval

The most signilicant dilferentials in both infant and child mortality arc associaled with the length of
the preceding birth interval. When the length of the previous birth interval is under two years, the levels of
infant, non-infant, and under-five mortality arc almost twice those when the interval between the child and
the next older sibling is more than two years. Infant mortality decreases [rom 131 deaths per 1,000 live births
for birth intervals less than two years 10 only 51-60 deaths for birth intervals ol two ycars or more. The
corresponding figures for under-five monality arc 182 and 77-89 dcaths per 1,000 live births, respectively
(See Figure 12.4), These differentials by the preceding birth interval suggest that mortality risks lor Yemeni
children are substantially reduced when the interval between birth increases, regardless of other bio-
demographic or sociocconomic lactors. Mortality rates are affected by weight at birth. The heavier the child,
the lower the postnconatal, infant, and childhood mortality.
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12.6 ENVIRONMENTAL FACTORS AND CHILD MORTALITY

Differcntials in child health by selected demographic and socioeconomic variables were cxamined
in previous subscctions. In addition to the various sociocconomic factors influencing the levels of mortality
and morbidity, another important group of factors descrves analysis. Environmental factors are key variables
in explaining the large differentials in level of health and nutrition seen in urban and rural areas and across
different regions of the country, The environmental factors investigated in this chapter operate at the
household level. These factors are broadly divided into two categories. The first is strongly influenced by
community infrastructure. These include: source of drinking water and type of toilet facilitics. The second
is morc strongly influenced by sociocconomic Icvel of the household. These include: flooring material,
crowding, clcanliness of the arca around the house, and whether farm animals and houschold members are
in the same dwelling,

This section focuses on one of the morc direct determinants of health: environmental conditions.
The level of environmental conditions influences children's exposurc to disease and is expecied to be directly
associated with morbidity and monality. The main results describing the relationship betweenenvironmental
factors and infant and child mortality and morbidity arc prescnted below,

Environmental conditions are onc of the most dircct determinants of infant and child health. In the
presence of detcriorated environmental conditions, children are exposed to diseases which may ultimately
result in higher rates of mortality. Table 12.8 presents direct estimates of infant and child montality for the
ten-year period preceding the interview according to selected environmental factors.

For infant and non-infant child mortality, thc YDMCHS findings, shown in Table 12.8 indicale that
only the rates for flooring material and type of toilet facility conform to expected patierns, Better flooring
malerial and toilet facilities arc associated, in general, with lower rates of infant and non-infant child
montality. Infant and non-infant child monality rates vary in the expected direction with source of drinking
water and cleanliness of the arca around the house. An interesting observation is that the difference between
infant montality levels seems to disappear when the source of drinking water is controlled. Moreover, the
presence of stagnant water or sewage problems cause infant and child mortality to increase to alarming high
levels, especially in urban arcas. While the IMR in urban areas is only 72 deaths per 1,000 live births when
the arca around the house is clean, it reaches 163 deaths per 1,000 with the presence of stagnant or scwage
water, The two corresponding figures for NICMRs are 18 and 118 deaths per 1,000 live births, respectively.
While a similar pattemn is observed for IMRs in rural arcas, the figurcs for presence of clean water and
stagnant walcr/scwage overllow are not far apart (86 and 81 deaths, respectively. However, when the area
is dirty around the house, the IMR is 107. These results raise the possibility that a signifieant cause of high
infant and child mortality levels in Yemen are sanitary and environmental conditions.

On the other hand, crowding {(mcasurced by the average number of persons per room) and the presence
of farm animals in the same dwelling did not e¢xhibit the expected pattern. For example, the infant mortality
ratc was 111 deaths per 1,000 live births among children residing in houses with two persons or fewer per
room compared to only 92 dcaths among children residing in houses with at least five persons per room.
Additionally, in rural arcas, the IMR among children living in houses with farm animals present is lower (99
deaths per 1,000 live births) than among children living in houses with no farm animals present (102 deaths
per 1,000 live births), an unexpected result.
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Table 12.8 Infant and child mortality by environmental characteristics

Infant and child mortality for the ten-year period preceding the survey, by environmental characleristics, according o urban-nural residence, Yemen 1991/92

Urban Rural Total
Post- Non-infant  Under- Post- Non-infant  Under- Post- Non-infant Under-
Neonalal neonatal  Infant ¢hild five Neonatal neonatal  Infant child five Neonatal necnatal  Infant child five
mortal- monal- mortal- monal- monal- monal- monal- mortal- monal- mortal- mortal- mortal-  mortal- mortal- mortal-
Environmental ity rate ity rate  ityrate ity raie ity rate  ilyrale iy Tale  ityrate ilyrale ilyrle ityrale  ilyrale ity rale ity rate ity rate
characteristic (NNMR) (PNNMR) (IMR) (NICMR) (USMR) (NNMR)} (PNNMR) (IMR) (NICMR) (USMR) (NNMR) (PNNMR) (IMR) (NICMR) (USMR)
Type of floor
Tile/cerment/wood 376 410 78.6 21.8 98.7 373 54.2 91.5 41.2 128.9 7.4 51.1 £1.5 350 119.4
Earth/other 63.0 55.1 118.1 533 165.1 47.1 56.8 103.9 49.8 148.5 48.2 56.7 104.9 50.0 149.7
Type of drinking water
Piped 44.6 42.6 87.2 21.2 112.1 40.8 44.7 85.5 369 119.2 424 431.8 86.2 327 116.1
Well 46.3 52.6 98.9 59.0 152.0 47.2 516 104.8 45.5 145.5 47.2 57.5 104.7 458 145.7
Other 37.0 62.5 994 352 131.1 40.5 62.5 103.0 58.6 155.6 403 62.5 102.9 574 154.4
Type of toilet Facility
Flush 423 370 794 18.1 96.1 229 498 T2.6 45.8 115.1 386 39.5 78.1 23 99.6
Bucket 431 58.7 101.8 298 127.7 421 55.5 91.6 345 128.7 42.3 56.1 98.4 333 128.5
Other 50.3 50.4 100.7 62.3 156.7 45.0 56.3 101.2 49.9 146.1 45.2 36.0 101.2 50.5 146.6
Arca around houschold
Clean 36.0 3159 71.9 18.1 88.6 363 495 85.8 29.0 112.3 362 46.5 82.7 264 107.0
Dirty 50.5 46.6 97.1 333 127.1 475 59.9 107.4 55.7 157.2 479 58.1 106.0 526 153.0
Stagnant water/
sewage overflow 55.2 107.6 162.8 118.2 261.7 41.8 38.8 80.5 46.7 123.5 4.6 53.5 98.1 61.0 153.1
Household crowding
0-2 persons/room 48.8 35.7 84.5 213 104.0 64.1 54.7 118.8 547 167.0 60.8 50.5 111.3 46.7 152.8
3-4 personsfroom 47.6 47.6 95.3 223 115.4 374 60.2 97.7 38.2 132.2 393 51.9 97.2 35.2 125.0
5+ personsfroom 355 47.7 83.2 47.7 127.0 41.2 52.7 939 522 141.2 40.5 52.0 92.6 51.6 139.4
Farm animals in household
Yes 36.5 55.6 92.1 58.6 145.3 45.5 53.3 98.9 48.1 142.2 451 53.4 98.6 486 142.4
No 45.5 428 88.3 24.9 111.0 40.9 60.7 101.6 44.8 141.8 42.4 54.9 973 38.0 131.6
Total 44.2 4.7 38.9 299 116.1 43.9 56.0 99.8 470 21 439 54.1 98.0 4.0 137.7




12.7 CAUSES OF DEATH

In the YDMCHS, an attempt is made to obtain general information on the types of illness which had
preceded death for those children whose birth and death occurred during the five-year period preceding the
survey. This approach 1o determining the causes of death is ofien called the verbal autopsy or postmoricm
interview technique. This analysis of child causcs of death is presented in terms of the percentage of children
bom and dead during the five-ycar period preceding the survey, who had specific symptoms during the two-
weck period before dcath, including: diarrhea, vomiting, cough, difficult breathing, fever, rash, and
convulsions, as reported by the mother, according Lo the age of the child at death.

The YDMCHS results presented in Table 12.9 suggest that fever, diarrhea, vomiting, cough, and
breathing difficultics were the most common symptoms, During the posinconatal period, the probable cause
of child dcath was fever in 41 percent of the cascs and diarrhea in 39 percent. Vomiting and cough/difficult
breathing followcd in 36 and 28 pereent of the cases, respectively. For children 12 months of age and older,
fever was most common, rcportedly causing 38 percent of atl deaths in that age group. Vomiling and
cough/difficult breathing were the sccond and third leading causes of child deaths after fever, while diarrhea
was the fournth leading cause of child deaths.

Ascxpected, the proportion of children reported to have diarrhea and respiratory infection symptoms
is higher among children who died following the neonatal period. The results of the YDMCHS indicate that
many child deaths may be preventahle. Deaths associated with diarrheal illness can be prevented through the
use of oral rchydration therapy (ORT). Early detection and treatment of acule respiratory illness also would
contribute to a reduction in infant and child monality in Yemen.

Table 12.9 Causes of death in early childhood

Among children born and dead during the five years preceding the survey,
the percenlage reported to have died from specific symptoms or other
causes, by age a1 death, Yemen 1991/92

Age of child a1 dealh

Symptom <l 1-11 <12 12-59

Or causc month maonths months months Total
Diarrhea 10.9 38.7 24.8 219 25.4

Vomiting 10.2 359 23.1 29.8 24.4

Cough/difficult

breathing 11.4 28.4 19.9 298 21.9
Fever 13.8 40.6 272 37.5 29.2
Rash 4.8 6.7 5.8 9.4 6.5
Convulsions 7.7 16.1 11.9 259 14.7
Other illnesses 2.7 43 3.5 8.7 4.5
Total 290 290 580 143 723
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CHAPTER 13

SUMMARY AND POLICY IMPLICATIONS

The 1991/1992 Yemen Demographic and Matemal and Child Health Survey (YDMCHS) is the first
national survey of Yemen since unification of the Yemen Arab Republic and the People’s Democratic
Republic of Yemen into a single country, the Republic of Yemen, in May 1990. h is a nationally
representative survey of ever-married women age 15-49 and children under five. All govemorates and the
city of Sana’a were covered by the survey. The objective of the YDMCHS was 1o gather reliable statistics
onfertility and mortality, levels of family planning knowledge and use, and maternal and child health. While
the survey was being implemented, a national strategy for population was adopted and the First National
Population Policy Confcrence was held in 1991,

Fieldwork for thc YDMCHS was conducted over a two-month period between November 1991 and
January 1992. Information was collected from 12,836 houscholds, 5,687 ever-married women age 15-49
years, and 6,715 children under five years.

The survey collected information on a number of important topics: child morbidity and mortality,
factors affecting chiid health (c.g., vaccinations, curative measures, and feeding and wcaning practices),
various aspects of matemal health care, marriage, fertility, family planning, and reproductive preferences and
attitudes. The YDMCHS also provides data on fertility, mortality, and family planning comparablc to thc
1979 Yemen Fertility Survey, which was conducted only in the northemn and castem govemoratcs.

This chapter provides a summary of the main fcatures of the health and demographic situation in the
Republic of Yemen according to the YDMCHS findings presented in the preceding chapters. Also presented
in this chapter are the conclusions and implications of the survey results for health and population activities
and for program and policy reccommendations in Yemen. Because maternal and child health are the primary
concern of the survey, the following summary is presented with that focus, and topics are not nccessarily
presented in the order followed in the main body of the report. High infant and child morality are
consequences of poor matemal and child care, inadequate socioeconomic and environmental conditions, poor
feeding and nutrition habits, and low vaccination rates. In addition, carly marriage, pregnancy at too young
or 100 old an age, too many births, and short intervals between births are contributing factors affecting the
health of mothers and children. Improved and accessible health care and greater fertility regulation, however,
will reduce morbidity and mortality rates among young children, increase child survival, and contribute to
safe motherhood.

I. SUMMARY OF FINDINGS

Infant and child monrtality levels are high in Yemen, but currently show a downward trend. Almost
1 in 5 children dic before their fifth birthday. Women 45-49, at the end of their reproduclive years, have
borne an average of cight children, of which two have not survived.

The neonata} mortality rate is 37 deaths per 1,000 births for the five-year period preceding the survey
and has been declining slowly from a level of 72 deaths per 1,000 births for the period 1968-72. The
corresponding postneonatal mortality rates are 46 and 122, respectively, Infant mortality and under-five
mortality rates declined slowly in the 1970s, and hit a platcau in the 1980s. Infant mortality dropped from
194 deaths per 1,000 live births during 1968-72 to 83 during 1978-82, or adecline of 57 percent; under-five
mortality dropped from 305 deaths per 1,000 births to 122, or a decline of 60 percent during the same period.
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Indircct methods of estimation yield similar results. With these observed trends, it is doubtful whether
Yemen will achieve the United Nations target of an under-five mortality rate of 70 by the year 2000. Greater
cffort and resources would need to be commitied to preventive and curative health measures for mothers and
children.

Differentials in child survival by place of residence are significant. For example, for the ten-year
period preceding the survey, the infant mortality rate was 89 deaths per 1,000 births in urban areas and 100
per thousand births in rural areas; under-5 morality rates were 116 and 142 deaths per thousand births in
urban and rural arcas, respectively. Mother’s education is associated with child survival. Children of
cducated mothers have a greater chance of survival than children of illiterate mothers.

Reproductive faciors, such as matemal age, birth order, length of the previous birth interval, and
maternal carc mothers receive before or during delivery, play an imporiant role in child survival. Children
bom to very young or very old mothers pose a higher risk of dcath for both mothers and children. When the
preceding birth interval is under two years, both infant and under-five mortality rates arc doubled, compared
1o rates for births following an interval of two ycars or longer. In addition, children of mothers who received
no health carc before or during delivery arc twice as likely to dic before one year of age as children whose
mothers received both antenatal and delivery care.

The environmental factors, such as betler flooring material, access (o piped water, cleanliness around
the house, and less crowding are associated with lower rates of infant and under-five monality in Yemen.
The results for urban and rural arcas are not consistent for some of the environmenial factors. For example,
kecping farm animals inside the house has no effect on infant mortality, but the practice does affect rates for
non-infant child moralitly and under-five mortality in urban arcas.

Fever, diarthea, vomiting, cough, and breathing difficultics are the most common symptoms that
preceded death of children under five years of age. Minordifferences arc observed in the order of imporiance
of these symptoms by age at death of child. Many of these discasc related infant and child deaths are
preventable by following certain basic hygienic principles. Use of oral rehydration therapy (ORT) for
treatment of diarrhea, and carly detection and treatment of acute respiratory illness would contribute 10 a
reduction of infant and child mortality in Yemen.

The antenatal, delivery, and postnatal care that mothers receive is imporiant 1o the health, well-being,
and survival of both children and mothers. The level of antenatal care (ANC) in Yemen is very low. The
YDMCHS results indicate that mothers of only one-fourth of births in the five-year period preceding the
survey made al least one antenatal care visil to a nurse/midwife or doctor. In the majority of cases, the first
visil is made 1o confirm the pregnancy or to consult a physician regarding complaints; follow-up ANC visits
arc mostly made for complaints. In about 7 of § binths, the checkup with a medical professional involved
consultation with a doctor.

Higher proportions of births receive antenatal care in urban arcas and in the southern and castern
governorates, compared 1o rural arcas and the northern and weslemn govemorates. While only 1in 5 births
whose mothers have no education received ANC, over 1 in 2 births to mothers with primary education, and
3 in 4 births to mothcrs who attended more than primary cducation, received ANC.

One in 3 currently pregnant women who had no ANC reporied that she had no complaint 1o warrant
an ANC visit. Other rcasons given by pregnant women for not having any ANC visil relate (o accessibility
of services, i.c., services were not available, were oo far away, or cost loo much. Accessibility and quality
of care are major issues for policymakers and service providers in the health field. Substantial proportions
of responses indicate ignorance of the need for ANC. Many women do not consider it necessary to have
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antenatal care unless there is a problem with the pregnancy. This lack of understanding of the general need
for an ANC check-up clearly suggests the imponance of taunching campaigns emphasizing that all mothers
should receive antenatal care, not just those with complaints.

Among women who sought antenatal care, health facilities for ANC are not perceived to be close,
Motorized transpori is used by almost three-quarters of currently pregnant women for ANC visits. About
one-third of pregnant women who made ANC visits reported that the trip took less than 30 minutes, while
one-third reported that it took more than two hours. More than half of the ANC recipicnts stated that the
wailing time was more than 30 minutes.

Neonatal tetanus, a major cause of infant deaths in developing countrics, can be prevented if mothers
reccive tetanus toxoid vaccinations. For 1in 7 births in the five years preceding the survey, mothers received
one or more doses of tetanus toxoid while only 1 in 10 received two or more doses. Births in urban areas,
in the southemn and castem governorates, and to educated mothers are more likely to receive prolection
against tetanus than binhs in rural areas, in the northem and westem governorates, and to less educated
mothers.

The fact that the proportion of births covered by letanus toxoid is lower than proportion of births that
received ANC, indicates missed opportunities for providing tetanus coverage at the time of ANC. The reasons
for not providing tetanus toxoid at the time of ANC should be studicd, and a strong message should be sent
to all public health service outlets not to miss such opportunities to provide tetanus vaccinations.

Three of 5 currently pregnant women in Yemen reported that they suffered from some health
conditions. The YDMCHS findings indicate that almost one-fourth had swollen ankles and fingers, one-hatf
had persistent headaches, one-third had convulsions, and one-sixth had high blood pressure. Very few
pregnant women were taking medicalions such as vitamins.

In the five years preceding the survey, 5 of 6 deliverics took place at home—-6 of 10 in urban areas
and 9 of 10 in rural arcas. Binths that are delivered at home arc more likely to be delivered without assistance
from anyone, whereas, births delivered at health facilities are more likely to be delivered by trained medical
personnel. About half of deliveries in Yemen are assisted by a relative and one-fifth by a traditional birth
attendant (jidda or daya). Medical doclors assist inonly 11 percent of deliverics. Distance to health services,
high costs, lack of available services, and the preferenee for home delivery were the main reasons for having
a dclivery at home.

Nconatal tetanus, which may result in death, is generally caused by unsterile cord-culting practices
or by applying infectious dressings to the umbilical stump. Among births that did not take place in a health
facility, the most widespread practice for cutting the umbilical cord is the usc of a razor or knife (3 in 5
deliveries), and then the use of a hot iron, and koAl for the cord dressing.

Postnatal care is even less common than antenatal care in Yemen. Postnatal care is sought for only
1in 16 births. Doctors and nurses/midwives provided such care for most of the mothers who received
postnatal care.

Both children and mothers arc affected by infant feeding. Frequency, duration, and amount of
feeding affect achild’s nutritional status and survival. Virtually all children in Yemen are breastfed. Almost
95 percent of last births were breastfed. The carly death of a child is the main reason for not breastfeeding.

Breastfceding is continued for a relatively long period. The average duration of breastfeeding is 17

months, Less than 10 percent of births in the five ycars prior to the survey were weaned under three months
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of age. While no substantial diffecrences are observed in the prevalence of breastfeeding by place of residence
and mother’s educaticon, significant variations in the mean duration ol breastfeeding are noted, Breastleeding
duration is shorer for births to women residing in urban arcas (15 months) than (o those residing in rural
arcas (17 months).

Bottlefeeding is widespread in Yemen; more than half of all infants are bottlefed. Differentials in
bottlefeceding by mother’s education are striking. While almost half of last births to illiteraic women were
bottlefed, almost three-fourths of children whosc mothers had more than primary education were given the
botile.

Wecaning practices arc gencerally associated with age at weaning, although, pregnancy is oficn a reason
for weaning a child before two years of age. Reasons for weaning in carly infancy arc usually involuntary,
namcly, that the child refused, or the mother became pregnant, or the mother had no milk or insufficient milk.
Inlater infancy, and for children weaned at 12-17 months, the mother's pregnancy becomes the major factor
determining the time of weaning. For weaning al age 12-17 months, the primary reasons, aftcr mother’s
pregnancy, arc that the child is considered old enough to be weaned, or the mother has no milk orinsufficient
milk. Generally, mothers stop breastfceding when their children reach their sccond birthday and are
considered old enough to be weaned.

Onc of the primary mechanisms [or improving child survival is incrcasing the proportion of children
vaccinated against the major preventable childhood discases (tuberculosis, diphtheria, whooping cough,
tctanus, polio, and measics). Ovcerall, 3 in 5 children under five ycars receive at least one vaccination against
childhood illness. Two in 5 children have completed the primary schedule of immunization and are fully
immunized. Urban mothets, educated mothers, and mothers living in the southern and castern governorates
are morc likely to have their children vaccinated than less-educated mothers and thosc residing in rural arcas
or in the northern and western govemorates.

The YDMCHS results indicate that a substantial proportion of mothers not only fail 1o have their
children fully vaceinated, but also do not have them vaccinated at the recommended ages, which greatly
diminishes the cffectivencss of the vaceination. Distance to place of vaccination, lack of awarcness of the
nced for vaccination, or belicf that a child is too young for vaccination are the main rcasons reporled for 6
of 10 children who cither were not vaccinated at all or had not completed the full vaccination schedule. Rural
women and women residing in the northem and western governorates gave, as one of the main reasons for
not (fully) vaceinating their children, that the place of vaccination was too lar away, while urban women or
women living in the southcm and castern govemorates said that the child was oo young for vaccination, The
rcasons cited for inadequate vaccinations pinpeint two deficiencics in the health system: (1) not having
accessible health facilitics (and not conducting special vaccination campaigns), and (2) not cducating people
about the need for vaccinations cven for very young children. The need for vaccination of children can be
impressed on mothers during the ANC visits, at the time of delivery, or when other contacts are made with
health personnel. Similarly, the need to spacc births and the importance of ANC and tetanus loxoid
vaccination during the next pregnancy can be emphasized at the time the mothers bring their children for
vaccination,

Higherlevels of morbidity reflect poor health and imply greater risk of dying. Diarrheal discascs are
among the lcading causcs of infant and childhood dcaths in Yemen. Ovcrall, 17 percent of children under
age [ive were reporied to have had an episode of diarrhea in the 24 hours belore the interview, while 34
percent had diarrhea during the two weceks preceding the survey. One in 2 children who had a diarrheal
cpisode was reporicd by the mother (or other person who was the respondent [or the Child’s Questionnaire)
1o have a severe casc of diarrhca. In the northern and wesiern govemorate the prevalence rate of diarthea is
three times that in the southem and castcm governorates.
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Use of oral rehydration salt (ORS) for treatment of diarrhea depends on the mother’s recognition of
the severity of the illness, her knowledge of ORS and its sources of supply, and her skills and motivation for
its effective use. Around 6 of 10 mothers have heard of ORS; higher levels of knowledge is reporied among
urban and educated respondents and respondents residing in the southern and eastern governorates than
among rural and uneducated mothers and those residing in the northern and western governorates. About half
of the respondents who had heard of ORS mentioned private pharmacies as a source for ORS packets while
2 in 5 reporied public health facilitics as a source. Respondents residing in the southcrn and castern
governorales were much more aware of public health facilities as a source for ORS than women residing in
the northern and wcestern governorates.  Although there is general awarencss of ORS, and a substantial
proportion of respondents have had expericnce preparing the solution, only 1 in 4 mothers used it as a
treatment during the last cpisode of their child's diarrhea. Six in 10 children rcccived neither ORS nor
medical advice. For thosc children for whom no outside advice was sought, it was mainly because no health
facilitics were available, or the child’s illness was perceived as mild, or the mothers were busy.

Respiratory ilinesses arc another important public health problem which affccts child survival.
During the two weeks prior to the intervicw, half of the children expericnced a cough. About half of the
children who had a cough also had difficult breathing. The percentage of children experiencing cough is
higher in rural arcas and in the northern and western governorates than in urban arcas and in the southern and
eastern governorates. Almost 1 in 2 mothers reported that their children did not receive any treatment for
cough, and when they did, cough mixture was the preferred treatment; only a small proportion were treated
with antibiotics.

Mcasles is one of the leading causes of death among young children in Yemen. The YDMCHS
findings indicate that among living children under five years of age 15 percent are reported to have had
mcasles. A similar pattcrn was observed by place of residence and mother’s cducation. While vaccination
programs have achicved some success and the majority of children have been vaccinated against measles,
these programs have not yet been able to achieve the results that they had hoped for. To be effective, measles
vaccination should be administered before a child’s first bithday. An investigation should be madc of the
reasons for the low lcvel of reporied measles in Yemen. The low level of measles vaccination may have
resulied because pcople in some areas of the country are not inclined to immunize their children, or
vaccination services arc not provided therce in a regular manner, or both.

Almost half of children under five had fever in the two weeks preceding the intcrview. Diffcrentials
are similar 1o those obscrved in diartheal and cough infections. Only 6 in 10 respondcnts stated that some
medication was given for fever, usually aspirin,

Studies have shown that carly age at marriage, and the subsequent tccnage pregnancies, negatively
affect child health and result in higher infant and child mortality. Almost all Yemeni womcn marry during
their lifetime. Consanguincous marriage is quite common in Yemen: among ever-marricd women 15-49,
almost 2 in 5 reporicd having a blood relationship with their husbands. About 6 percent of currently married
women lived in a polygynous union (i.c., marricd to a man who has morc than one wife).

Ovcrall, among all women 15-49 years, about 1 in 4 have ncver bech married, 72 percent arc
currently married, 2 percent arc widowed, and another 2 percent divorced or scparated. Ninc of 10 women
in Yemen have been married only once. The proportion who have been marricd more than once incrcases
with age, from 5 pereent among women age 20-24, to 20 pereent among women who arc in their fortics.

Young age at marriage tcnds to lcad o young age at first birth. Births at a young age contributc to

ill health and dcath in children. Over the last thirty years, there has been some decline in early marriage in
Ycmen. While the median age at marriage for women 30-49 years is 15.7 years, it has increascd for women
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age 25-29 (16.2 ycars). The YDMCHS results also indicatc that half of women age 20-24 now marry after
age 18, i.e., more than two years later than the national average. No urban-rural differentials are observed
for median age at marriage.

Level of education plays an important role in determining woman's age at first marriage. Increasing
cducational opportunitics for women will contribute to the decline in carly marriage and to the upward trend
in age at first marriage.

High parity and short birth intervals arc known to influence child health and survival. The average
number of children cver bom for all currently married women in Yemen is very high (4.9 children), and
excceds 8 for those age 45-49. Thesc results reflect a high level of fertility in Yemen. Less than 2 percent
of currently marricd women age 40-49 are childless. Among women age 30-34 years, the average number
of children was 5.5, while women age 35-39 reported an average of 6.9 children, One-fourth of women age
40-44 and onc-third of those age 45-49 have given birth to 10 or more children.

Women and children are at greater risk of sickness and death duc to the complications of pregnancy
and delivery if the pregnancy occurs among women under the age of 20 or over the age of 35. Among all
women, more than 1in 7 age 15-19 have begun childbearing, Fifty percent of Yemeni women age 25-49
have had their first birth before age 20. The incidence of very early childbearing might have increased
slightly overtime. The median age at first birth decreased (rom almost 23 ycars for women age 45-49 10 20
years for women under 35 years of age. Onc-half of women aged 25-34 gave birth to their first child before
age 20, whilc onc-third of women aged 40-44 gave birth to their first child before their twenticth birthday.
In addition, onc-fifth of 19 ycar old women have alrcady had two children. The high proportion of births
among the youngest and oldest age cohorts indicates that a scrious health and social problem exists and necds
o be addressed.

The total fertility ratc (TFR) for Yemen is 7.7. Differentials in fenility by place of residence and
level of education arc notable. The TFR for urban areas and the southern and castern govermorates is about
5.5 births, compared 1o 8.2 for rural arcas and the northern and western governorates. [llitcrale women have
a much higher TFR (8.1) than women with primary cducation (5.7) or women with more than primary
cducation (3.5).

Current fertility, measured by the proportion of women reporting a current pregnancy, indicates that
at the time of the survey this proportion was 18 percent of currently marriecd women and 13 percent of all
women, Dilferentials by place of residence or geographic region arc obscrved. Urban-rural differentials by
age show an intcresting patiern; in urban arcas women under age 25 report much higher pregnancy rates than
rural women, but rural women have higher proportion currently pregnant among women 25 and over.
Women residing in the northern and westemn govemorates reported higher pregnancy rates (19 percent) than
women residing in the southern and castern govemnorales (15 percent). The proportion of currently married
women reporting a pregnancy shows no pattern by the number of children; however, high pregnancy rates
arc obscrved among women with at least five surviving children. Pregnancy and births to these women
increase the risks to life and health of both mother and child and should be avoided or at least minimized.

Ovecrall, onc-half of currently married women in Yemen wanted to have more children, Only 1 in
3 women wantced io ceasc childbearing. While the proportion of women desiring more children decreased
stcadily with the increasc in the number of living children, about one-fourth of women with six living children
or in the age group 40-44 still want to have more children. One-third of women in rural arcas do not want
any more children, compared to almost onc-half of urban women. No significant diffcrences are detected
between women residing in the northem and westem govemorates and those residing in the southern and
castem govemoraies, or by cducational level.
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The ideal family size in Yemen is 5.4 children. Differences by mother’s level of cducation are
substantial, compared to urban-rural and regional diffcrentials. Women with primary or higher education
desire, on average, 3.8 children, while illiteratc women desire 5.6 children, or almost two children more.
Husband’s ideal family size, as perecived by the wile, was even larger than the wile’s ideal family size (6.4
children).

The preferred type of family composition is the balanced-gender lamily—i.c., equal numbers of boys
and girls—although there are some indications of son prefcrence. For Yemeni familics with balanced sex
composition or with no children, there is almost no gender prefcrence.

Knowledge of fenility regulation in is not widespread in Yemen. Only 60 percent of currently
marricd women have heard of at lcast one method of family planning. The most widely known method is
the pill, which was known by more than half, followed by the JUD, injection (one-third), and female
sterilization {onec-fourth), Differentials by place of residence and region and level of education were quite
substantial. Younger women, cducated women, and womncen living in urban arcas and in the southern and
eastern governorates reporiced higher levels of knowledge of family planning.

Nonuse of family planning, which results in higher paritics and shorter birth intervals, affects child
survival. The level of contraceptive usc is very low in Yemen. Aboul one-fifth of all ever-married women
have cver used at lcast one method Lo regulate their fertility; only 13 percent have ever used a modem
mcthod. However, the survey results indicate that once women decide to adopt contraception, they do so at
a lairly carly stage in the family building process. Almost onc-fourth of all cver-uscrs began using
contraccption when they had only one child. This carly use of contraception is probably for purposcs of
spacing rather than for stopping childbcaring; halfof cver-users mentioned spacing as the reason for first use.

The percentage of current uscrs of family planning (including prolonged breasticeding) among all
currently married women is 10 percent; excluding breastfceding it is 7 percent. However, because ol the
rclatively commeon usc of traditional methods compared to modern methods, current usce of modem mcethods
is only about 6 percent. Contraceplive usc varics substantially by sociocconomic variables. Current usc of
any mcthod, for cxample, is 28 percent among urban womcn and 39 pereent among women with more than
primary cducation.

Only onc-fourth of women, or just halfof those who have heard of any modem method, know where
10 go to get a family planning method. The public scctor, including nongovernmental organizations, is a
major provider of family planning in Yemen. It provides methods o 6 of 10 users of modem methods.
Pharmacics arc the major source of contraceptive methods, providing moderm methods o one-fourth of those
who want 1o regulate their fertility.

There are many obstacles Lo the usc of family planning in Yemen, the most imponant of which is that
most women do not plan 1o cver use a method. Only 16 percent of currently marricd women who arc not
currcntly using any method intend to use a method in the future. Among nonuscrs, almost half reported that
their method of choice is the pill, while 1in 7 preferred cither injection or the IUD. The main reasons given
for nonuse arc: lack of knowledge (onc-fourth), disapproval of husbands (16 percent}, religious prohibition
(15 pereent), and fear of side effcets (10 percent). Religious prohibition was mentioned more often by older
women, while disapproval of husbands was mentioncd more oftcn by younger women.

Family planning cfforts should initially be direcied at identifying those wommen who want no more
children, in order 1o assist them in realizing their desired Tamily size (which may be well below the actual
numbcr), for the welfare of the child, the mother, and the family and community. Simultancously,
information and cducational cfforts should be dirccted at changing misconceptions about and ncgative
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attitudes toward family planning and to vigorously promote child spacing as a means of increasing child
survival and reducing matermal monrality.

II. POLICY RECOMMENDATIONS

In mid-1990, the population of Yemen was estimated at 11.3 million, based on a crude birth rate of
about 54 per thousand and a crude death rate of 23 per thousand. The annual rate of growth is high,
approaching 3.1 percent, and has resulted in an age structure in which 52 percent of the population is below
15 years of age. The resulting dependency ratio is abovc one. An increasing proportion of the population
lives in urban areas, such that the urban-rural ratio is about 1:4.

Low levels of social and economic conditions constitute an important dimension of the health and
demographic setting in Yemen. These characteristics, in terms of health, nutrition, illiteracy, education, life
expectancy, and the status of women, have been associated with low rates of l1abor productivity and, hence,
with only moderate rates of socioeconomic development. Most recent estimates indicate that (1) infant
mortality rate is about 130 deaths per 1,000 live births, (2) literacy rates are only 49 percent for males and
only 8 percent for females, (3) dependency ratio is 126, (4) matermnal mortality rate is in the range 800-1,000
deaths per 100,000 females, and (5) life expectancy is very low (46 ycars for males and 47 years for females).

In Light of the findings from the YDMCHS and the socioeconomic backdrop, some policy
recommendations are discussed below. One of the major objectives of the YDMCHS was to provide planners
and policymakers with a comprehensive set of data suitable for designing strategies and policies for dealing
with the social and health status of the mother and child,

The preceding review points to three main areas of concem. First, there is an urgent need to adopt
strategies that will help to reduce the level of infant and child morality. Greater cffort should be made and
programs designed to achieve the United Nations target of an under-five mortality rate of 70 deaths per 1,000
live births by the year 2000. Second, efforts should be targeted toward improving matemal and reproductive
health. An 11 percent pregnancy rale among the high risk group of young women (i.e., those age under 20
years) and a high proportion of pregnancy wastage should be avoided or at least minimized. Third, policies
and programs should be designed to alter the motivation for large familics for the sake of mothers’ and
children’s health and well-being. More specifically, the following stralegies are recommended.

1. Sanitary and environmental condilions inside houses or in ncighboring communitics should
be improved. Unhealthy sources of drinking water, presence of farm animals in the home,
and other conditions within the house or in the surrounding environment are associated with
infant and child mortality.

2. A coherent information, cducation, and communication campaign should be developed to
inform parents about the need for vaccination and the vaccination schedule against childhood
diseases.

3. Health facilities should be more accessible Lo people, cspecially those residing in rural areas.

Distance, cost, and/or unavailability of services arc cited repeatedty by the Yemeni mothers,
particularly in these two areas in which majority of the total population reside.

4. The essential elements of obstetrical care should be available at the first referral level for
better maternal and child health and survival. These clements should include surgical
obstetrics, ancsthesia, medical treatment, blood replacement, management of women at high
risk, family planning support, and nconatal care.
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10.

11.

12.

13.

14.

Regular medical checkups and receiving letanus toxoid vaccinations during pregnancy
should be advocated. In addition, a referral system is nceded to treat and supervise those
high risk prcgnancics which are detected by regular checkups.

Public hecalth programs aimed at reducing child morality should be coordinated with
intensive effons to educate parcnts on the family size implications of these programs.
Morcover, family planning cfforts could be especially productive if coordinated orintcgrated
with programs which strive 10 reduce child montality.

Fentility rcgulation for spacing purposcs should be encouraged. Emphasis on encouraging
women to increasc the interval between desired births would contribuie to health benefits {or
the child and the mother and consequently, to reduced infani, child, and maternal monality
lcvels.

With the implementation of a referral system [or high risk pregnancics, specialized training
programs for dayas and midwives in ficlds related to delivery and fertility regulation should
be promoted.

Attention should be focuscd on the demographic variables associated with the shoriening of
the reproductive life span, such as age at first marriage and maternal age at first and last
birth. With high proportions of women marrying before reaching their fificenth birthday and
still perceiving that their daughters marry at an carly age, a legal age at marriage decree
would be appropriate. Information regarding the health hazards of having births at very
young (under 20 years) or very old (above 35 years) to both the mother and the child should
be madc available to all couples in reproductive age groups.

Fertility regulation cfforts should focus on developing the preconditions for family planning
by providing basic health carc (0 reduce child mortality, augmenting basic cducation
programs, and cstablishing strong informative campaigns aimed at increasing knowledge of
and shifting attitudes toward fenility regulation.

With regard to promotion of family planning cfforts, priority should be given to women in
immediaic necd of contraceplive scrvices, i.c., those who do not want any more children and
arc not currcnily using any mcthod. Specifically, among women in the high risk group,
cither thosc age 35-49 or those with at teast five living children, one-third cited that they do
not want more children; they should be key targets of family planning cfforts, since
climinating unwanicd childbearing among this group would result in reducing completed
feniility in Ycmen. Family planning mcssages should emphasize the health benclits of
contraceptive use for mothers and their children.

With regard 10 target populations for family planning campaigns, cmphasis should be given
cspecially to women living in rural areas and to women at low cducational levels.

Emphasis should continuc 1o be placed on the health benefits of traditional practices such
as high prevalence and long durations of breastfeeding and postpartum ahstinence.

An educational policy which is designed 1o increasc cnrollment rates among the female
population, cspecially in primary and preparatory schools, should be of great imponance.
Educated Yemeni women are characterized by favorablc fentility attitudes and behavior, and
by betier health for the mother and child.
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SAMPLE DESIGN

The YDMCHS-1991/92 is based on a national sample design in order to provide independent
estimates with acceptable precision for important population characteristics for the following major domains:
two regions, the northem and western governorates, and the southern and eastern governoraies; urban and
rural areas (each as a separate domain) and the total country of the Republic of Yemen.

Yemen is divided into 17 governorates, 11 in the northemn and western region and 6 in the southemn
and eastern region. The YDMCHS-1991/92 was carried out in the whole country. The only population
excluded from the survey was the nomadic population located in the southern and westertt governorates. The
nomadic population accounts for only 5 percent in that region and a much smaller proportion of the total
population of Yemen.

The population covered by the YDMCHS-1991/92 was the universe of all ever-married women age
15-54, and all children under five living in houscholds. The initial target sample was 12,000 housecholds for
the Household Questionnaire; in half of the households cligible women were to be interviewed and
information was to be collected on children under five in the household.

The target sample was initially allocated among governorates in proportion to their size, but in order
to provide a minimum number of selected units to have reliable results by each combination of region and
residence the sample design was modificd.

In selecting the YDMCHS-1991/92 sample, the 1986 population census in the northern and westemn
governorates and the 1988 population census in the southemn and eastern governorates were combined to
construct the basic sample frame for this survey. In the northern and western governorates, the lowest
geographic area having basic information on houscholds and population is enumeration blocks in urban areas,
and ozzlahs (combination of villages) in rural areas. In the southern and easiern govemorates, it is the
enumeration area both in urban and rural areas.

Enumeration blocks and ozzlahs in the northern and western governorates and enumeration arcas in
the southern and eastern governorales were assigned a measure of size (one measure cqual to 100 houscholds)
to facilitate selcction at the first stage with probability proportional to size (PPS). The sampling units, which
were stratified by urban and rural arcas in cach region and govemorate, were arranged in geographical order
in cach combination. The final sample is a two-stage sample design; in the first stage a total of 258 clusters
were selected, 84 in urban and 174 in rural areas. A total of 178 were sclected in the northern and western
governorates and 80 in the southern and castern governorates, under constraint of having about 40 clusters
per domain (region by area of residence).

The sclection probability for each cluster in cach urban and rural arca of a given govemorate can be
cxpressed as

P(i-th cluster) = (aM,/ Z, M)
where

a is the number of clusters sclected in a given arca (urban/rural by governorate)
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M, is the measure of size assigned to i-th cluster
X, M; isthe sum of measures of size in the given arca.

In each selected sampling area a complete houschold listing was implemented. Since there was no
significant variation between the data provided by the listing and the census figures, a fixed number (40) of
households were selected in cach urban cluster and 60 in each rural cluster in the second sampling stage. For
each selected address, a houschold questionnaire was administered, and in half (an average of 20 for each
urban area and 30 for each rural cluster), cligible women were interviewed and information on children under
five was coliecied.

The houschold selection probability was simplified as
P(househald | i-th cluster) = b/ 100*M,

Since this is not a sclf-weighting sample design, sample weights have been calculated for each
cluster. All tabulations presented in this repont are bascd on the weighted data.

A total of 6,404 of the 6,851 houscholds sclected for only the houschold interview were completed.
A total of 6,432 of 6,461 houscholds were completed where the Women's Questionnaire and the Child's
Questionnaire were to be administered. A total of 6,010 016,511 ever-marricd women age 15-54 and 5,687
of 6,150 cligible women 15-49 were successfully interviewed. Questionnaires for a total of 6,715 children
under five of the 7,022 cligible children were completed. Table B.1 provides the results of sample
implemcntation for houscholds and eligible women 15-49 according 1o urban-rural residence and region.
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Table B.]1 Sample implementation

Percent distribution of households and eligible women by results of the
interview, and houschold response rates, eligible woman response rates,
and overall response rates, according to sample domain and urban-rural
residence, Yemen 1991792

Residence Region

Nonh./ South./
Result Urban Rural West. East. Toual

Selected houscholds
Complcted (C) 923 94.0 93.8 93.2 93.6
Houschold present but
no competent respondent

at home (P) 0.4 0.1 0.2 0.2 0.2
Postponed 0.1 0.0 0.0 0.0 0.0
Refused (R) 0.3 0.3 0.3 0.2 0.3
Dwelling not found {DNF) 0.2 0.2 0.2 0.3 0.2
Dwelling vacant (DV) 4.7 31 12 4.1 35
Dwelling deswoyed (DD) 0.0 0.0 0.0 0.0 0.0
Other (O) 2.0 22 22 2.0 22
Total percent 100.0 1000 1000 100.0 100.0
Number 3333 10379 9708 4004 13712
Houschold response
rate (HRR)' 99.0 99.3 99.2 99.2 0992
Eligible women
Complcted (EWC) 92.7 92.4 93.4 90.3 62,5
Not at home (EWNI) 3.4 36 KR 4.5 is
Postponed (EWP) 0.1 0.1 0.1 0.2 0.1
Refused (EWR) 0.3 0.4 0.4 0.4 0.4
Partly completed (EWIPC) 0.4 0.2 0.3 0.1 0.2
Other (EWO) a2 33 2.7 4.6 33
Total Percent 100.0 100.0 100.0 100.0 100.0
Number 1568 4582 4293 1857 6150

Eligible woman response
rate (EWRR)? 92.7 92.4 93.4 90.3 92.5

Overall responsc
rate {ORR)? 917 918 927 896 918

Note: The household response raie is calculated for completed houscholds as a
proportion of complcted, no competent respondent, postponed, refused,
dwelling not found and houschold absent, The cligible woman response rate is
calculated for completed interviews as a proportion of completed, not at home,
postponed, refused, partally completed and “other.” The overall response rate
is the product of the houschold and woman response rales,

1Using the number of houscholds falling into specific response catcgorics, the
houschold response rate (ITRR) is caleulated as:

C
C+1P+P+R+DNIF

2Using the number of eligible women [alling into specific response categorics,
the eligible woman response tate (EWRR) is calculated as:
LEWC

EWC + EWNI + EWP + EWR + EWPC + EWO

*Fhe overall response rate {ORR) is calculated as:

ORR = HRR * EWRR
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APPENDIX C

ESTIMATES OF SAMPLING ERRORS

The results from sample surveys are affccied by two types of errors, nonsampling crror and sampling
error. Nonsampling error is duc Lo mistakes made in carrying out field activitics, such as failure 1o locate and
interview the correct houschold, errors in the way the questions arc asked, misundcerstanding on the part of
either the interviewer or the respondent, data entry errors, etc. Although efforts were made during the design
and implementation of thc YDMCHS o minimize this type of crror, nonsampling crrors are impossible to
avoid and difficult to evaluate statistically

Sampling errors, on the other hand, can be measured statistically. The sample of women selected in
thc YDMCHS is only one of many samples that could have been selected from the same population, using
the same design and expected size. Each onc would have yiclded results that differed somewhat from the
actual sample sclected. The sampling error is a measure of the variability between all possible samples;
although it is not known cxactly, it can be estimated from the survey resulls.

Sampling error is usually measurced in terms of standard error of a particular slatistic (mean,
percentage, elc.), which is the square root of the variance. The standard crror can be used to calculate
conflidence intervals within which onc can reasonably be assumed that, aparnt from nonsampling crrors, the
truc value of the variable for the whole population falls. For example, for any given statistic calculated from
a sample survey, the value of that same statistic as measured in 95 percent of all possible samples with the
same design (and cxpected size) will fall within a range of plus or minus two times the standard error of that
statistic.

If the sample of women had been sclected as a simple random sample, it would have been possible
lo usc straightforward formulas for calculating sampling crrors. However, the YDMCHS samplc design
depended on stratification, stages and clusters. Consequently, il was necessary to utilize more complex
formulas. The compuicr package CLUSTERS, developed by the International Statistical Institute for the
World Fertility Survey, was used to assist in computing the sampling crrors with the proper statistical
methodology.

The CLUSTERS program treats any percentage or average as a ratio estimate, r = y/x, where y
rcpresents 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 crror being the square root of the variance:

1f ¥
12 k=1

var(r)

m at, ZZ
A E z:i__i
mh*l =1 mh

in which

Zy = Yy rxy,and z, = y,-r.x,
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where h represents the stratum which varies from 1 to H,

m, is the total number of EAs selected in the h™ stratum,

Yo is the sum of the values of variable y in EA i in the h™ stratum,

Xy is the sum of the number of cases (women) in EA i in the h™ stratum, and

f is the overall sampling fraction, which is so small that CLUSTERS ignores it.

In addition to the standard errors, CLUSTERS compules the design effect (DEFT) for each estimate,
which is defined as the ratio between the standard crror 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
compules the relative error and confidence limits for the estimates.

In addition to the standard errors, CLUSTERS program also computes the design effect (DEFT) for
cach estimate, which is defined as the ratio between the standard crror 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; 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.

Sampling crrors are presented in Tables C.2-C.6 for variables considered to be of major interest.
Results are presented for the whole country, for the each separated urban and rural area, for the Northern and
Weslem governorates region and for the Southern and Eastermn govemoraltes region, as well as for the three
major groups age only ever married women. For cach variable, the type of statistic {mcan or proportion) and
the base population are givenin Table C.1. Foreach variable, Tables C.2-C.6 present the value of the statistic
(R), its standard error (SE), the number of unweighted (N) and weighted cases (WN), the design cffect
(DEFT), the relative standard crror (SE/R), and the 95 percent confidence Himits (R12SE).

The confidence limits have the following interpretation. For the mean number of children cver bom
(EVB), the overall average from the sample is 4.942 and its standard error is .056 Therefore, to obtain the
95 pereent confidence limits, one adds and subtracts twice the standard error to the sample estimate, i.e.,
4.942 + (2 x 0.056), which means that there is a high probability (95 percent) that the true average number
of children ever bom is between 4.829 and 5.055.

The relative standard error for most estimates for the country as a whole is small, except for estimales
of very small proportions. The magnitude of the error increases as estimates for subpopulations such as
geographical arcas are considered. For the variable EVB, for instance, the relative standard crror (as 2
percentage of the estimated mean) for the whole country and its two regional division is 1.1 pereent, 1.3
percent, and 2.2 percent, respectively.
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Table C.1 List of selected variables for sampling errors, Yemen 1991/92

Variable Type Description Base population

URBRUR Urban Proportion Ever-married women 15-49

ILLIT Iliterale Proportion Ever-married women 15-49

PRICOM Completed primary Proportion Ever-married women 15-49

CURMAR Currently married Proportion Ever-married women 15-49

PREG Currently pregnant Propertion Currently married women 15-49

EVB Children ever born Mean Currently married women 15-49

EV4049 Children ever born to women 40-49 Mean Currently married women aged 40-49

SURY Children surviving Mean Currently married women 15-49

KMETHO Know any contraceptive method Proportion Currently married women 15-49

KSRCE Know any source of method Proportion Currently married women 15-49

KMDMET Know modern contraceptive method Proportion Currently married women 15-49

EVUSE Ever used any method Praportion Currently marricd women 15-49

CUSE Currently using any method Proportion Currently married women 15-49

CUMODE Currently using a modern method Proportion Currently married women 15-49

PSOURC Using public scctor source Proportion Currently marricd women 15-49 using
modern methods

NOMORE Want no more children Proportion Currently marricd women 15-49

IDEAL Ideal number of children Mean Currently married women 15-49 giving
numeric responses

TETANU Mother received tetanus injection Proportion Births in last five years

ANTENA Had antenatal checkup Proportion Births in last five years

MDCARE Received medical care al birth Proportion Births in last five ycars

DIARRH Had diarrhea in last 2 wecks Proportion Children under [ive

ORSTRE Treated with ORS packets Proportion Children under 5 with diarrhea in last 2 wecks

MEDTRE Consulted a medical lacility Proportion Children under 5 with diarrhea in last 2 weeks

VCARD Vaccination card scen Proportion Children under [five

BCG Received BCG vaccination Proportion Children under [ive

VCARD23 Vaccination card seen Proportion Children 12-23 months

BCG23 Received BCG vaccination Proportion Children 12-23 months

DPT3 Received third DPT vaccination Proportion Children 12-23 months

MEASLE Received measles vaccination Proportion Children 12-23 months

FULLVYAC Received BCG, measles and three Proportion Children 12-23 months

doses of polie and DPT
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Table C.2 Sampling crrors - Entire sample, Yemen 1991/92

Number of cases

Standard Design  Relative Conlidence limits
Value error  Unweighied Weighted  effect errot

Variable (R} (SE) Ny (WN) (DEFT)  (SE/R) R-28E R+28E
URBRUR .185 .005 5687 5687 1.037 029 175 .196
ILLIT .893 .006 5687 5687 1.456 .007 .881 905
PRICOM 056 .004 5687 5687 1.206 066 .048 063
CURMAR 942 004 5687 5687 1.235 004 934 949
PREG 184 006 5336 5356 1.193 034 172 197
EVB 4.942 056 5336 5356 1.207 011 4.829 5.055
EV4049 7971 N 1073 1091 1.155 014 7.749 8.193
SURV 4.088 049 5336 5356 1.270 012 3.990 4.185
KMETHO 602 010 5336 5356 1.497 017 .582 .622
KSRCE 270 009 5336 5356 1.512 034 251 .288
KMDMET 532 .009 5336 5356 1.371 018 513 550
EVUSE .198 .008 5336 5356 1.520 042 181 214
CUSE .097 005 5336 5356 1.338 .056 .086 .107
CUMODE 061 004 5336 5356 1.376 074 052 .070
PSOURC 567 032 417 325 1.305 .056 504 631
NOMORE 350 .008 5336 5356 1.238 .023 334 366
IDEAL 5.427 071 3795 3835 1.400 .013 5.286 5.569
TETANU 155 006 7136 1421 1.277 042 142 167
ANTENA .261 010 7136 7421 1.605 .040 .240 281
MDCARE 159 008 7136 7421 1.48% .050 143 175
DIARRH 344 .009 6715 6715 1.535 .026 326 362
ORSTRE 276 015 2090 31 1.584 056 245 307
MEDTRE 333 .016 2090 231 1.580 .049 301 366
VCARD 218 011 6715 6715 2.190 051 196 .240
BCG 591 014 6715 6715 2.305 .023 .563 619
VCARD23 270 016 1255 1256 1.294 060 237 302
BCG23 604 017 1255 1256 1.253 028 569 .638
DPT3 473 018 1255 1256 1.270 .038 437 508
MEASLE S15 018 1255 1256 1.277 035 479 551
FULLVAC 450 018 1255 1256 1.280 .040 414 .486
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Table C.3 Sampling errors - Urban arca, Yemcen 1991/92

Number of cascs

Siandard Design  Relative Confidence limits
Value error  Unweighted Weighted  effect error

Variable (R) (SE) (N) (WN) (DEFT)  (SE/R) R-28SE R+2SE
URBRUR 1.000 .000 1453 1055 .000 .000 1.000 1.000
ILLIT .663 016 1453 1055 1.260 024 632 694
PRICOM .148 012 1453 1055 1.242 078 125 A7
CURMAR .802 .010 1453 1055 1.323 011 882 923
PREG 165 013 1315 951 1.280 079 139 191
EVB 4.925 096 1315 951 964 019 4733 5.117
EV4049 8.138 216 244 172 929 027 7.705 8.571
SURY 4.179 .084 1315 951 1.021 020 4.010 4.347
KMETHO 888 015 1315 951 1.758 017 858 919
KSRCE 673 .024 1315 951 1.829 035 626 121
KMDMET 862 015 1315 951 1.579 017 832 .892
EVUSE 518 018 1315 951 1.315 035 482 555
CUSE .282 016 1315 951 1.323 058 249 315
CUMODE .188 014 1315 951 1.329 076 159 216
PSOURC 566 037 279 178 1.246 065 491 .640
NOMORE 441 8 1315 951 1.319 041 405 477
IDEAL 4.388 .149 975 701 1.586 034 4.090 4.687
TETANU 339 018 1569 1200 1.283 054 302 375
ANTENA ST .029 1569 1200 1.821 050 514 629
MDCARE 462 .024 1569 1200 1.507 052 414 510
DIARRH .263 03 1474 1113 1.118 049 .237 289
ORSTRE 457 040 341 293 1.482 .088 377 .537
MEDTRE 583 .030 341 293 1.125 052 .522 .643
VCARD 417 028 1474 1113 2.211 068 360 474
BCG .813 016 1474 1113 1.608 020 180 .845
VCARD23 519 043 298 220 1.484 .083 433 605
BCG23 .859 023 298 220 1.161 027 812 906
DPT3 165 031 208 220 1.270 041 02 .827
MEASLE 778 033 298 220 1.349 042 .73 .B43
FULLVAC 25 032 298 220 1.229 044 661 189
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Table C.4 Sampling errors - Rural arca, Yemen 1991/92

Number of cases

Standard Design  Relative Conlidence limils
Value error  Unweighted Weighted — effect error

Variable (R) (SE) {N) (WN) (DEFT) (SE/R) R-2SE R+2SE
URBRUR 000 000 4234 4633 .000 000 000 000
ILLIT .945 .006 4234 4633 1.773 007 933 957
PRICOM 035 003 4234 4633 1.244 A01 028 042
CURMAR 951 .004 4234 4633 1.226 004 .943 959
PREG 188 .007 4021 4404 1.161 038 174 203
EVB 4.946 065 4021 4404 1.230 013 4.815 5.076
EV4049 7.940 125 829 919 1.187 016 7.689 8.190
SURV 4.068 056 4021 4404 1.292 014 3.955 4.181
KMETHO .540 012 4021 4404 1.488 022 516 563
KSRCE 83 010 4021 4404 1.672 056 162 203
KMDMET 460 01 4021 4404 1.385 024 439 482
EVUSE 129 009 4021 4404 1.736 071 110 147
CUSE 057 {005 4021 4404 1.492 096 046 067
CUMODE 033 004 4021 4404 1.522 129 025 042
PSOURC 569 054 138 147 1.272 094 462 677
NOMORE 330 009 4021 4404 1.216 027 312 348
IDEAL 5.660 081 2820 3134 1.378 014 5.498 5.821
TETANU 119 .006 5567 6220 1.238 053 A07 A32
ANTENA 20 011 5567 6220 1.671 055 179 223
MDCARE 00 008 5567 6220 1.685 082 .084 A17
DIARRH 360 .010 5241 5602 1.561 029 340 81
ORSTRE 249 017 1749 2018 1.637 068 215 283
MEDTRE 297 018 1749 2018 1.642 060 261 333
VCARD 178 012 5241 5602 2.295 .068 154 202
BCG 547 .016 5241 5602 2.361 030 515 579
VCARD23 217 .018 957 1036 1.330 082 181 252
RCG23 550 021 957 1036 1.281 038 .508 591
DPT3 410 .021 957 1036 1.306 051 369 452
MEASLE 459 021 957 1036 1.287 045 418 500
FULLVAC 391 021 957 1036 1.315 053 350 433
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Table C.5 Sampling errors - Northem and western governorates region, Yemcn 1991/92

Number of cases

Standard Design  Relative Confidence limits
Value ecrror  Unweighted Weighted  effect error

Variable (R) (SE) (N) (WN) (DEFT)  (SE/R) R-2SE R+2SE
URBRUR 153 .006 4010 4708 1.051 039 141 165
ILLIT 935 .005 4010 4708 1.255 .005 926 945
PRICCM 040 .004 4010 4708 1.272 098 .033 048
CURMAR 947 .004 4010 4708 1.207 .005 938 955
PREG 192 .007 3799 4458 1.134 .038 177 206
EVB 5.102 065 3799 4458 1.173 013 4971 5.233
EV4049 8.131 123 763 906 1.084 015 7.886 8.376
SURV 4.179 056 3799 4458 1.239 013 4.067 4.292
KMETHO 573 011 3799 4458 1.376 019 .551 595
KSRCE 232 009 3799 4458 1.331 039 214 250
KMDMET 493 010 3799 4458 1.245 020 AT73 513
EVUSE 170 009 3799 4458 1.465 053 152 .188
CUSE .083 006 3799 4458 1.324 072 0N 094
CUMODE 051 005 3799 4458 1.376 097 041 060
PSOQURC 518 042 224 226 1.257 081 434 602
NOMORE 362 009 3799 4458 1.163 025 344 380
IDEAL 5.497 080 2745 3237 1.364 015 5.337 5.658
TETANU 119 006 5452 6423 1.253 .054 106 132
ANTENA .237 o 5452 6423 1.505 046 215 258
MDCARE 137 009 5452 6423 1.497 064 120 55
DIARRH .380 010 5094 5793 1.459 .026 360 400
ORSTRE 272 016 1895 2200 1.579 059 .240 305
MEDTRE 322 017 1895 2200 1.582 053 288 356
VCARD 195 012 5094 5793 2221 063 170 219
BCG 558 016 5094 5793 2.263 028 527 .590
VCARD23 234 018 957 1089 1.318 077 197 .270
BCG23 562 019 957 1089 1.206 034 523 601
DPT3 431 020 957 1089 1.234 046 392 471
MEASLE 475 020 957 1089 1.227 042 436 .515
FULLVAC 409 020 957 1089 1.242 048 370 449
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Table C.6 Sampling errors - Southemn and eastern govemnorates region, Yemen 1991/92

Number of cases

Standard Design Relative Confidence limits
Value emor  Unweighted Weighted  elfect crror

Variable (R) (SE) (N) (WN) (DEFT) (SE/R) R-25E R+2SE
URBRUR 342 014 1677 979 1.218 041 314 370
ILLIT .688 024 1677 979 2141 035 640 737
PRICOM 128 009 1677 979 1.152 073 108 147
CURMAR 917 009 1677 979 1.275 009 .899 934
PREG 147 01 1537 897 1.237 076 125 169
EVB 4.146 093 1537 897 1.126 022 3.960 4.332
EV4049 7.186 255 3lo 185 1.445 035 6.676 7.695
SURV 3.631 079 1537 897 1.112 022 3474 3.789
KMETHO 743 024 1537 897 2131 032 .695 790
KSRCE 458 030 1537 897 2378 066 398 519
KMDMET 724 025 1537 867 2150 034 675 J73
EVUSE 337 022 1537 897 1.809 .065 293 .380
CUSE 167 014 1537 897 1.455 083 139 195
CUMODE 111 012 1537 897 1.517 10 87 135
PSOURC 679 042 193 99 1.247 062 595 .763
NOMORE 291 018 1537 897 1.524 061 256 326
IDEAL 5.048 127 1050 598 1.258 025 4.794 5.302
TETANU 383 022 1684 998 1.500 056 340 426
ANTENA 415 032 1684 998 2.048 076 352 479
MDCARE 296 020 1684 998 1.410 067 .256 335
DIARRH 121 012 1621 923 1.5M 10 96 145
ORSTRE 340 41 195 111 1.198 120 259 422
MEDTRE 546 4] 195 111 1.141 075 465 628
VCARD 363 019 1621 923 1.551 051 326 400
BCG 796 019 1621 923 1.868 024 58 B33
VCARD23 505 .031 298 167 1.074 062 443 567
BCG23 874 025 298 167 1.306 (29 .824 924
DPT3 740 036 298 167 1.402 48 669 811
MEASLE a1 (038 208 167 1.568 49 695 848
FULLVAC 15 037 298 167 1.413 052 .641 189
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Table D.1 Houschold age distribution

Single-year age distribution of the de jure household population by sex (weighted), Yemen 199192

Males Females Males Females

Age Number Percent  Number  Percent Age Number Percent Number  Percent
0 821 39 812 38 36 108 0.5 112 0.5
1 701 33 654 3.0 37 73 0.3 108 0.5
2 767 3.6 765 35 38 119 0.6 136 0.6
3 774 3.6 644 3.0 39 90 04 93 0.4
4 625 2.9 651 3.0 40 487 23 396 1.8
5 863 4.1 923 43 41 84 0.4 58 03
6 872 4.1 806 3.7 42 94 0.4 123 0.6
7 949 4.5 951 44 43 48 0.2 66 03
8 849 4.0 812 38 44 48 0.2 56 03
9 706 33 698 2 45 401 1.9 338 1.6
10 940 4.4 794 3.7 46 46 0.2 59 03
11 614 29 561 2.6 47 51 0.2 55 03
12 804 38 725 34 48 56 03 64 03
13 632 3o 565 2.6 49 64 03 60 03
14 501 2.4 460 2.1 50 368 1.7 212 1.0
15 580 2.7 605 2.8 51 s 0.2 38 0.2
16 378 1.8 378 1.8 52 56 0.3 41 0.2
17 303 1.4 304 1.4 53 28 0.1 s 02
18 390 1.8 410 19 54 38 0.2 50 0.2
19 229 1.1 250 1.2 55 205 1.0 252 12
20 426 2.0 479 2.2 56 47 0.2 172 0.8
21 138 0.6 167 0.8 57 48 0.2 120 0.6
22 217 1.0 221 1.0 58 47 0.2 116 0.5
23 159 0.7 199 0.9 59 51 0.2 86 0.4
24 144 0.7 186 09 60 425 2.0 412 1.9
25 404 19 649 3.0 61 39 02 31 0.1
26 126 0.6 171 0.8 62 54 0.3 54 03
27 146 0.7 200 09 63 30 0.1 32 0.1
28 224 1.1 268 1.2 64 39 0.2 45 02
29 166 0.8 215 1.0 65 203 1.0 168 0.8
30 527 2.5 569 2.6 66 17 0.1 13 0.1
31 100 0.5 148 0.7 67 26 0.1 13 0.1
32 137 0.6 178 0.8 68 18 0.1 20 0.1
33 77 0.4 84 04 69 8 -- 16 0.1
34 89 0.4 114 0.5 70+ 800 38 649 30
35 477 22 574 2.7 Don’t know/

missing 53 0.2 62.0 03

Towal 21259 100.0 21549 100.0
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Table D.2 Age disiribution of eligible and interviewed women

Five-year age distribution of the de jure houschold population of women aged 10-54, five-year
age distribution of interviewed ever-marricd women aged 15-49, and percentage of cligible
women 15-49 who were interviewed (weighted), Yemen 1991/92

Household population Ever-married Interviewed
of women women women age 15-49  Percentage
interviewed
Age Number Percent Number  Percent  Number Percent  (weighted)
10-14 3104 - - - - - -
15-19 1947 24.1 473 7.8 427 7.6 90.4
20-24 1252 15.5 916 15.0 807 14.3 88.0
25-29 1503 18.6 1365 224 1286 22.8 94,2
3034 1092 13.5 1059 17.4 995 17.6 93.9
25-39 1024 12.7 1011 16.6 958 17.0 94.8
40-44 699 8.6 694 11.4 645 11.4 93.0
45-49 576 7.1 573 9.4 525 9.3 91.6
50-54 376 NC NC NC NC NC NC
15-49 8095 6091 - 5643 92.7

Note: Weights for all women, ever-married women and interviewed women are houschold

weights.

NC = Not counted
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Table D.3 Completeness of reporting

Percentage of observations missing information for selected demographic and health questions (weighted),

Yemen 199192

Percentage Number
missing of
Subject Reference group information cases
Birth date Births in last 15 years
Month only 24.4 22237
Month and year 0.7 22237
Age at death Deaths to births in last 15 years 7.0 3236
Age/date at first marriage' Ever-married women 15-49 1.0 5687
Respondent’s education Ever-married women 04 5687
Child’s size at birth Births in last 59 months 26.9 514
Diarrhea in last 2 wecks Living children age 0-59 months 13 6715

'Both year and age missing
ZChild not measured
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Table D.4 Births by calendar year since birth

Distribution of births by calendar years since birth for living (L), dead (D), and all (T) children, aceording to reporting
completeness, sex ratio at birth, and ratio of births by calendar year, Yemen 1991/92

Percentage with Sex ratio
Number of births  complete binh date’ at birth® Calendar ratio® Male Female

Year L D T L D T L D T L D T L D T L D T

91 1529 116 1646 98.9 89.5 983 1004 108.4 1009 241.5 1493 2314 766 61 827 763 56 819
90 1265 156 1421 986 876 974 1096 92.8 1076 859 1182 885 661 75 736 604 81 685
89 1417 148 1564 940 751 922 101.0 1232 1029 1083 951 1069 712 81 793 705 66 771
88 1350 154 1504 909 729 890 1183 1266 1191 1055 97.6 1046 731 86 818 618 68 687
87 1143 169 1312 902 710 878 996 863 97.8 712 825 718 S57T0 78 648 573 91 663
g6 1611 255 1866 829 73.0 815 928 1122 953 1233 1094 121.2 775 135 910 836 120 956
85 1471 298 1768 68.4 558 663 1063 965 1046 91.7 1234 958 758 146 904 713 151 864
84 1597 227 1824 646 69.1 652 999 1582 1057 111.4 80.0 1062 798 139 937 799 88 887

83 1396 270 1667 665 527 642 1097 1709 1176 - - 730 171 901 666 100 766
88-92* 5562 574 6136 957 80.8 943 1067 1119 1072 - - - 2871 303 3174 2691 271 2962
83-87 7218 1219 8437 739 633 724 1013 1216 1040 - - - 3632 669 4301 3586 550 4136
78-82 5510 1219 6729 650 622 645 1093 1205 1112 - - - 2878 666 3543 2633 553 3185
73-TT 2813 956 3769 646 622 640 1033 1066 104.1 - - - 1429 493 1923 1384 463 1847
<73 1823 904 2727 679 607 655 1079 121.3 1121 - - - 946 496 1441 877 408 1285
All* 22026 4872 27798 754 644 735 1052 117.0 1072 - - - 11755 2627 14382 11170 2245 13415

NA = Not applicable

'Both year and month of birth given

}(B,./B)*100, where B, and B; are the numbers of male and female births, respectively
3[2B,/(B, ,+B,,,)]* 100, where B, is the number of births in calendar year

*One case in 1992 is included but is not shown scparately.
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Tabic D.5 Reporting of age at death in days

Distribution of reporied deaths under | month of age by age at death in
days and the percentage of neonatal deaths reported to occur sl ages
0-6 days, for five-year periods of birth preceding the survey, Yemen

1991/92
Number of years preceding the survey

Age at death Total
(in days) 0-4 5-9 10-14 1519 0-19
<1 53 68 64 36 221
1 60 93 54 39 245
2 18 19 22 11 69
3 20 24 18 16 78
4 12 12 5 9 38
5 5 7 7 3 21
6 3 6 8 1 19
7 19 41 25 14 100
8 7 8 4 7 27
9 0 6 0 1 8
10 5 19 7 3 36
11 3 1 1 0 5
12 0 7 7 3 17
13 2 3 4 1 11
14 11 16 14 11 52
15 15 32 22 8 77
16 1 0 4 1 6
17 2 1 0 0 3
18 1 0 1 1 3
19 2 0 0 0 2
20 6 13 2 5 26
21 2 2 3 0 8
22 1 0 1 3 5
23 0 1 0 0 1
24 0 1 1 0 2
25 0 5 2 0 7
26 0 1 0 0 1
27 0 1 0] 0 2
Total 0-30 249 389 2 174 1090
Percent carly neonatal' 68,7 590 639 64.9 63.4

1(0-6 days/0-30 days) * 100
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Table D.6 Reporting of age at death in months

Distribution of reported deaths under 2 years of age by age at death in
months and the percentage of infant deaths reported to occur at ages under
one month, for five-year periods of birth preceding the survey, Yemen
1991/92

Number of years preceding the survey

Age at death Total
(in months) 0-4 59 10-14 15-19 0-19
<12 249 389 277 174 1090
1 59 70 81 54 263
2 30 63 69 4 205
k| 41 48 69 40 198
4 23 47 48 21 139
5 26 52 47 2 147
6 25 6 41 46 148
7 27 56 38 28 150
8 23 35 31 24 112
9 16 33 36 2% 110
10 1 17 1 8 47
11 1 5 4 5 16
12 63 105 96 73 137
13 4 2 3 2 12
14 0 5 10 2 18
15 4 8 5 18
16 1 1 4 4 1
17 3 2 8 4 16
18 10 1 29 16 65
19 1 1 1 0 4
20 0 1 3 1 5
22 0 0 0 1 1
Total 0-23 533 852 750 490 2624
Percent nconatal® 46,8 45.7 36.9 35.6 41.5

AIncludes deaths under 1 menth reported in days
b(Undcr 1 month/under 1 year) * 100
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REPUBLIC OF YEMEN
MINISTRY OF PLANNING AND DEVELOPMENT

All information in this
questionnaire is confi-
CENTRAL STATISTICAL ORGANIZATION dential by law and will
be used for scientific
purposes only

YEMEN DEMOGRAPHIC AND MATERNAL AND CHILD HEALTH SURVEY

1. Household Questionnaire

IDENTIFICATION 1
Governorate : e
District:  —
Urban / rural: - - LJ
Cluster Number : L —
Name household /faddress:
Building Number: e L1
Number of family in building: -
Household Number : e
Name of the head of the houshold: -
INTERVIEWER VISITS 1 P 3 J
Name of interviewer|..........|.v.cu... R [P v e
Date of visit  |..... B o S . L 1
Starting time = |........ P P I . M ¥
Ending time B T .
Duration of inter-
View

Hours L1 Lol ] L1 L1

Minutes L1 L1 | (I L1
Result Codew® L u — !
Next visit

Date R S I 1= IR [ A 2 - B e
Time T .

* Result codes:
1. Completed
2. No competent respondent at home
3. Refused
4. Postponed
5. Dwelling destroyed
6. Dwelling vacant
7. Dwelling not found
8. Other (specify)

T
Field Editing ©Office Editing| Data Entry

Name

Date RO IR S T- T R SR E - SRR IR S S T- S

Keyed by L1J
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1. HOUSEHOLD ROSTER[

NAME SEX RELAT [ONSHIP RESIDENCE AGE
101(Please] 102 103[ Wwhat is the 10¢J 105 | how old
give Is relationship ot —Ipoes }---tis
me the {NAME) |J(NAME} to the head of { NAME ) (HAME) now?

L |names male or|the househald? ——— jusual Ly L
1 Jof the female? H |Llive i
N |persons 0 {here? IF LESS L]
E jwho T THAN 6: E

usually H in years
live in E and months.
your R B .
household |——F— L]
N |starting F L a] Y N
U |with the E [ [Epp— N E u
M |head of ] L} L] Y [ A |
B |the A A E E N H R ]
E Jhousehold.] L | L S Q s $ E
R E E NO. R
01 1 2 [;D Lt ) g 21! (I B}
02 1| 2 CI o 1 2 Qv | v uf a2
03 1] 2 L—_D (WY A T L] o3
04 1] 2 ) S ; 21 Lol og
0% 1| 2 L__[] [T 3 N N '
06 142 L ca gy b3 KRR PRl A
o7 1 2 [D Lo g 2 I sl o7
08 1 ? LIJ [N A | 21 1| o
o5 1 2 lj] DR 21! 11 il p9
| — - .
10 ] 2 Lr] Ll 2 et it il 10
1 1 2 E}:J L.Loi] 2 lvoe a1
12 11 2 [_‘D it N I [N AT
13 1| 2 LI sy 1 - U BN
14 1 2 fr] [QEIRE 21 [SFN B T
PR . - . - -
15 1 2 [_U [ S S 20t Lo L) s
& 1 2 B_] SR | 2L e LI 18
17 112 m (I 21t Ly
18 1 Fd Dj TR 21t [N I Y 1
19 ] 2 D:] Lid] g 2 et ofr b1l 19
20 1] 2 I 1 2 bo ] 20

JUST TO MAKE SURE | HAVE A COMPLETE LISTING:

1.

Are there any other persons, such 2.
as small children or infants whom

NO[:I

we have not listed?

YES
g

In addition, are there any
be members of your family,

other people who may not
such as domestic servants,

lodgers or friends who usually Live here?

YES

0]

NO

]

[F ANSWER ]S “YES", ENTER EACH [N TABLE. IF ANSWER 15 “YES", ENTER EACK [N TABLE.
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EDUCAT10M MARITAL STATUS
PERSONS PERSONS AGED
OftP HANKOOD 4-30 YEARS PERSONS AGED 10 AND OVER 10 AND OVER
106 WTI 08| 18 109 110|uwhat is the
Is Is (MAME) marital
his/har|his/her|currently |what is the educational status |status of
L |father Imother |attending Jof (MAME)? (NAME }? L
I Istill  Jetill }school, or 1
W Jalive? [alive? |has he/she L]
E ever E
attended
school?
N YES R [] —] W
u H 1 E R P u T u
L] c L A E[stD|N L}
[} 1} L D P|E 5 I 1] 8
E ] 1 PlA[C|T ]V L} 1 wWlE
R R |YES T AND| R RiO|S|E S| AV 1 L}
E H E W 1 A L] E R I R Q D
NiE ] RIRM|[T]|]D|C|[S]IN|R RloO
Y Y T v A E I AlO ]| A]O i G 1 [
E{N}JE WL E (N T AT R|R|[R N T L E E E
$|(O0]|s|]O0O;Y [ R|O]JE|D}E Y| ¥Y|D.[YJE|(D{D]|D
ap1]2j)]1]2 1]2|3]4fs|e]7)8)1]2]3 01
121112 12134 |S5|6lT7]|B8F1|2]3 02
03} 1 2 1 2 1 23| 4|56 718 1 2 3 03
kl1j 2112 112 |3 ]4(S|sa]|7j8)1vi2]|3 04
os{v)2[1v]2 121345167 [B8}1 23 Q5
sl 2112 12345 |a|718)1]2]|3 Ot
o7l 1 | 212 11213 |45 )|6|T7|BF1|2]3 07
pal1]2011]2 1123|456 TjB8)1|2]3 04
121112 1123 e |5 (s} ?7|B8)1l2]3 e
w1291 2 T2 | 3456|781 |2]3 10
"M 2 1 2 1 21314 5 ] 7|8 1 213 1"
w1251 2 1123 |4 |S5te6| P |81 |2]3 12
Blri2)1]2 1|2 |3 4|s|er7|B)jr1i2]|3 13
w212 1{el3]4|5)s6|7iB]1]2)3 14
13172 1]2 112 (3] 4|5|6]7|8)1]2]|3 15
Wwlr1|]2p1412 112|345 |6|T7]8)1|2}3 14
7121172 1|12 (3|4 |5|6;7|B]1]2]|3 17
w1l e2ef1|e2 123|455 |6|Ti8)1|2]3 18
wlr|jeprge2 11213 fje|5|6l7|8]|1v2]|3 19
I .
o121 ]2 1 (2 |(3]4]15|es]7]B)1|2]3 20

2. In addition, are there any other people who may not

be members of your family, such as damestic servants,
lodgers, or friends who usually Live here?

YES

HDD

1F ANSWER 1% “YESY, ENTER EACH IN TAGLE.
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HOUSEHOLD SI12E

L

ECOMOMIC ACTIVITY midd F L
PERSONS AGED 10 YEARS AND OVER ELIGIBELITY
201 |what did (NAME) do most 202|1F 201=1 or &: EﬂlF 20121 to 43 \12} 'I'IlJ 114
of the time during the What is (was) |——'what is (was) - -
past month? Wae he/sha: his/her status in lhis/ber main
L employment? accupation? L LN L INE L1NE L
1 s I
] H E u NUMBER § W
E 0 E N E
1} s K S W P u NUMBER NUMBER OF THE
$ |7 1 A | N A| N
E U L] D L 1 P MOTHER
W 1] G Q A A b A
0 E 1 R c 1 D¢ QaF Of EVERY
[ ] R NoWN ] c F D
U K T Q ] E 4] A ELIGIBLE| N
L] u R D ju M| A u
B N |ANMD|AND| K H N I P EVERY EVERY CHILD [ ]
£ E ] E 1 E L P B
R W | W | W | W |FRuU]S RIM MY R E
o|P 0| O [ler] § ) E P W P 3 ( IF R
] L ] ] E u T L Ih] L WolN THLLIGIE [LLIGIELE |[Deceased
K [+ K K T L 4] ] 0 R Q ¢} 1 = 97
1 Y 1 1 I [v] E R Y K Y R 1 EEREE
N |E WM R N E E E E K| C Other
G o G G E K T 0 E R R ER| E CODE WA N CHILD = 96 )
o] 1 2314 5 6| 7|8 1 2 3| 4 5 L i L L1 01
o2f 1 23t 4 S 6 (7|8 1 2 3 4 | 5 L L Ll i 02
0311 2 {3 |4 |5|e|7 @)1 |23 |45 L Lobd Lkl 11 o3
Cel1 |2 |3 | s |S|e|7(8y1v]2|3|4}5 Ll b e Ll 1 o4
ost1 [ 233 |4 |5 |67 (@)1 |23 ]|4]5 Lot L Ll Ll | 05
a1t [ 213 |4 |S5|e(78)1]2[3]4]65 Lot o Ll 1] o6
— - FINIRSR —
o7yt 213|457 811 2|34} [ L L1 L.t [ o7
By 23| 4|5 |68y 23]|41)5 Lol L Lo L1 ¥ o8
o1 2 | 3| 4|5 |e|7(a@]1]|2[3]|41]5 LiJ L L LiJ | o9
Wttt 3|(a|s|ej7]al12i3]|afs Ll i L el Thl]
1] 1 e 3 4 S [} 8 1 2 344 S L il Ll L 1
1234|516 |7 |B]1|2|3]4]5 L ! . L L1t pz
1311 2134 516|718 1 2 3] 4 5 Ll vl L O 13
%] 1 2 3|4 516 718 1 2 3|4 5 Ll Ll bl Ll 14
15]Y 2345|667 [B8frv|[2[3({4]S5S L Ll 1 L 15
16] 1 2 3|4 5|16 |7 |8 1 2 314 S v ! L1 Ll 16
17712345167 |81 |[273]4]5S L Ll L L1 17
wlr|z|3|a|ls)e|l7lafr|alsle]s Ll v Lodod (NS Y
w1 |2 (3|e|s5téel7 |81 ]|2[3]4]65 bl (G [ Ll 19
A1 ]2y 4|S]el? |8 |23 45 Ll L S L1120
Total number of eligible women L.
Total number of eligible children cad
Total nunber of eligible children whowe athers
live in the household -k
I continuation sheet used, tick here -
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age?
IF

VYES' ASK 402 - 404

403

What is the type of
his/her condition?

What

r.nﬂ

in Household

Roster
L1 L
L1 [
L1 LiJ
Ll b d

GEMERAL MORTALITY
301| During the past 2% months, has any of the usual metibers
of this household died?
YESE} NO‘ 2 ]
1F 'YES' ASK : 1F *WO' GO TQ 401
302 303! Relationship |[304 SUSJ Su‘bI
to the heed of o Date of
Name the household SEX Age death
at -
M | F | death | Month ! Year
1 [EE | Z LL [y .} Ll
i i T "2 LVL.Ji Lol [
3 P T R A
‘ IR FUVRYY I RPN IFUETIN INURYS R
5 ) N I TR N
DISABILEITY
401’ Does anyone in this household, including very young YES 1
children and women, have any long-term condition or _
health problem which prevents or limits his/her part:- NO 2

cipetion in activities normal for a person of hius/her

1> the cause of the
condition?

(See coding Lategaries below)®

JIF 'KQ* GO TO 501

[
(]
L
L

o —

* Coding categories for Q404

. Congenital

Infant birth trauwns

Injury/Accident
Infectious illness

5. Disease

&. Evil eye/envy
7. Dther (specify)
8. D.K.

FERTILITY AND CHILD SURVIVAL

{For ever married woincn

wnder age 59)

501) Name and Children Ever Barn Last Live 8irth
Line number R T B
in Household 502 (boes (Name)|503 |Does she 504 |Has she 505]Just to Sﬂblln what 507 [what 508(1s this
Roster have any have any ever given make surch-—'month and was the child
children of herichildren of her|birth to a | have this Yyear did her sex of this|still
own Living withJown who do not |child who later|correct, she [last Live birth|chitd? Living?
her? live with her? |died? has had (SUM)]occur?
births, 1s
IF I1YES! : 1F 'YES' : |F "YES' this correct?
How many sons How many sons How many sons 1F 'NO!
and how many and how many and daughters |CORRECT THt
daughters? daughters? have died? RESPONSES.
s D 1 D Bl D SUM MOKTH YEAR 80Y [GIRL YES NO
L1 i L1 L1l L [ Lt Li s L.l L1 d 1 F 1 2
L1l [ i [ L [ ca | 1] L L 1 2 1 2
i Ll Ll [ L1y Ll Lol [ U 1 2 1 2
[ L L1l i Ly Ll bl L [ [ 1 F 1 2
[ L) L1 i Ll [ oLl L o Ll 1 2 1 2
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IDENTIFICATION

1

£

12

5]

E

15

Urban/Rural : —
Name of the cluster............
Cluster Number ; m—
Section 1 : HOUSING Household Number : L
SKIP
QUESTIONS CODING CATEGORIES
TO
INTERVIEWER: Record the time Hour o
Minutes | -
What type of dwelling unit Independent house/Villa 1
does your household occupy? @ [[[|-====ws----- |- -
Apartment in bujlding 2
Hut 3 19
Wood house 4 19
Cave 5 19
Tent [ 19
Temporary shelter 7 19
Other {specify) 8 19
Is your dwelling owned by vyour||owned 1
household or is it rented? — ||[-=-=-emowso I -———
Beneficial contract 2
Rented 3
Other (specify) 4
What kind of material is the Earth 1
floor wmade from?> = |f-----r-cmeme || === -——
(Record main type) Cement 2
Stone/Mud 2
GYpsum 4
Tile 5
Waod 6
Marble 7
Other (specify) — 8
How many rooms are there in
this dwelling for the
exclusive use of this Number of rooms 1
household?
Of this number, how many are
bedrooms or used for sleeping?||Number of rocoms —

1
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SKIP

QUESTIONS CODING CATEGORIES
TO
16|| INTERVIEWER: Check the venti- Good 1
lation in the house and mark [[=====v-==——=r-—w-—r————cc—fmw——~ =
the appropriate answer. Fair 2
Poor 3
17| INTERVIEWER: Check light con- Good 1
dition in the house and mark |[{----—=---------—sor—muc—m= ———e—f -
the appropriate answer. Fair 2
[?oor k)
18)| INTERVIEWER: Check amount of Good 1
sunltight in the house and  ||------—"-~—-->—--mromm- ==
mark the appropriate answer. Fair 2
No sun 3
19|Are any farm animals kept in Yes 1
any part of this dwelling?  [J-—-=-=--rmcommm—mme—m—— - —
No 2
Section 2 : COOKING
SKIP
QUESTIONS CODING CATEGORIES
TO
21|Is there a special room used Yes: Inside dwelling 1
for cooking lnside or outside |f[|--------m---vm—mrm—ommefl o ———
your dwelling? Yes: OQutside dwelling 2
No 3
22lIs the place used for cooking Not shared, only HH using 1
shared with other households? ([---~--=----——r-—voemmw—je—— ————
Shared 2
23 ||What fuel is used for cooking?] [lGas 1
Electricity 2
Kerosene 3
Coal/Charceal 4
Wood 5
Other(specify) 6
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Section 3 : WATER
SKIP
QUESTIONS CODING CATEGORIES
TO
[EE:What is the major source of Government project 1
drinking water for members of jj----—-—=-=--—---semme——semmaojaa—— ===
the household? Cooperative project 2
Private project 3
Well with pump 4
Regular well 5
Stream 6
Covered pool 7
Uncovered pool B
Other (specify) 9
‘32 Where is this source of Within dwelling 1 35
drinking water located? = = ([#-------~——--—--mmmomm—— ===
Outside dwelling 2
[EE}HOW long does it take you to
go to the source from the Time (minutes) D —
household and come back?
|34 Who usually brings the water? Children 1
Adult women 2
Adult men 3
'Sakka' using animals 4
Trucks/Mules 5
|35 Do you buy this water? Yes 1
No 2
other (specify) 3
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QUESTIONS

CODING CATEGORIES

SKIP

TO

36(wWhat kind of container do you Concrete/Zinc water tank 1
use to store water in your e itmtiebabetel | Eatetbechs —-—==
home? Plastic container 2
Bottles 3
Earthen pots 4
Tin 5
Other (specify) [
No storage 7
37||How do you treat drinking Boiling 1
water to purify it in your  |[-—---7--——r--m-eommmoem o -—
house? Distillation 2
Chlorination 3
Filtration 4
Other (specify) 5
No treatment 6
Section 4 : LIGHTING
SKIP
QUESTIONS CODING CATEGORIES
TO
41fWhat kind of lighting does Government electricity 1
this unit have? = [f{-=e—rmmme e e e ————
Cooperative electricity 2
Private electricity 3
Personal generator 4
Gas 5 51
Kerosene/0il lamps/Candle 3 51
other (specify) — 7 51
None 8 51
42|How many hours in a whole day Less than 6 hours 1
does your household use = = ||[----=-——--mm——mmmmmm—m ===l
electricity? 6-12 hours 2
13-18 howurs 3
4

19-24 hours
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Section 5 : SANITATION

[51]

[52

SKIP
QUESTIONS CODING CATEGORIES
TO
What type of toilet facilities{iFlush toilet connected to
are available for this sewer 1
househeld? 0 Jf e e e e - -———
Flush toilet neot connec-
ted to sewer 2
Bucket 3
Pit 4
Toilet connected to an
openh drainage 5 53
Latrine shared with
others in building 6 53
Public (street) toilet 7 53
Open air 8 53
Other (specify) 9
| E— [
Where is the toilet that you Inside dwelling 1
use located? =0 Jfmmemmmemmr e e ————
Outside dwelling within
same building/courtyard 2
Elsewhere 3
Do you use socap when you wash
your hands? Yes 1
No 2
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Section & :

WASTE DISPOSAL

QUESTIONS

CODING CATEGORIES

SKIP

TO

61

In what do you put the garbage

before it is disposed of?

Container with 1lid

Other (specify)

71

62

And where is the garbage
(container/bag/etc.) kept?

Inside kitchen
Cutside kitchen within
dwelling

Qutside dwelling

63

How do you dispose of the
garbage?

Garbage collector

Other (specify) :—

71

E

How often do you dispose of

the garbage?

Everyday

Other (specify) :—
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Section 7 :

OWNERSHIP OF OBJECTS AND ASSETS

221

= SKIP
QUESTIONS CODING CATEGORIES
TO
|
Do you have any of the following cbhbjects Yes No
l?l at this dwelling?:
1. Radjo/Cassette recorder 1 2
2. Black & White TV 1 2
3. Ceolour TV 1 2
4. Video 1 2
5. Refrigerator 1 2
6. Gas/Electric cooking stove 1 2
7. Water heater 1 2
8. Sewing machine 1 2
9. Electric fan 1 2
10. Washing machine 1 2
11. Telephone 1 2
12. Air conditicner 1 2
13, Vacuum cleaner 1 2
14. Blender 1 2
15. Bicycle 1 2
16. Motorcycle 1 2
17. Private car 1 2
18. Taxi 1 2
Section 8 : DRAINAGE
SKIP
QUESTICNS CODING CATEGORIES
TO
81(|INTERVIEWER: Observe around Clean 1
the dwelling and circle = |[|[-==—===m——s-mmmmrmmmmmmer e -——
appropriate response. Dirty 2
Stagnant water 3
Sewage overflow 4
82| INTERVIEWER: Record the time. Hour O
Minutes L
- 7 P
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REPRODUCTIVE HEALTH QUESTIONNAIRE

(For All Ever-Married Women Under Age 55)

IDENTIFICATION k]
Governorate : [ —
District: e e 11
Urban / Rural: — —e— .
Cluster Name: ———Cluster No. - i
Household Number I
Line Number of Women - T
s o | L
INTERVIEWER VISITS 1 2 3 L
Name of interviewer|..........|l....co o] .- B
Date of visit o T . —_1 11
Starting time |....oo oo et M Y
Ending time O
Duration of inter-
view.
Hours i 1 L1 i 1 L1 _lHours
Minutes i 1 L1 | 1 1 l_]_luin.
Result Coder* L L L E]
Next visit
Date SN L A SR SR €= SR I,
Time e .
* Result codes:
1. Completed
2. Not at home
3. Postponed
4. Refused
5. Partly completed
6. Other (specify)
Field Editing |Office Editing Data Entry
Name
Date Y A § - B R S A - T /190 Keyed by 1
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Section 1 :

RESPONDENT'S RESOURCES

SKIP
QUESTIONS CODING CATEGORIES TO
101} INTERVIEWER: Record the time, | |{Hour o
Minutes e
102||First I would like to ask sonmel|[Month (DK = 98) o
guestions about you. In what Jj----———-----—m=-rrrem—fl—m— e
month and year were you born?
Year (DK = 98} —_
How old were you at your last
103 birthday?
INTERVIEWER:
= Compare and correct 102
and/or 103 if inconsistent.||lAge in completed years L1
= If respondent is 55 or
more years of age:
END INTERVIEW
Yes 1 110
104 |Have you always lived in = fff==-===-wecmmeccerr el e [ e
(NAME OF PLACE)? No 2
How long have you been living
105[continuously in (NAME OF Years o
PLACE) ?
Marriage 1 108
106||wWhy Qid you come to (NAME OF ||-~--=—---—————--————=—-—j-————vofenr--
PLACE) ? Work 2
Study 3
Came with husband 4 108
Came with parents 5
Came with children 6
Other (specify) 7
Before 1
107jwWas this before you were first|f---------r=---——rvrf—m—m = vmnm-
married or after? After 2
At the time of marriage 3
city 1
l08(|was the place you were living |fl----------——————--mooef-m oo | — e
in before coming to (NAME OF Town 2
PLACE): a city, a town, or a |(}----------------—-—---fof—m-
village? Village 3
For most of the time until youf|city 1
109||were 12 years old, did you = [fj----=-----——----————-——jommo—mm e
live in a city, a town, a Town 2
large village, or a small  {|f---——----------femmmmmmff
village? Village 3
-1 -
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QUESTICNS CODING CATEGORIES TO
Yes : currently 1
110|Have you ever attended or are |f[---~=---—-=r--——mm—ce—m|lm——reefl - ———
you now attending school? Yes ; not currently 2
Never attended 3 114
Primary 1
111[Wwhat (is/was) the highest = f|[--~--"=-uo-vmmuwu e e
level of education you Preparatory 2
attended? =00 f-——-—mmeem e el
Secondary 3
Postsecondary 4
University 5
What was the highest grade
112 || (year} you successfully Grade e
completed at that level?
Less than 4 years of
113|| INTERVIEWER: Check 111 & 112 primary 1
Four years of primary
or more 2 116
Can yYou read a letter or Yes 1
114 ||newspaper? = |Jf-mmmmmmmmmme s m oo me | | e
No 2 117
Can you write a letter, for Yes 1
115|example? ffemmmmmmmmm e e m e e — e f = m e
No 2
Do you usually read a Yes 1
116 newspaper or magazine at leastfj----—--—-~~—-—--———+---u ol ———
once a week? No 2
Do you watch television? Yes 1
515 11 | (1 e T SR ) e T e S
No 2 119
What is the suitable time for 4-6 in the evening 1
118{|watching television? = |[|-----———---—————smme|l-mmmmmm ) -
6-8 in the evening 2
After 8 in the evening 3
The whole time TV is on 4
Don't watch or no TV 5
Do you listen to radio? Yes 1
L] I 1R e R PR EEEE
No 2 121
What is the suitable time for Morning 1
120 listening to radioe? = ||[---=--""—==—rmemrmer e
Noon 2
(CIRCLE ALL ANSWERS MENTIONED) || J------s--c-mommm v e e
Afternoon 3
Evening 4
Before you were first married,
121fdid you ever do any work Yes 1
regularly for which you were [|[-=~—-m=cmc-——mrmmuee e arraae | — e
paid in cash? No 2 124
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SKIP

QUESTIONS CODING CATEGORIES TO
Gave 1
122when you were working then,  |f===---—==~—-----—= ——— || m——————f -
what did you do with most of Self 2
the money that you earned?  |[f-----+-~--—--——=-meemrmmmenee|—ce=-
_J Other (specify) :— 3
Was the money used mainly to Yes 1
l23||prepare for marriage? = jf-=--r-m—mmmrmmmmmme e e e
No 2
Since you were first married, Yes 1
l24|have you ever done any work |[f---~-»--~-—-----"-orceuf———eun—f—ee-
for cash? No 2
Yes 1
125]Are you now doing any work for|{-=---=-=~-——--=emrrmmme— e
cash? No 2 127
In this work...are you working||on her own 1 GO
126jon your own, for a family |- r--crmrrmm—
member, or for somecne else? For a family member 2 TO
For somegne else 3 129
Yes 1 129
127|Do you assist any family = |fj----—---mr-rr—mmemer | ———fm———-
member in his/her work? No 2
Do you assist someone not in Yes 1
128lthe family in his/her work?  |j|j-—-——-—~-=>r--—memmmrmen|m—=r el = ——
No 2 132
- .
129f{Wwhat kind of work do you
mainly do?
INTERVIEWER: Write response L
exactly as given.
How many hours did you work Hours worked
130|in the past week? —
INTERVIEWER: Check 123 Working for cash 1 201
n 1 | | e DR R B
Not working for cash 2
Yes 1
132(|If a good opportunity for = |ff--==-eecrmmmmme e e e — -
working for cash was No 2
available, would you want to |||~~——-——-----"-"""""""——-cfi-=—————jm——=
work in the future? Unsure/D.K. 3

2217




Section 2 ;

MARRIAGE AND CO—RESIDENCEJ

SKIP
QUESTIONS CODING CATEGORIES TO
Married 1
201||Are you now married, widowed, |[-~-«------"---orrmflreeee e
divorced, or separated? Widowed 2 203
Divorced 3 203
Separated 4
202||Does your husband have another|Number of co-wives —
wife  fl-————————rm e e f e -
No 4
IF 'YES' : How many? = [{--—-=---------mommm—m | —————
D.K. 8
Once 1 205
203| Have you been married only  |[---=----==-----=-—cme—llmmm———m ————
once or more than once? Mecre than once 2
First cousin from
204||Is (was) there a blood father's side 1
relation between you and your [[-=--~r=—==-----crmmmmue e e
(last) husband? First cousin from
mother's side 2
IF 'YES' : What is (was) the|f----——----------ro-—or— o we———
type of this relation? Other 3
No relation 4
First cousin from
205|Is (was) there a blood father's side 1
relation between you and your [[-=~--=-=~-—---e——-—mmmea oo -
(first) husband? First cousin from
mother's side 2
IF 'YES! What is (was} the|[f|l---~------—~ssusr——mmr e —— =
type of this relation? Other k]
No relation 4
206(|In what month and year did you| |Month L1
and your (first) husband begin||----=-----=-—-c--comuojemmmmu o m———
to live together "zifaf"? D.K. Month 9 8
Year Lt 208
D.K. Year 9 8
At what age did you and your
207|| (first) husband begin to live || Age -

together "“zifaf"?
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SKIP

QUESTIONS CODING CATEGORIES TG
At the time you first married,
208||did you and your (first) Had own home
husband have your own home or 1
did you begin by living in = [f--—=~vr———mmmmmmrr——- ~=f-—m——==fj=-——-
someone else's home? Lived in somecne else's
home 2 210
At the time of your (first)
209(marriage, did anyone else Yes 1
live with you? @ ff-===mm-esmmm e e e
No 2 301
Husband's parents 1
210|with whom did you live (who |||-——-—-----"7---=——-—-= =l ————
lived with you) for at least Husband's mother 2
six months after you (first) |fl-~-=—===--"-csmmmmmmmrmr e
married? Husband's father 3
Respondent's parents 4
(CIRCLE ALL RESPONSES Respondent's mother S
MENTIONED) ffl=====mmmemmmmmm e e e
Respondent's father 6
Other relatives
(specify): 7
Other (specify):
8
211 INTERVIEWER : Check 210
More than
Only one one code
code circled circled
) GO TO 2113
212|For how long did you 1live Months I
together with (specify) — [[||---——----"~"-—-——mmrrefl o GO
at that time?
Years L1 TO
Up to the present 9 6 30l
213||what was the longest period Months L1
you lived together with (any) |[||-----------—=-————ee] -
of them?
Years L1
9 6

Up to the present
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Section 3 :

REPRODUCTION AND CHILD SURVIVAL

SKIP
QUESTIONS CODING CATEGORIES TO
During your lifetime, have you
J0ljlever given birth to a baby Yes 1
born alive? = JHf-—--ce———mme e e e
No 2 306
Do you have any sons or
302 |daughters to whom you have Yes 1
given birth ... who are now |[-—--—---"" -+ -
living with you? No 2 304
How many sons live with you?
303)lAnd how many daughters live Sons at home e
with you2. fffeemmemmrmme e e e e e e
INTERVIEWER: IF NONE, ENTER
noo" Daughters at home R
Do you have any sons or
304 |daughters to whom you have Yes 1
given birth..., and who are  |f|----——--—--rr—--—r—ffrrm—— |-
alive but not living with you?||No 2 306
How many sons are alive but do
305 not live with you? Sons elsewhcre e
And how many daughters are
alive but do not live with = |f------"---o--mmmmmme e ==
you?
INTERVIEWER: IF NONE ENTER Daughters elsewhere L L
Iloo"
Have you ever given birth to
J06ja boy or a girl who was born Yes 1
alive but later died?
IF NO, PROBE: any (other) boy |||--==-~-—r==-r-——rmmmm | mmmmm=m | ===
or girl who cried or showed
any sign of life, but only No 2 jos8
survived a few hours or days?
How many boys have died?
307||And how many girls have died? Boys dead e
INTERVIEWER: IF NONE ENTER
"oon Girls dead E—
INTERVIEWER:
308f|sum answers to 303,305, and Total L1

307 and enter total.
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Jos

INTERVIEWER: Check 308

Just to make sure that I have this right, you have

had in total live births during your life,
Is this correct?

YES NO
| (Probe and correct
1 3J01-309 as necessary)

INTERVIEWER: Check 308

310

One or NO
more births [] births []

' (GO TO 321)

311

Now I would like to talk to you about your births,
whether still alive or not, starting with the first one

you had.

INTERVIEWER: sRecord names of all the births in 313.
«If no name was given, put "X“ in 313.
sRecord twins on separate lines and mark

with a bracket.

sAsk 314 through 318 as appropriate for
each birth. After recording all births
woman has had, go to 319.
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LIVE

BIRTHS TABLE

232

312{Birth[313|whar miﬂ“ 315A[In what |3158(And in i‘il Is E]If DEAD: How ff‘”“
order was given (MAME ) year was what (NAME ) old was (WAME) year
to your & boy or a|(NAME) born? |month? still when he/she died? Jof birth
(first,...) |eirl? living? {RECORD DAYS IF derived
baby? IF D.X, ASK: |IF D.K. ASK: LESS THAN 1 MONTH; [from a
How many In what MONTHS 1F LESS THAN|document?
years ago? season? 2 YEARS; OR YEARS)
Yes Days L
Boy 1 |Year L1 dfMonth [L-Lld](to 3983 1 [-----vcmmmm]-umeeen Yes 1
|- L R R R R L R -- - |Months (S T “s-
Years | T I N R Rt R EEEE R
Girl 2 |ago L1t ]season| =t | cto 31/3| 2 |Years Ll fNo 2
Yes Days L
Boy 1 [Year L JIMonth |t—LJf(to 318)| 1 [--=-c--mmm-fomnennn Yes 1
62 | ——]----- EEE ERTEEERY EEEEYE EEEETRY RS EERTER - - |Months Ll feeaees .-
Years L R E R EEER R
Girl 2 lago L1 llseason| L |{to 317)] 2 {Years Lt {ne 2
Yes Days L
Boy t {Year Lt lMonth [L-4d](to 318)} 1 |---=v-evmmn]-memnnn Yes 1
3 | —— fr--- EEEY EEEESEEY EEETTS EREEERY EEEERY EEEETREE --- |Months [ EEEET ---
Years No | e
Girl 2 Jago L Jseason| L2 f(to 317)| 2 }Years LLJ Ino 2
Yes Days L
Boy 1 [Year L IMonth [L-tdl(te 3183 1 f-----mmeme e Yes 1
06 | —|------ B R el EREEER EEEEE FEE - -~ |Months Bl R -
Years LT R N R e EESE L
Girt 2 |age L1l Ilseason|i--L.J](to 317)] 2 |Years L INo 2
Yes pays i
Boy 1 IYear L JIMonth |t-Ld (o 3180 1 |------ A EE TR Yes 1
s | —— |------ SRR RS Rt EETERY RARETEN EEEERY EEEREETE --- |Months il REEEE .-
Years LI N g R e
Girl 2 fago Ll d¥season| bt L-1]¢to 317)| 2 |Years L ne 2
Yes Days L
Boy 1 [Year LL JIMonth [l J)(to 318)) 1 J-----mmmmen oo Yes 1
66 | —1------ el EE RN ER R EEEEE RN EREERY R ---{Months [ ---
Years LT- I B b bl EEEE R
Girl 2 |ago Ll |season| L-b-d | (to 3173 2 |Years LLJ Ino 2
Yes Lays L
Boy 1 JYear el LU & SRR IR {-3 3TN B EEEREEEEEEE EEELELE Yes 1
o7 | — |- B el EEETEY EFERES) FEEE wesemoo oo |Months [EUE Y
Years - Y il ek Ay
Girl 2 lego L.l Jfseason|! 4 Jf(to 317)| 2 |Years (W T 2
Yes Days L
Bay 1 |Year L.l IIMonth [L-L-JY{to 314y} % J-----------}------~ Yes 1
s |\ —]------ R R e R s------ - {---iMonths LLJp------ .-
Years LI I B Rl R
Girl 2 |lage Ll ilseason| -4 ](ta 3173] 2 |years LLJ Ine 2
Yes Days L
Boy 1 |Year Ll JIMonth |t J](to 318)f 1 |e-mmemmmmae|mmmmmmm Yes 1
0w {—|------ B R Ry EEETTEY PR PR - - - |Months L y------ ve-
Years Mo ERAREEEEEERN EEELEEE
Girl 2 |ago L L Jtseason|t-4-2[{to 317)| 2 |vears L1 fNe 2z
- 8 -




LIVE BIRTHS TABLE

233

}E‘Birth 313[what neme|314[1s  |315A]1n what 31sa|md in 31_5] s ﬂu DEAD: How _31_alu-s
order wag given (NAME ) year was what (MAME ) old was (NAME) year
to your a boy or a](NAME) born? fmonth? still when he/she died? |of birth
(first,...) |JQirl? Living? (RECORD DAYS 1F derived
baby? 1F D.K. ASK: |IF D.K. ASK: LESS THAN 1 MONTH; [from a
How many In what MOWTHS 1F LESS THAN|document?
years aga? season? 2 YEARS; OR YEARS)
Yes Days L
Boy 1 |Year L1 Ilmonth |4t ]¢te 31B)| 1 |---------rr)--m-e- Yes 1
wnw {\—— - R EEEEP RN EEEE RN EEEEEEN EREEES AR ---{Months [ el Bl -
Years "I B EREEEEEE el e
Girl 2 lage Ll ifseason|! 1 Il{to 317 Years L1 INo 2
Yes Days L
Boy 1 |vear Ll Jimonth |1t ](to 318 V |----mmmmeem ]t Yes 1
"M ] B R EECEEt EEE R EEEEEE R - -- IMonths LtJ p------ ---
Years Ne | |l-eeeeeeee|eee----
Girl 2 lago L.id]season| -4 4 (te 317> Years e L 2
Yes joays L
8oy 1 fYear L.l I month [L--Lodfqto 3183, 1 )--mmmmemmm e YTes 1
2 | —— ] -\-------j- Months Lt j------ .-
Years Mo | |rrmmmmrmmfmmmremt
Girl 2 |ago L L Ilseason| -t f(to 317 Years L1 INo 2
Yes Days L
Boy 1 |tear Ll IjMonth |t tY¢to 318)] 9 Qommmemmmmomfommmmmn Yes ]
13 | |- e PR R EEE R EEREE N EERERY bt - - - |Months Lt fe-eee- ---
Years Wo | |-meerrremmfemmeme-
Girl 2 lage Ll }season|! ! H]tte 3173 Years L1 INe 2
Yes Days L
Boy 1 |Year L J]lMonth |L—-d]¢to 318)| 1 {----mimmmmmmmeme Yes 1
w | —- |- e S Rl EEREEEE EEEEEY R Months el RS ---
Years No | |-
Girl 2 |ago L Hseason| -L-!|(to 3173 Years LLJ ko 2
Yes Days L
Boy 1 |tesr L1 IlMonth |LL-i]¢ro 338)7 % |--=---m-mmmfemmmme Yes 1
1% ] ———— ] PR B Rl Bl Rl T - Honths Lt fe----- ---
Years No i e et
Girl 2 lago L1 tlseason| -1 |(to 317) Years e L_ 2
Yes Days e
8oy 1 |tear Ll IiMonth [ Lt 1]¢to 33837 1 Qo-mmmmmmmee e e Yes 1
%66 | — ]2 EEEd EEER RS EREER Y EEEE RS EEERE LR - [Months LLJ p--ee-- .-
Years Mo ¢ |-
Girl 2 |ago L Ilseason|i—4- (1o 317) Years L1 INo 2
Yes Days iJ
Boy 1 |tear Lt J]Month |-l et 3183 1 J--memmmmm e Yes 1
7 | ——F - R ER R R E e R R R Months Lt f------ -
Years No | e mmmmess
Girl 2 |ago L L Ilseason|t4--!|(ro 31/ Years Li1 INo 2
Yes Days iJ
Boy 1 |vear L month Lt a]ito 3| 1 |------emmmm |- Yes 1
1 | ——y--- PN EEETEETY EEPEES EEETERY EEEETE RER Months L fe--e-- ---
Years - A EEEE R el
Girl 2 lago L L Ilseason| L f(to 317) Years it INo 2
- 9 -




QUESTIONS

CODING

CATEGORIES

SKIP
TO

319

INTERVIEWER: Compare 308 and
309 with number of births
in table above and mark:

Numbers Numbers are

are same different

] ]

| (Probe and
! Reconcile)

320

In addition to the pregnancies
which ended in live births,
have you had any other
pregnancy which ended in a
miscarriage, still birth,
an abortion?

or

PROBE: Any other pregnancy
which lasted only a few weeks
or months?

No

—_———mem e || - —— e ———

-

324

321

Have you had any pregnancy
which ended in a miscarriage,
still birth, or abortion?

PROBE: Any other pregnancy
which lasted only a few weeks
or months?

3z22

How many pregnancies ended in
still births?
INTERVIEWER: IF NONE, ENTER

"00"

-

Still births

323

How many pregnancies ended in
miscarriages and abortions?
INTERVIEWER: IF NONE, ENTER
"00"

Miscarriages or
abortions

324

Are you pregnant now?

Unsure

- ————

125

For how many months have you
been pregnant?

Months

234




SKIP

QUESTIONS CODING CATEGORIES TO
326|How long ago did your last Days ago 1 1
menstrual period start? = |||-=-=-----=---—-rmmmmmr e e | e ———
Weeks ago 2 L1
Months ago 3
Years ago 4 L1
Before last birth 9 9 5
Never menstruated 9 9 6 329
327|At what age did you have your || Age L1
first menstrual period ? @ || Jj--~~-——mm-—mm-emmmm e e
D.K 9 B
Currently pregnant 1 401
328] INTERVIEWER: Check 324  |[[-——==m-—~m=mmmmmm e el
Not pregnant/Unsure 2
One or more births in
329 INTERVIEWER: Check "Live last five years 1 501
Births Table." [|-----—-v~-—rr e e — e —
No births in last five
years 2 801
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Section 4 :

ANTENATAL CARE :

CURRENT PREGNANCY

SKIP
QUESTIONS CODING CATEGORIES TO
Did you see anyone for a Yes 1
401 check-up on this pregnancy? |[-----===-mmecommme ————
No 2 412
How many months were you
402 |pregnant when you had your Months L
first check-up?
Was there any complaint which Yes 1
403flled you to have a check-up? |[|-----—r-crmmmmee| e | ==
No 2
How many check-ups did you
404 |have since you became Number L1
pregnant?
Yes |No
405[|Have you seen any of the
following persons during the Doctor 1 2
check-up{s) on your pregnancy?{|lfl~——-—---=--—-—-==--—————-===- ———] -
Trained nurse/Midwife 1 2
Daya/Grandmother 1 2
Anyone else 1 2
406 |How many weeks ago was the Number cf weeks L
last check=-up?
Public health
407 |Where did you have the last establishment 1
check-up? = femmeeemr e e m e f e e
Cooperative health
establishment 2
Private health
establishment 3
At home 4 413
Other (specify): ———— 5 413
How long did it take to get to ]
408(| (PLACE IN 407)7? Minutes [ .
Walking 1
409 How did you go to (PLACE IN |[|--—-—--------"-"-"+mofl o e mm e
407)7? Bus/Taxi 2
Private car 3
Other (specify): 4
Less than % hour 1
410|How long did you have to wait fj|--—-—-»—--—--o-——-om e
at (NAME OF PLACE) for check- Between % and 1 hours 2
up? e e | e -
Between 1 and 2 hours 3
4

More than 2 hours

-— 12 -
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QUESTIONS CODING CATEGORIES TO
411(Were you satisfied with the Yes 1 413
A [care you got during your last |[|---~~—---~--—smmmmmmve e [ — e
check-up in (PLACE IN 407)? No 2
411 || INTERVIEWER: If answer in 411A}||Bad treatment 1
B [fis "NO," ask about the reason |[-----=w=c-cecrwrmmmemmu e
for dissatisfaction with care Examination not
received. thorough 2 GO
(CIRCLE ALL RESPONSES Appropriate attention
MENTIONED) not given for pregnancy 3 TO
Specialist not preasent 4
------------------------------ 413
Staff not qualified 5
Crowded place 6
Qther (specify): 7
What was the main reason for Too early 1
412||not having a check-up for the |f--——~----cr-—wmmmmmmmm e e
current pregnancy? Intends to 2
Had no complaints 3
Had previous experience 4
Service not available 5
Service too far 6
Costs too much K
Too busy 8
Husband too busy 9
Other (specify): v
Are you taking now any of the Yes |No
413(following?
Iron tablets 1 2
Vitamins 1 2
Any other medicine 1 2
Since the beginning of this
414 |pregnancy, have you been given||Yes: one dose 1
any injection to prevent the |J[-~-----~------—mmmrom———jomm———f e
baby from getting convulsions Yes: two doses 2
after birth, i.e., an anti- |{---———~~---——m-sc————eml e
tetanus shot? No 3
IF YES : How many injections [ff-----~=~------cmcvumellocmaeflem———
did you have? D.K. 4
Yes |No
415||Since you have been pregnant,
did you have any of the Swollen ankle & fingers| 1 2
following conditions? = fjl--———--~-ou-———o —————e =]
Persistent headaches 1 2
High blood pressure 1 2
Bleeding 1 2
convulsions (fits) 1 2

13 -
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416

417

418

419

420

238

SKIP
QUESTIONS CODING CATEGORIES TO
Mother 1
Does anyone help you now with [||---~----~--mmmecmmae e e ===
your usual daily chores? Husband 2
IF "YES" : Who is helping Mother-in-law 3
you? e |-y
Sister 4
INTERVIEWER: Circle all e e e e -~l-----
applicable codes. j[lDaughter 5
Relative 6
Maid 7
Other (specity) i - ————— 8
No one 9
AL
When you have your baby ... do||Mother 1
you expect anyone teo help you ||[-~------=——---mmme——ofmmm e nnl e
looking after the baby? Mother-in-law 2
IF "YES" : Who? Sister 3
INTERVIEWER: If more than Relative 4
one person, probe and circle||+------~-------r-m——m-oflean— o feen
person expected to provide Maid/Nanny 5
most help. = |ffo===msmmmms e e e | m e
Other (specify) 6
No 7
Where do you plan to deliver Public health
your baby? establishment 1
Private health
establishment 2
At home 3
Other (specify): 4
Who will assist you with the Doctor 1
delivery?  |[-mmmmmmmmmmre e e [ e
Trained nurse/Midwife 2
Daya/Grandmother 3
Other (specify): 4
D.K. 8
How much would the delivery
cost? Cost (in Rials) L1
Free service 9966
D.K. 9988
il
14 -




SKIP

421

422

423

QUESTIONS CODING CATEGORIES TO
Would you prefer to have a boy| [[Boy 1
or a girlz  |ff=mmmmmmmmm e e e e
Girl 2
Either 3
Other (specify): 4
Do you plan to breastfeed your
baby? Duration (in months) L
IF "“YES" : For how long? Yes: duration undecided 9 8
Will not breastfeed 9 6
One or meore births in
INTERVIEWER: Check "Live last five years 1
Births Table." Jllemw-mmmme e m e m e e e e =
No births in last five
years 2 801
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[ Section 5 : MATERMAL CARE : THE LAST FIVE YEARS

Name Mame Name Name
(Youngest) (Mext to {Second to (Third to
INTERVIEWER: Check Birth History Table and enter names of all Youngest ) Youngest) Youngest)
children born in the “Last Five Years," starting with “Last
Live Birth.
S01|LINE NUMBER OF CHILD IN “BIRTH HISTORY TABLE™ L] Led e L
Ative - Alive Alive Alive
502|suRVIVAL STATUS : CHECK 316 U [] O O
Dead D Dead D Dead D Dead 0
Questions Codipg Categories Codes Skip |JCodes [skip ||Codes |Skip ||Codes |S$kip
1o to to e
When you were pregnant with (NAME}, (Yes 1 1 1 1
503|did you see anyone for a check-up |---==v------ooooaocn e e e e e e e
on the pregnancy? No 2 509 2 509 2 S09 2 509
Was there any complaint which led |Yes 1 1 1 1
[504 you to have the check-up?  |-see--mmomereiiieniienne e fee e e e e e e e
No 2 2 2 2
How Long were you pregnant With
505 ] {NAME ) when you had the first Honths O L - e
(1 T e G EEE R R EEE] | EEEEEREN EEEEE | EEEEEEET ERAEEE | EEELERRY EEEEEY | REEEAEES Rl
b.K 96 - 96 96
How many check-ups did you have
506|during the pregnancy? Number LL.d Loty 1 L
Cannot remember CN- 96 "] 94
Whom did you ususlly see? Doctor 1 1 1 1
10T S e ) I § B B | I Y ALCEET | EEEETERY EEPE
INTERVIEWER: Record the most Trained nurse/Midwife 2 2 F4 2
L T IR T N i EER RS EEEEREETY | EEEERERS ACREEY | EREREREY EECEEE | EEEERid EALEE § Sihirbhl S
Daye 3 3 3 3
Dther(specify):——-—- 4 3 3 4
where did you usually have the Public health
508)check-up({s)? establ ishment 1 GO i GO 1 GO 1 [Fe}
Cooperative health
establ i shment 2 2 2 2
-------------------------------- 1w [f-------{ 10 1}-------] T0& §§-------F T0
Private health
establishment 3 3 3 3
At home 4 5104 4 S10A 4 510a [3 5104
Other(specify):———— 5 5 5 5
What was the main reason for not Had no complaints 1 1 1 1
509thaving a check-up on the pregnancy?|--------------------- - AERRRA SAELEY | EEREERES EREhbl | REhbbiehd by R S
Hed previous experience 2 2 2 2
Costs too much 3 4 & &
Service not available 4 3 3 3
Services too far 5 3 3 3
Other(specify)}: - 5 5 5 5
When you were pregnant with (NAME), |Yes 1 1 1 ]
510|were you given any injection to  J------remeccemseimenaen ] eni e [ s f e s [ f e e e e
& |prevent the baby from getting No 2 51 2 511 2 511 2 511
convulsions after birth, i.e., an [---------e-vrmomomnooon e r oo e e e e e [ fee s e
anti-tetanus shot? D.K. 3 l 5%3 3 511 3 511 3 St1
510
8 |How many shots? Number L4 LJ u -
16 -
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Name Mame N amg Name
LINE NUMBER OF CHILD [N “BIRTH HISTORY TABLE" LiJ L1  — e
Alive Alive Alive Alive
SURVIVAL STATUS : CHECK 314 D D D D
Dead Oead |0ead Dead
0 O O O
Questions Coding Categories Codes |Skip ||Codes |Skip ||Codes |[Skip |jCodes ([Skip
to to to to
Where was (NAME) delivered? Public health
establ i shment 1 1 1 1
Private health
establ i shment 2 2 2 2
At home 3 3 3 3
At another home 4 4 & 4
DOther{specify): — 5 5 bl S
wWho assisted with the delivery of |Doctor 1 1 1 1
(NAME)? e Y PR T | EEEEEE PR | EERPPESS PEEEEY | EEPERTE) FERTS
Trained nurse/Midwife 2 2 2 4
INTERVIEWER: Record the most  |------------------------A[----oeoprrmo e e e fewme e oo ] oo e
qualified Daya 3 3 3 3
Relative/Friend 4 4 4 4
Other{specify): 5 5 5 5
No one 6 [ & -1
Was the delivery normal or were Normal 1 1 1 i
there any complications? = [--s-c-ceeeiiccimcceenne e e e e e R e e e e e e
Compl ications 2 2 2 2
IMTERVIEWER: Check 511 Child was delivered at
health establishment ] 1 1 1
Child was not delivered
at health establishment 2 517 2 517 2 517 2 517
why did you have the delivery of Safer/Better 1 1 1 1
(NAME) at (hospital/sclinic)?  [------mm-cvememomiieneoa s R EREEEY | ERhhbl RREER | RS R
Complications 2 2 2 2
Other({specify): — 3 3 3 3
Did you have a cesarean section Yes 1 GO TO 1 GO YO 1 GO TO ] GO TO
while delivering (NAME)? = |--essscccccvrceneneenencffeeenanae He-sm-nq| 0 Pl e
No 2 5198 ¢ 5198 2 5198 2 5198
Why did you not have the delivery [Service not available 1 1 1 1
of (NAME) at a public hespital oF @f-s----r--=------cmmmcon e e e e e e | s e e oo
private clinic? Service too far 2 2 2 2
INTERVIEWER: Circle main Costs too much 3 3 3 3
[T 1T I R RRREEEEEEETEEEEEE] | EEEEEEEY EEEEEY | EEEEEEER EEEEEY | EREEEEEN EELLE] | Shbbidt It
Premature/Sudden delivery & o & &
Home is better 5 5 5 5
Other(specify): 6 é ] &
- 1? -




N ame Name Name Name
LINE MUMBER OF CHILD IN “BIRTH WISTORY TABLEY [ el L1l L
Alive Alive Alive Alive
SURVIVAL STATUS : CHECK 318 £l [ | |
Dead - fead |Desd |besd
Ul 0 | |
Questions Coding Categories Codes |skip ||Codes |Skip ||codes |Skip |]Codes |Skip
to to to to
I:Mou wvag the umbilical cord cut? Medicsl inatruments 1 1 1 1
-3 7.7 [ (O | e O DAY | I TUA NN | PO P
Ordinary scissors 2 2 2 2
Razor/Knife 5 3 3 3
Other(specify): —————— 4 4 & &
0.K. 5 5 5 5
How was the cord stump treated? Sterilized dressing 01 1 1 1
- 25 [ R AL EEEETEEEEPEREET T | EEEEE EERERY | EEEEEE PR | EEEEREES EREEES | EEEETEEY EEEE
A Covered with ground
coffes 02 2 2 2
Covered with flour 03 3 3 3
Covered with earth 04 4 4 4
Covered with cauterizing 05 3 L 3
Covered with boiled oil 06 3 3 3
Covered with egg 07 3 3 3
Covered with kohl o8 3 3 3
Other{specify):— (v H 5 5
D.K. 10 é [} &
Was (NAME) born on time (P monthe) |On time [1}] 1 1 1
519|or bafors time?z fe----m-eeeeeeeooiolooo oo ARRE | REREE Ehdiehd | Riibiil Ehhbdd | Miakithibd Eiebie
] Before time 02
After time 03 3 3 3
p.K, 04 4 & &
When (WAME) was born, was his/her [Mormal 1 1 1 1
S20(weight normal, below normal, or  [eswe-------e- EREER AR SR EREEEERE ERREEE | REREEE EEEE | Rt RERbtd | Rihbthtl Rty
sbove normal? Below 2 2 2 2
Much below 3 3 3 3
Above 4 4 4 4
D.K. 5 5 5 5
Was (WAME) weighed at the time of |Yes 1 1 1 1
ErAE 1T n < ) N E e EE R R EEEEEEY | EEEREEEY EERERY | SEEEEEEY EEREEY | EEEEEEEY EEREEY | EEREEE LREES
No 2 523 2 523 2 523 2 523
522|How much was the waight in grams?
Ll 1.1 ) S T | I | | T |
During the six-week period Doctor i 1 1 1
523)(i.e., Nifath Period) following the|----------vovvmnnriaea o i EEEEEEEY EEERES | ECEEEREY FETTE § EEETEEE] ERETR)
birth of (MAME), did you see anyone|Trsined rurse/Miduife 2 2 2
for a check-up on your health?  --v.-----ommavcnaooo o] R R Bt EEEEEE | EEEEEEEY EEEEY | EEEEEER] EEL Ll
Daya 3 3 3 3
(L] Ll T L R VO L e AL R EEEEE TRt | REEREREY EEEEES | B EEEERS | ERALAtl EREEEY | RRRthid EELEE
Gther({specify): - 4 [ 4 4
INTERVIEWER: Record the mogt  [----rsvsvommmmcmomamcvna e oo e e RS EEEERY | RRRAERRl RETED
qualified No one 5 5 5 -
524|How many montha after the birth of NEXT NEXT NEXT NEXT
(HAME) did your period return? Number of months Lt Jcuiwpf] - jewmito]] “4 [cwio|] “ [cHiLp
Has not returned yet 9% P4 96 9%
8 -
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lScctim & ; CHILD FEEDIIC‘?I

401

[

Name Hame Name Name
{Youngest) (Next to (Second to (Third to
INTERVIEWER: Check Birth History Table and enter names of all Youngest) Youngest) Youngest)
children born in the “Last Five Years,” starting with "Last
Live Birth."
LINE NUMBER OF CHILD IM “BIRTH HISTORY TABLE" L Lo L L1
Alive Alive Alive Alive
SURVIVAL STATUS: CHECK 316 D [-_—] D D
Dead - Dead - Dead Dead
] ° ] U 0
Questions Coding Categories Codes Skip [|Codes Skip [|codes |Skip ||Codes ([Skip
to to to to
Did you ever feed (MAME) at the Yes 1 “ 1 1 1
LT L N R AR EEEETEEEERY | EEEEEEY EEREREY | EEREEEEY EEEEEY | EEREETEY EEFEEY § EEEEEEE i
No 2 503 2 603 2 603 2 603
How 800N efter the birth of (NAME) |Less than 1 hour 1 1 1 1
did you start breestfesding? [---------o-e-eoeoaioai el R B | EEEREEY B | CERLEEE
Between 1 and 3 hours 4 2 2 2
--------- e et | EEREar e ) SR - T | EERTEEES BN | EEEEEEE I+
Between 3 and & hours 3 3 3 3
-------------------------------- o ||------- 0 [}-------| 10 [[-------] 10
Between & and 24 hours 4 4 4 4
-------------------------------- 604 |f-------| 04 |]-------| 604 J|-------] 604
Between 24 and 72 hours 5 H 5 5
More than 72 hours -] & [} [
why did you never breastfeed Child sick 1 1 1 1
LT3 S LR CEEEEEPREEETY | EREEFTRY FEFPS) | EEEEEERY PRRES] | EEETERES PERFEY | EETTEREY PR
HEXT NEXT NEXT
Child died 2 CHILD 2 CHILD 2 CHILD 2 7014
Child refused 3 3 3 3
Mother sick [A [A [ 4
No/Insufficient milk 5 5 5 5
Breast/Nipples problems ] ] [] [}
Mother had to work 7 7 7 7
Other(specify): —_ 8 a 8 a
lave you ever given (NAME) powdered
milk on & regular basis? Age (in months} Ll Ll L L
LIF 'YES' : How old was the child |------seememeruran oo -l----- EEEE EETEE | EEEEREEY EEFETS | BEREEEES EEE R
when you started on a regular
basis? No 96 96 96 96
Have you ever given (NAME) animal
milk such as cow's, goat's, or Age (in months) L L L s
camel's milk on & regulsar basis?
IF “YES" : How old was the child |------------vomemve el leeee o feeea e cmmae e e oo [ ameee
when you started on a regular
basis? No 94 94 94 96
Have you ever given (NAME) sotid or
mushy food on a regular basis? Age {in months) Ll [ i L
IF “YES" : How old was the child
when you started on m regular  [------oseeeeoeeecimee o e e e e e e e e e e
basis? Ho 94 96 26 98
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M ame Name N ame Nams
LINE MUMBER OF CHILD IN “BIRTH HISTORY TABLE" Ll Ll i i
Alive Alive Alive Alive
SURVIVAL STATUS: CHECK 316 0l D () D
Dead L—_l Dead D Dead [:I Dead D
Questions Coding Categories Codes |Skip ||Codes [Skip ||Codes [Skip {||Codes [Skip
to to to to
INYERVIEWER : Alive and breastfed 1 1 613 1 413 1 613
|607' Check 316 and 601 and circle  |-------cvecioianinnnn, - - B EEEEEY | EERREEEE EEEERS | EEEREEE PR
appropriste code. Alive snd never breastfed 2 618 2 418 4 518 2 618
Cead and breastfed 3 613 3 613 3 613 3 413
NEXT WEXT WEXT
Oead and never breastfed 3 CHILD [ CHILD 4 CHILD 4 701
Are you still breastfeeding (NAME)?|Yes 1
- LR R E TR PP EEEEETS | EEEET I
No 2 613
How many times did you breastfeed
GO9[(NAME) yesterday during the Number of times Lok
daylight hours?  f---eeeeeeceeeooooeoee gl
As often as child wanted 96
How many times did you breastfeed
S10J(NAME) last night between sunset Humber of times b
and sunrise?  |-eeee-oeaaeen OSARAGRERAY | EREEEEEY EEEE
As often as child wanted 96
Do you breastfeed (NAME) whenever |Demand 1
511|he/she wants or according to & [--emsmeeeeseiiiii e e
fined nchedule? Schedule 2
Bath 3
When (NAME) has diarrhea, what do  |No change 1
612you do with breastfeeding? ... Do |=svs----omomnmoomocaa el G
you continue without change, [ncrease 2 0
increase, decrease, or stop breest-|--r=eso----ooooooooaoof ool
feeding? Decrease 3 ¥
stop o
................................ o
No diarrhea “
--------------- EAREEEEERY | EEEEEERE ST
b.K. 5

- 20 -
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Name N ame N ame Name
LINE WUMBER OF CHILD IN “BIRTH HISTORY TABLE" L ] ] L1
Alive Alive Alive Alive
SURYIVAL STATUS: CHECK 316 D E] D C]
Dead I-_] Dead D UDead D Dead E]
Questions Coding Categolies Codes [Skip ]|Codes ([Skip §|Codes |Skip ||Codes |[Skip
ta to to to
How many months did you breastfeed
(MAME )? Number of months bl L [ [
NEXT NEXT NEXT
uUntil child died 96 |(CHILD g &6 (CHILD 2 6 |CHILD 96 o
why did you stop bresstfeeding him |Chikid reached weaning age o1 01 01 o1
L L T L O TS T e R AR LR R R PEREETES | EEFEREEE EEEEE | EEEEEREY BEREEY | EEEEEERY EEFERY ) EEPFRTRE ETPRE
Child sick 02 02 02 02
Child refused 03 03 03 o3
LR L T T Y ] I e add | EERE el EEREES | EEERTERY EEETES | EEEEETES EEEEES | EEEEEEE EEEE
reason NEXT NEXT NEXT
Child died 04 CHILD 04 CHILD 04 CHILD 04 To1
Mother sick 0% os a5 05
No/insufficient milk 06 06 06 06
Fregnant or a7 07 o7
wanted another chiid o8 o8 08 08
Wanted to use pill 09 09 09 [
Te (Return to) work 10 10 10 10
Preferred bottle 1 1 1n 11
Other(specify): - 12 12 12 12
Did you stop breastfeeding suddenly|Suddenly 1 1 1 1
or progressively!  Jreeeeemcicienaneeve e e e e [ R e e e
Progressively 2 2 2 2
when you weaned (WAME), did you put|Yes 1 1 1 1
“"Mor" or “Sabr" or any other thing [----------coommmmnmno e ] e e e e | e
of that type on the breast? Ho 2 2 2 2
INTERVIEWER: Check 314 Child alive 1 1 1 1
NEXT NEXT MEXT
Child dead 2 CHlLD 2 CHILD 2 CHILD 2 701

- 21 -

245




[

|619

Name Name Hame hame
LINE NUMBER OF CHILD IN “BIRTK HISTORY TABLE% e L L o
Alive Alive Alive Alive
SURVIVAL STATUS: CHECK 316 D D D D
Dead D Dead D |0ead D Joead D
Questions Coding Categories Codes (Skip l|Codes |Skip [|Codes [Skip ][Codes |skip
to to to to
Is (MAME) being given any of the Yes |No Yes |No Yes|No Yeos |No
following types of Liquid and food?
Flain water 1|2 1] 2 11]¢ 112
Fresh full cream milk 1|2 112 112 1] 2
Pasteurized bottied milk 112 142 1]2 1]2
Powdered milk for infant 112 11¢2 112 1]¢2
Canned/Powdered milk 1 2 1 2 112 112
duices 112 112 112 1]2
Sugar water 1 2 1 2 t |2 112
Rice water 1 2 1 2 T2 112
Herbal drinks 112 112 1|2 112
Homemade beby food 112 112 1|2 112
Preserved(jars) baby food|] 1 2 1 2 1|2 142
food mede for family 1| 2 112 1] 2 1]2
Othar{specify) 1] 2 112 112 112
Was (NAME) ever fed regularly from |Yes 1 1 1 1
s bottle with a nippte?  [eeeco-cocieniiemeenn e e e Peee s a e e e e
HEXT NEXT NEXT
No 2 CHILD 2 CHILD 2 CHILD 2 o1
How old was (NAME) when you began
to feed him/her with a bottle? Months L L L L1 | Ggo
-------------------------------- WEXT [|-------{uExXT ||-------|&ext }]-------
T0
Years Ly Ly [E| L
-------------------------------- CHILD |-« -~---|CHILD]]-------|cHILD]]-------] 701
D.K. 26 ) 96 ?6

- 22 -
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I Section 7 : CAUSE OF DEATH FOR CHILDREN WHO olsz

Hame Hame Name Name
(Youngest) (Next to (Second to (Third to
INTERVIEWER: Chock Birth Wistory Table and enter nemes of ali Youngest) Youngest) Yourgest)
children born in the “Last Five Yeary,* sterting with “Last
Live Birth.*
LINE WUMBER OF CHILD IN BIRTH WISTORY TABLE L L i i
Questions Coding Categories Codes |Skip |ftodes |[Skip ||Codes |Skip |ICodes |[Skip
to to to to
INTERVIEMER: Check 314 in Birth |Alfve 1 NEXT 1 NEXT 1 MEXT 1
I?m Nistory Table CHILD CHILD CHLLD 501
Dead 4 2 2 ?
buring the two weeks|A) Disrrhea Yes: leus than 2 days ago ] 1 1 1
702|bafore (MAME) died, ARRRIIAEITETEECEREEEEETRE] | BN SEGRE! REREE] | SERCERE] EEETRY | EEREEE RAAE | RRALERE
did ha/she have any Yea: 2 daye or more ago 4 2 2 2
of the following | = |=---esscce-n-- EEETETEETEY | EERERER] EEERSE | EEEFPRTS FECPRY | EERFETEY EEPTEY | EEETE T EETTE]
{symptosa? | ] 1 3 3 3
B} vYomiting Yes: lass than 2 days ago 1 1 1 1
Yas: 2 doys of more ago 2 2 2 2
No 3 3 3 3
C) Cough or Yes: less than 2 days ago 1 1 1 1
difficulty |=v---cremeerocciann-- EEEES | EEEEETE EEPFYY | EEEEPEEY EEPYYS | EEPEETE EETRE) ERLTLEES EETTR
in breath- [Yes: 2 days or more ag 2 F4 2 2
[1." R PO S PO § PR U | FORRR U | ORI S [ raana
No 3 3 3 3
D) Fever 1 1 1 1
Ye: 2 days of more ago 2 2 2 2
No 3 3 3 3
E) Ragh Yes: less than 2 deys ago 1 1 1 1
Yos: 2 days or more ago 2 2 2 2
No L 3 3 3 3
F} Corvulsiong|Yes: lass than 2 days ago 1 1 1 1
Yes: 2 deys or more sgo 2 2 2 ?
No 3 3 3 3
G) Other Yas{specify): 1 1 1 1
fliness  [errmemmmeemmeie e e e e e
No 2 2 2 2
wWhat was the main cause of hissher
l?os death? Youngest child— L
GO
Next to youngest L1l
0
Second to youngest L1
Third to youngest
..... PROND SRR | I ceeaas [ cenee--| 801
Sudden daath 9]6 96 9‘6 -]
L
wWas anyons conasulted befors the Yes 1 1 1 1
lm death of (NAME)? 00 [emeemeeemecceeceeeeec e ) e e e ol EEErtY | EEETEEE] PR
NEXT NEXT NEXT
No 2 CHILD 2 CHILD 2 CHILD ? O
i L L
Who Was cormulted? Hospital 1 1 1 1
sy e RO | TNRUI PR | PRGN DRI | PRI N | R
Health center 2 2 2 2
Privete clinic 3 3 3 3
Traditional healer 4 [ [ &
Other(specify): 5 H 5 5
No one ] [ ] [
- 23 -
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[Section 8 : FANILY PLANNING AND CHILDBEARING ATTITUDES ]

E

Now T would like to talk sbout a different topic.
methods that a couple can use to delay or avoid a pregnancy.
these methods or ways have you hesrd about?

There are various

which of

INTERVIEWER: Circle code 1 in 802 for sach method mentioned
spontendously. Then proceed down the column, reeding the nese of
wech method not mentioned spontanecusly. Circle code 2 if the
method is recognized, and code 3 if not recognized. Then for each
method with code 1 or 2 circled in 802, ask 303.

802| MWave you ever heard|B802A|Do you krouw 2|B03 |Have you ever BOZI Have you ever heard mlnave YOU Ever
METHOD of {METHQD)? source of used (METHOD)? METHOD of (METHOD)? used (METHOD)?
{METHOD)?
E] Yes: Spontaneously 1 o7 Yes: Sponteneously 1
--------------------- ---|Yes 1 [Yes 1 mrremessmmmrscccsrsen|ons (Yog 1
PILL Yes: Probed 2 |- B R --- MALE Yes: Probed P R -
--------------------- --- STERILIZATION| - ==somcenwovmmmmmmmnnfann
No * 3 5 |No 2 |Ko 2 No * |3 Mo 2
E] Yes: Spontanecusiy 1 [+ Yes: Spontaneously 1
--------------------- - |Yes 1 |Yes 1 R b EEE Rl EEES | 11 1
1 Yes: Probed 2 [rmmrreeeeneian EEEl RER AL R R S EE RS .- SAFE PERIOD [Yes: Probed 2 [-mmrmmmmieee- ---
Ho * 1 5 |No 2 |No 2 No * 13 [No 2
-ﬂ Yes: Spontaneously 1 09 Yes: Spontaneously 1
--------------------- -~~~ Yes 1 |Yes 1 servessssssuoocmmrrae |oes [ Yog 1
INJECTIONS Yes: Probed 2 |mmermmreeeeean R R e --- WITHORAWAL Yes: Probed 2 [ ---
No ®= | 3 |No 2 No 2 No * 13 |No 2
0—4] Yes: Spontanecusly 1 ﬂ Yes: Spontaneously 1
S e Rt TR «--|Yes 1 [Yes 11— e --|fes 1
DIAPHRAGHM/ Yes: Probed P L mesies BREASTFEEDING|Yes: Probed 2 | ---
FOAM/JELLY  ---==ecsocce-mnnnmnnmn - 9 - n | rmmemrrrerresecsse-es -
No * {3 |No 2 [NWo 2 Ne * | 3 |No 2
O_SJ Yes: Spontaneously 1 ﬂ Yes 1
--------------------- -~ 1Yes 1 |Yes 1 B bl EE
CONDOM Yes: Probed g | LAl LR E R LR LR re- ANY OTHER No 2
--------------------- - METHOD
No « |5 |No 2 |No 2 Yes 1
% ., - | .
_Oﬂ Yes: Spontaneously 1 No 2
..................... -—-a 1
FEMALE Yes: Probed --- Tes ]
STERILTZATION =-===--cc-msmccananns - g ——— [ ---
Wo o 2 o

* Skip 1o next methaod



/%44/1424@ =/

AP lp =/, ¢

Y

SKIP
QUESTIONS CODING CATEGORIES TO
Ever used a method 1
804 INTERVIEWER: Check 803 = [fJe==-———c—seemr sl e e -
Kever used a method 2 824
How many living sons and how
805||many living daughters, if any, | l|Number of sons 1
did you have whan you first  [[j--=-===cecmmmmmr e | vmmee ] e
used a family planning method?
Number of daughters L1
When you first began to use
806||family planning, did you want Wanted child later 1
to have another child but at afff----=-=-=-sc—m—cvcmme e ae e
later time or did you want Wanted to stop
to stop childbearing? childbearing 2
Other (specify): k]
INTERVIEWER: Check 201 Currently married 1
-2« | T ] E
Not currently married 2 823
INTERVIEWER: Check 325 Not pregnant/Unsure 1
sogf| | eememrmm e e e e em
Currently pregnant 2 821
Are you currently using any Yes 1
809||method of family planning?  |jj--~====rr———cewecmm e e
No 2 823
Which method are you using? Pill 01
grof e e e[ e
A Iup 02 813
Injections 03 a17¢C
Diaphragm/Foam/Jelly 04 g17C
Condom 05 817¢C
Female sterilization 06 816
Male sterilization 07 816
Safe period o8 820
Withdrawal 0% 820
Breastfeeding 10 820
Cther (specify}: 11 820
810( Did you consult a doctor or aflyes 1
B | nurse when you started using |f--------=vcccmmmmrecmmfcwmme e e
it? No 2
How much does one packet
811( (cycle) of pills cost you? Cost (in Rials)  —
Free 99 6
D.K. 99 8
Who obtained the packet Respondent 1 B817A
812) (cycle) of pills the last = Jj---===c-cmmmmmereccmmee e e e
time? Husband 2 817A
Home delivered k] 818
Other (specify): 4 817A

- 25 -
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SKIP

QUESTIONS CODING CATEGORIES TO
How much did it cost to have
813fthe IUD inserted? Cost (in Rials) L)
Free 9 6
D.K. 9 8B
Pid you get the IUD at the
8l4jplace where you had it Yes : Same place 1 817B
inserted or did you get it  |[-=-=w-—-- et -|=———
somevhere else? No : Somewhere else 2
How much did it cost to get
815fthe IUD at (Place where IUD Cost (in Rials) B
was bought)? === 00 @0fleeeeeeemm e e
Free 396 817B
D.K. 9938
In what month and year did you
816] (your husband) have the Month O
operationz = M-~ 817D
Year i
A) Where did you(your husband) ||[[Public hospital 01
817jobtain the pill the last time?||-—----=w---——-—mmmmoenfomeeen “f==---
Public FP clinic 02
B) Where was the IUD which youf|----—-------~~-—mccce—f rocee “f-—--
are using now inserted? Private voluntary FP
clinic 03
C) Where did you obtain the |[--—-—-crermmmmcmccccrec e | =
(METHOD) 7 MCH centre
04
D)Where did the sterilization {f-------------—memae—fl—mmcu- ===
take place? Private doctor/Clinic 05
Field worker 06
Mobile clinic 07
Pharmacy 08
Other 09 819
D.K. 10 819
How much time does it take to
818jgc to this place?
A Minutes L
Was thera anything you Wait tooc long 1
si1sfparticularly disliked about |||-----------"r-—cm————flmcce—a “I-—-
the services you (your Staff discourteous 2
husband) received from that |[j-—-——===-==--———revmua—fl——veue ===
source? Too expensive 3
IF "YES" : What? Desired method
unavailable 4
INTERVIEWER: Record main  [[f-=-----~-rrcrcmmmmmmen e e
reason Other (specify): 5
No complaints ]
INTERVIEWER: Check 803 Neither sterilized 1
-3 L] | (T el | e
He/She sterilized 2 835
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SKIP

QUESTIONS CODING CATEGORIES TO
For how long have you been Duration:
820fusing (CURRENT METHOD) Months L
continuously? =00 (f|=-===emmmmmremmeeee e e m e
Years  —
Have you experienced any Yes 1
821jproblem from using (CURRENT [f~------------—————comeflemmcmec e
METHOD) ? No 2 833
wWhat is the main problem you Health concerns 1
822||experiencear @ {(f--————————m—mmm e
Method failed 2 G
______________________________ 0
Husband disapproved 3
AccessfAvailability 4
______________________________ T
Costs too much 5 o]
Inconvenient to use [
Other (specify): 7 833
D.K. 8
Which was the last method of Pill o1
823 family planning you used? = ||-----w--m-emmemenrrmnan| el
IUD 02
Injections 03
Diaphragm/Foam/Jelly 04
Condom 05
Female sterilization 06
Male sterilization o7
Safe period 08
Withdrawal 09
Breastfeeding 10
Other (specify): 11
INTERVIEWER: Check 201 Currently married 1
s24 e e e -
Not currently married 2 835
Do you intend to use a method Yes 1
825fof family planning at any timef||-«=cssc—cere v vnafemmc e
in the future? No 2 azs
- 27 -
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QUESTIONS

CODING CATEGORIES

826

827

828

829

Which method would you prefer Pill 01

to uge?  Meee—mmmmeeee e - ———
IUD 02
Injections 03
Diaphragm/Foam/Jelly 04
Condom 05
Female sterilization 06
Male sterilization 07
Safe period 08
Withdrawal 09
Breastfeeding 10
Other (specify): 11
Don't know 90

wWhen do you plan to begin Within 12 months 1

using (METHOD)? = Hf-==-===s-=r=mememeer e e — - GO
From 1 to 2 years 2
—————————————————————————————— TO
Three years or more 3
------------------------------ 829
Undecided 4

What is the main reason that Religious prohibitions 01

you do not want to use a = [ |[----=-------mosmm—omo— habtebaiatel Setntalbs

method of family planning? Opposed to FP o2
Husband disapproves 03 831
Other relatives
disapprove 04
Side effects 05
Lack of Knowledge 06
Difficult to obtain 07
Costs too much 08
Inconvenient to use 09
Fatalistic 10
Menopausal/Subfecund 11
Other({specify): 12
Unsure/D.K. 13

Have you ever talked with your||Yes 1

husband about family planning?|||--=-=-=cr===mmmmmm v [ mer e  — e - —
No 2

- 28 -
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QUESTIONS CODING CATEGORIES TO
In your opinion, in general, Approves 1
830pdoes your husband approve or |[f---~=-=—r—--—--—-———ssssfeesmeeee]—————
disapprove of couples using Conditionally approves 2
a method of family planning? |(f|----——---—-----==-coc- ——————— ] ————
Disapproves 3
D.K 4
INTERVIEWER: Check 325 Pregnant 1
s3af Meeemmcsmmmrmemree e e
Not pregnant/uUnsure 2 833
After the child you are Have another 1 GO
832||lexpecting, would you like to [j=-====ceceececemrereerr e
have another child or would Nc more 2 TO
you prefer not to have any  |f--——---—---—---rrrr—mr————jlm—rww=-
nore children? Undecided/D.K. 3 835
Would you like to have a Have another 1
833 (another) child or would you |f--—--—-----"----vovecmflom—nvea]fem———
prefer not to have any (more) No more 2 835
children? = -—---m-m—mssmsmemmm e e
Cannot get pregnant 3 835
Undecided/D.K. 4 835
Would you prefer your next Boy 1
834{child to be a boy or a girl? |[|-———=-==evcemeccrmcm—enll e ——
Girl 2
Either 3
Other (specify): 4
INTERVIEWER: No living children 1
835 Check 303 anpd 305 9= |Jf=e=mmemmmrmrme e e e
Has living children 2 a37
If you could choose exactly
836(the numbar of children to have| [[Number LLJ fco TO
in your whole life, how many [[f=v====-=m———cmmcmmmmecef-mr—aa=
would that be? Other (specify): 9 6 838
If you could go back to the
837time you did not have any Number L
children and could choose
exactly the number of children|fi------—--—s-cccccccncrflememee= | —————
to have in your whole life,
how many would that be? Other(specify): 9 6
INTERVIEWER: Check 201 Currently married 1
sasf i eeememe s e f e
Not currently married 2 840
If your husband could choose
839llexactly the number of children||[|[Number —
for you to have, without
regard to the numper of = [fj--——-----—wrcmmmmmmmm e —
children that you already
have, how many do you think Other (specify): 9 6

that would be?

29 ~
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QUESTIONS CODING CATEGORIES TO
In your cpinion, what level ofl|[|None 1
B40leducation would you like (your||---=----cmcmmmmmmm e fameas
daughter/a girl) to obtain? Read and write 2
Primary 3
Preparatory 4
Secondary 5
University 6
In your cpinicn, What level off|None 1
841)education would you like (yourff----------"---"-"cmmmccf e ————
son/a boy) to cbhbtain? Read and write 2
Primary 3
Preparatory 4
Secondary 5
University 6
In your opinion, what is the
B42[most suitable age for (your Age Lt
daughter/a girl) to marry?  j|-—=r==+rvrrmmmmmmemmme e [ e ==
Other (specify): 9 6
In your opinion, how many
843|children should (your daughter| {Number Lt
/a girl) have? @ Jffesseeceemmeme e -
Other (specify): 9 6
Would you approve or disap- Approve 1
844)3prove of your daughter(s)  |(}------—-———"--—"-"-"—"—-"-"""-"+ = ————
{girls) working if a good Conditionally approve 2
opportunity for earning cash (f-----------------------j-mmcmmoj—m—u=
were available? Disapprove 3
Do you approve or disapprove Approve 1
845(of female circumcision? = [j-----v--meemrrriciiaccc e e emmam
Disapprove 2 847
Undecided 3 901
wWhy is that? Religious beliefs 1
846 INTERVIEWER: Circle the  [f--~-=-=-~---ocmmmmef o G
most important||Normal practice here '] [+]
reason = |[[fj---—--—mrrrreerl e
Good for the girl 3
______________________________ T
Husband's desire 4 4]
Other (specify): 5 901
What is the main reason for Not good for the girl 1
| | e
Husband's desire 2
Other (specify): 3

_30_
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Section 9 :

HUSBAND'S RESOURCES

SKIP
QUESTIONS CODING CATEGORIES TO
Now I would like to ask some Yes 1
90ljquestions about your (last/ l|-----—----ccemcererrer—facemmnelo———-"
late) husband. Did he ever No 2 905
attend school? = |fmmm——————————reer e e e [ e
D.K 3 905
What was the highest level of||[|[Primary 1
902l education he attended? @ = [[j-=====mmmmmmmmmmmmmmceo e ——— —————
Preparatory 2
Secondary 3
Postsecondary 4
University 5
D.K. 6 905
What was the highest grade
903[| (year) he completed at that Grade —
levelz  (=mm——————mmmemm e e e e
D.K. 9 8
Less than 4 years of
904] INTERVIEWER: primary 1
Check 902 and 903 = [ |f=====-==—-—m—mmnmreeree - el m———
Four years of primary
or more 2 907
Yes 1
905(|Can (could) he read a letter |{|-—--————---=~ccmcrm—rmjlemm——— —————
or newspaper, for example? No 2 907
D.K. 3 907
Yes 1
906[|can(could) he write a letter, [------——————--—cewsmmes|e~—m—aolom———
for example? No 2
D.K. 3
907|Wwhat is (was) his occupation;
that is, what kind of work i
does (did) he mainly do?
INTERVIEWER: Check 907 In agriculture 1
o8y | feeeerm————r e e e e f e
Not in agriculture 2 911
Does {(did) your husband work His/Family land 1 912
809 mainly on his or family land, |[------------———c—mmmme—flm———m - m——
or on gomeone else's land? Someone else's land 2
Does (did) he work mainly for Money 1 GO
910(money or does (did) he work |[|{|-~=--—=wwccscmcmmmrrree— e ————
for a share of the crops? A share of crops 2 TO
Both 3 912
.-31-
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911

912

913

914

915

916

917

918

QUESTIONS CODING CATEGORIES TO
Yes 1
Does (did) he earn a regular |[[-------—wccccmcmranmce e e
wage or salary? No 2
D.K 3
INTERVIEWER: Chack 201 Currently married 1
Not currently married 2 END
Doee your husband have any Secondary job:
additional or secondary job?
[
IF 'YES' :
What does he do? = [f---—=---mmrnmmmee e = ==
No 96
D.K 98
How old is your husband now? Age i
D.K. 98
Has your hueband been living
with you here continuously Living at home 1 END
during the last three months [j==-=====vrrrrrrrrrrnrren| —mr e |-
or has he been away? Away 2
Working elsewhere
What is the reason for his inside the country 1 918
absence? === jf----—-——-——-——-————————-—"—-||--—cwnnjom—=-
Working abroad 2
Separated 3 918
Other(specify): 4 918
Country:
In which country does he work o
now?
For how long has he been away? Months L
Years L1
_32..
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INTERVIEWER'S OBSERVATIONS

Degree of cooperation

Very Good

Privacy of interview

No others present
Others present during part
of the interview
Others present during all
of the interview

IF "“"OTHERS"™ PRESENT :

Mark whether any of the
following were present
during the interview

Children under 10

Other males

YES NO

1 2
__; ______ ;_-
-_; ______ ;__
-_; ______ ;__

Interviewer's Comments

Supervisor's Comments

Editor's Comments

- 33 -
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1991

* In collaboration with the Ministry of Public Health, the PAPCHILD
Project, the Demographic and Health Survey Project (DHS), and USAID.
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CHILD HEALTH QUESTIONNAIRE

{For All Children Under 5 Years of Age)

IDENTIFICATION

Governorate :

District:

Urban / Rural:

Cluster Nunmber :

Household Number :

INTERVIEWER VISITS

Name of interviewer
Date of visit
Starting time
Ending time
Duration of inter-
view.

Hours

Minutes

Result Code*

S e B e e ey

L IR R

----------

N

Next visit
Date

Time

Y BET-T

DI R R

maas s

LR

* Result codes:

1. Completed

2. Not at home

3. Postponhed
4. Refused

5. Partly completed

6. Other (specify)

Field Editing

Ooffice Editing

Data Entry

Name

Date

veo)e /190,

JJ19... ..

/19, ..

Keyed by ——
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| section 1 : cewenat |

HOur —J
Timm
Winutes -

Number of eligible children |:]

Name Name Nome Name
(Youngest) (Mext to (Second to (Third to
youngest) youngsst) youngest )
INTERVIEWER: Chack “Housshold Roster* and snter names of ail
children under five ysars of age, starting with the youngest.
|100 LIME MUMBER OF CHILD IN “MWOUREMOLD SCHEDULE“ L LiJ L [
101|AGE OF CHILD S Ty W | (SN Ry | Ry S | Sy
M Y L] Y L} Y L] Y
J02ILINE NUMBER OF MOTHER 1IN “HOUSENOLD SCHEDULE™ L1 i | I -
(DECEASED = 97) , (MOT A MEMGER OF HOUSENOLD = 96)
|103 LINE NUMBER OF CHILD IN “8IRTH MISTORY™ (S (S (S (SN
(A, = 95)
MUMBER OF VISITS
04 JRESULT* OF INTERVIEW (SEE PRECEDLING PAGE FOR CCDES) LJ LJ J J
] L ] J
105{LINE WUMBER OF PERSON ANSWERING THIS QUESTIONMAIRE FROM THE i 1 Ly L
HOUSENOLD SCHEDULE
sKIp SKIP SKIP SKIP
QUESTIONS CODING CATEGORIES CODES 10 CODES 10 CODES T0 CODES 1o
1 108 1 108 1 108 1 108
|106 Who is primarily responaible for  |--r--ocee-cimmmeireoi i e e e e e e e e
the cars of (MAME)? 2 2 2 2
k] 3 3 3
3 4 4 4
5 5 H
6 6
Other(specify}: 7 7 7 7
TOTILINE MUMBER OF CARETAKER Line rumber L D D L
(Mot member of Housshold = 96)
Yes 1 1 1 t
|10!IDo you (Doss caretaker) give ths e R N ERLEEEE RS ETY | EREETERY EEEERS | RERTESTY FEEERY | CEESTERY ERREES | ERAEESLl EXEE
care of (NAME) to another parson No : always teke child
whan you leave homa for an extended with me 2 12 F4 12 2 12 F4 112
|partod, sither for work, visiting |------------c--me-mee Qoo - R e e
shopping, or other reasons?
No : do not go out 3 12 3 12 3 112 3 112
|109 Sister (| L1 (| [
With whom do you |wave {MAME)? Sovmmmmmmaaaooo R | EEEEEEEY ETERSY | EREREFES EERLEY | EECEEE ] | ELEET T PR
INTERYIEWER : Aunt i Ll L - -
» Record all persons mentioned |--v=<ce---m-crcmeonenaemmana e e e e e e e e
ard snter line raaber of ssch
person mentionsd a8 shown on |Grendmother (] (W] (E [a
Housshoid Roster. R T ECEEEE R P TR TN | EEEEE TRl FEEEE | EEETEETE S ENES { EREETErY ERLEES | EELTER CETEE
s« [f person mentioned not mesber
of household CIRCLE 96, Nanny —J L [SSE] —
Child care group ) 96 9% 9%
Othar{specify): [ |- | I} -
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Hame Name ame Nams
{Youngest) {Next to {Second to {Third to
youngast) youngest) youngest)
lLllE WMMEBER OF CHILD 1IN "HOUSEWOLD SCMEDULE®™ L1 D L — L
SKIP SKIP SKIP SK1P
QUESTIONS CODING CATEGORIES CODES TO CODES 10 CODES 10 CODES T0
110
IWTERVIEWER: See 109
Aunt / grandecther mentioned and
Line muber of either or both=ds.
YES )
] [ ro 1o
A|G Al G AL G AlG
111|where doss {do) sunt (and/or In seme building or -1 --- B —— —_—
fgrancmother) Live? courtyard 111 101 111
Nearby 212 2|2 2|2 H
Another part of the
village or city 313 313 313 313
Doss the father of (NAME) play No: not st home 1 N 1 ] 1 | 1 [4
112} regularly with him/her, say, for ICERAREEEEEEY | EECEEER € |- E memener| E mm--eeel Q@
& hatf-hour or more? No: works until late 2 X 2 | 2 X 2
INTEAVIEWER: 1f In household sche-[--eer-mmncncanmananrarfocani. T [[------ r [{----~--1 1 {]------- T
dule 106, fathar is deceansd, then|No: rarely or never 3 3 3 3 0
don't ask the question, circie LR RS SRLEEEEE] | EEEETE c f------- c EEECEEEY N S | ERELERAS
code &. 4 H 3 H 4 L3 4 2
....... ] —meaans ] csemamw I e u
5 L ] L 5 L 5 1
------- e l|-------| o §|-------] o [}-------
Father decessed ] & ] [}

-2 -
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20

204

205

(%]

203

209

(=]

[B]

(8] [%]

[8] [&]

[ section 2 : monnipiTy : oiaReuea ]
Name Hame Hams Nanms
{Youngest) (Next to (Second to (Third to
youngest ) youngest) youngest)
INTEAVIEMWER: Check "Nousshold Roster® and snter names of sll
children under five yesrs of age, starting with the youngest.
Line mumber of child in 'Household Roster' (S (W L L1
sKIP SKIP SKIP &KIp
QUESTICNS CODING CATEGORIES CODES T0 CODES 10 CODES T CODES [+
Now | would Like to ask eome
questions about afry fllnesses your |Yes 1 204 1 204 1 204 1 204
children might have had recently. |----- R SRR EEL L | EEEEEEE EEERE] | EEERELE EREEES | EEEEEEES EERDES | RELEEEl EEI RN
Has (NAME) had diarrhea in the Last
24 hours? No 2 2 2 2
Yes 1 1 1 1
Has (WAME) had diarrhas in the lagt}----- R SRR L] | EEEEEEE EEEEEY | EEREERES SEETES | RRELESAY EERTEE | EREEEEES RELl
two wewks? o 2 |NEXT 2 | REXT 2 |NEXT 2 220
D.K. 3 {CHILD } |tHILD 3 |CHILD 3 220
For how many days did the last Days Ll ] 204 L1 | zos i} 205 i1 | 265
spisode of diarrhea lest? {D.K. = 78)
How marry deys age did the diarrhes {Days L L i i
start? D.K. = 98)
Wild 1 ] 1 1
Was (12) the diarrhea mildor ----- EEEREEEEEEEE LTt | EEEEEEEY EEEEES | REEREEE REEEES | EREREER] RAREEY | AALRELEY EEERE]
severs? Savare 2 2 2
D.K 3 3 3 3
During this (the [ast) episode of |[Wumber L L L L
diarrhes, how many liguid steols  f-----------cmoomeenororoofeiei o e e e en s e f o ns fasans
did (NAME) have on worst day? D.K. 98 98 98 98
Yes 1 1 1 1
Was thers blood and/or wucus in the|-----r---------omrmeeooo lommmomn oo omom e f oo e m e en ee e e e
stools? Ne 2 2 2 2
b.K. 3 3 3 3
Tes 1 1 1 1
0id (MAME) slso have fevar? = |==c-cr-----m-mmranvneooeofemimeen e e e L e e e e
Wo F 2 2 2
D.K. 3 3 3 3
Yes 1 1 1 1
Did he/she experience vomiting?  [--------------oeeemicmoofiem i e e e e e e e
No 2 2 2
D.K. 3 1 3 3
Yes 1 1 1 1
Did he/she also experienck  1----- AR LEREEEEEEEEEELAES | AREREEE EEEREY | EEREEERS RAEIE] | Rihhbbhl RELEEY | Rtbhtel b
dehydreation? No 2 2 2 2
D.K 3 3 3 3
More 1 1 1 1
When (MAME) had dierrhea then, was |------------cevmcommmmmogfonceeen oo omeeeen e e e e e
he/she given more, less, or ths Less 2 2 2 2
same amount of Liguid ms before thef------------ereveenonmmefrenmeoc oo e m e arne o oo oo e e e | e e
diarrhea? Same 3 3 3 3
) 4 ] 4
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‘Z‘IZ

213

214

217

219

Name Nams Nams N
(Youngest) {Next to {Second to (Third to
youngest) YOUNQEnt } yOUNQest )
Line numbar of child in MNousehold Roster® O (S [ | I
SKIP skip sKip «ip
QUESTIONS CODING CATEGORIES CODES 10 COQES T0 CODES T0 CODES T0
Home solution of sugar,
Was (NAME) given either o home salt, end water 1 1 1 1
solution of sugar, sait, end water |-----evrr-cm-eoeeen REXEEES | EEEEEEE] EERERY | EEEEEEN ERETRY | AEELEEES EEETRY | EEEEEEEY ERERS
to drink, or & solution made from |ORS packet solution pre-
an ORS packet? pared at home 2 2 2 F4
1f “YES®: Which? Both given 3 3 3 3
Nefthar given 4 215 & 1% & 215 & 215
For how many days was (WAME) given |Days
(Home salutionsepecisl packet)? (Less than 2&Hours = 00) iJ L L) )
(b.x, = 98)
Batter 1 1 1 1
Tha Last time (NAME) was piven B AR R R R | R EEETEY | SERTEETE ERTEE | EEELTELE RETTE § EEEEEEtd EEEits
(Home solution/special packet), Morse 2 2 2 2
did he/she get better, worse, or B ERRECECE TR ET T | EEETEETS FETETS § EETEETEY AEEETY | EELEELEE RERSEE | EERAEEES REREES
was thers no change? No changs 3 3 3 3
More * 1 1 1
Was (MAME) given more, less, or thel-----merooooomvovvennnnr oo e e e e e e e e e
same amount of solid food as was H 2 2 F4
given before he/she had diarrhea? [-----ceceseamraraoooHeearrenfonen lereeon e - r e e P o e
Same 3 3 3
Solid food was MOt given & & 4
b.K, 5 5 5 5
¥ |NiDK Y |N|DK Y |N|DK ¥ |WjoK
Wak (NAME) taken to any of the
following parsons or places during |Public health service 1]2]3 142 3 1]2] % 1]2] 3
the lest episods of disrrhes? [---co-oveonoroooomvonnn e B B R BRI B R R LR K2 R R R 32 bl R
Cooperative health
sérvice 11213 12| 3 1121 % 1|2
Private doctor 1 12| 3 1421 3 1 42| 3 1|2
Pharmacy 12| 3 1 (2| 3 12 112l 3
Traditional midwife 1123 112] 3 102 3 1 (2] 3
Traditional herbalist 1 42] 3 1]2| 3 112| 3 14§23
Anyone else 1123 11213 1123 112] 3
INTERVIEWER : Check 216
At least ons Mot & mingle
YES to 216 YES to 216
i (Go to 219)
Intravencus 1 1 1 1
What treatment did (MAME) receive |-«~--=--ceccmrcoomnooaaoflierennn U | ERAEEE - LI | AR
thare in the last visit? Other injection 2 E 2 E 2 E 2 &
LR L | B x j------- X yj------- X Y|----=-
INTERVIEWER : Tablets or pills 3 1 3 T 3 T 3
Circle all treatments RTINS EEEETETTESS | AELEEEE] IR | EEEEEEE IR | EEEEEEE B | EERbt i
ment i ored Syrups 4 & 4 &
-------------------------------- c ||-------| ¢ |} |} YO
ORS 5 H 5 H 5 H 5
-------------------------------- [ R [ R l ——emme
Other(specify): ] L é L [] L []
-------------------------------- o |1-------| o H------<| © []-------
Nothing given 4 7 4 T 220
-------------------------------- 201 ||-------| 200 ||-------] 201 |]-------
pK. 8 8 8 ]
Illpess use mild 1 1 1 1 =]
Why was (MAME) not taken somewhers [=------------------cvoco-l-mmnnm- NEXT 1]------- NEXT J]-«====~ NEXT |p===----
for treatment during the Last Mother too busy 2 2 2 2
episoda of diarrhes? 00 -ceereecocecicceccninaianl])eines CHILD)Y------- CHILD|]------- chiwp)|------- 10
No facilities or person
to consuit 3 3 3 3
INTERVIEWER: Record main reason |------- ER R TR TEY | EERRER 201 |]--eer-- 201 {]--=-r-- 201 |-------
Other{specify): & & 4 4 220

-4 -
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QUESTIONS CODING CATEGORIES Codes Skip
Interviewer : Check 212
220
ORS ORS not
used used/no diarrhea
(SKIP to 222) i
Have you aver heard of a
221||special product called ORS Yes 1
(LOCAL NAME)} you can get for |--------cccccecccccamajjlomecea- ———
the treatment of diarrhea? No 2 ol
Have you ever prepared one of |Yes 1
222¢the ORS packets for yourself |------------occccceeeo|fl--=--—- -——=
or for someone else? No 2 225
The laat time you used ORS, 1/2 Litre 1
223||how much water did you use to |---—-----------c——————jll——————v ——
prepare the packet? 1 Litre 2
1 1/2 Litres k)
2 Litres 4
Other (specify) 5
D.K 6
Did you use bolled water, Boiled water 1
224bottled water, or other water |—-———-—--—-——---————c—o-jjlomm=——m ——
to prepare the packet (the Bottled water 2
last time)? = |mmememmmeeemmemmeeeee = —-——
Other (specify) 3
D.K 4
Public health
225||Where can you get ORS packets?|establishment 1
Cooperative health
establishment 2
(MARK ALL ANSWERS GIVEN) = |[=-~re-weevceceeecr ool e e e e e ——
Field worker 3
Private doctor/hospital 4
Pharmacy 5
Shop 6
Daya 7
Other (specify) 8
D.K. 9
Cost
226||How much do (you think) the Free = 996 11
packets cost? D.K. = 998
- 5 -
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I Saction 3 : MORBIDITY: OTHER [LLWESSES I

Name Namg Nams Name
(Youngest) (Next to {Second 1o {Third to
youngest ) youngest) youngast )
Line ramber of child in 'Housshold Roster! L L L L
SKIP SKiP sKIP sKIp
QUESTIONS CADING CATEGORIES CODES TO CODES 10 CODES T0 CODES |-}
Yes 1 1 1 1
301#01:! (NAME} have & cough at afmy timef------------crommemeacca oo e emmm e frmmn ] m e e [ me e [ frmmmme | - m e
during the tast two weeka? Mo 2 306 2 306 2 304 2 306
D.K. 3 106 3 306 3 306 3 306
302|For how many days did he/she have |(No. of days
the cough the last time? [SSE S| L1 [
(D.K. = 98)
Yeu 1 1 1 1
303]0id (MAME) also experience ditfi- [--vv------ EEEECTTTTRTTTETY | EEEETTRS EEEETS | EEEERETY EEERES | EECEETES FEEETY | EELEEEE] EETTE
culty in breathing when he/she No 2 2 2 4
had the cough? 0 [eeeeemeeneeee e e e e e e CEERE | ERhAA L] REEEE
b.K. / 3 3 3 3
Cough mixture \/ 1 1 1 1
Ilﬂ& HoW was (NAME) traated from the  |------ese-vemennonaanann. (5 AAAEEd EEREEY | EEEEEERS EEEEEY | EESEEEEY ERIELY | EEEEEEEY R RS
cough or shortnass of bDraath? Tablate 2 2 2 2
INTERVIEMER: Antibiotic(cepsule/syrup) \/3 3 3 3
Circle all treatements mentioned. [-«+=-----ee--w-eooeannans \// --------------------------------------------
Injection 4. 4 & 4
Other (specity) \/5 5 5 5
Nothing [ 6 é é
D.K. 7 7 7 7
Y |N|DK ¥ |N|DK Y |N[DK Y |NjOK
Was the sdvice of any of the
|305 tollowing persons sought on how to |Public health service 112 3 1 3 1213 112( 3
trest the cough?  J--reeemeeeeeiieooan N LI ER e 0 I N REEEE --{-{--]---- ol b RRY EEEES
Cooperative health
service 112|313 1213 112]3 112| 3
Private doctor 12| 3 112] 3 1912 3 112] 3
INTERVIEMER: Reed out list |--e-eseccmsmenaaoaaai.. o e e B R EEEEE SN B B EREES o B CE EEEES
Pharmacy 1121 3 1 (2] 3 1]2] 3 1 [2] 3
Traditional micwife 112]3 1921 3 112] 3 11213
Traditional herbalist 1172 3 11213 11203 12| 3
Relatives/friends 1|2} 3 1023 11213 1021 3
Anyone else (specity) 112] 3 1 (2] 3 1 (213 112} 3
Yas 1 1 1 1
l306lDid (MAME) have fever at any time |--=r--------noomm e e e e e L e ] e
during the last two weeks? No F4 309 2 309 2 309 2 309
0.K 3 309 3 309 3 309 3 309

-8 -
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310

el
pury
L

Mame Name Nate Name
(Youngest) (Next to (Second to (Third to
youngest) youngesst) youngest )
Line rambar of child in “Household Roster™ L1 L1 1 L1
SKIP sKip SKIP
QUESTIONS CODING CATEGORIES CODES 10 COCES 10 CODES T
01 [1)] []]
307]How was (NAME) trested from the  |---------ccc-ecememmen e e e e e e feeee e e e e e
fevar? 02 02 02
INTERVIEWER : Q3 a3 03
Circle sii tresrments mentioned | |----------ccccemmcmeaoco e ponef-mmmmen|emmeafecmemaatanne i ocemnnn oenee
04 D4 [
V] 05 05 0s
1.3 04 1.3
o7 a7 o7
[} 08 o8
o9 i) o
10 10 10
Y |N|DK Y [N(DK Y |N|DK Y [MjDK
308{uas the advice of sny of tha 1 12| 3 1]2| 3 142] 3 1 12| 3
following sought on hod to treat B Rl R L) B Bl EEERE L 2 el B i N e Rk
him/her from the fever? 11213 11213 123 112 3
TNTERVIEWER: Read out List 112 3 112] 3 1 (2] 3 1 12| 3
1 ({23 112]3 1 ]2 112] 3
192( 3 112 3 1 12| 3 1423
1213 1 (2] 3 1021 3 1121 3
11213 11213 1121 3 112]3
Yes 1 1 1 1
309‘Did he/she have (s coming fram  j--=-====--c--vrrmermeran o Jferen e e [ e R N | AR Rt
his/her ears during the last two No FH 2 2 2
T . EERE AR LR EEREEE LR | EEEEEERE EEEEEY | EEEEEREN EEEEEY | REEEEEES EEEEES | EEEE SRR REEEE]
D.K. 3 3 3 3
1 1 1 1
Did he/she have pus coming from  |-r=r-----------ecoceommong]eccrmen e e e e e hERRE] | EEhbbbid Rl
his/her eyes during the Last two No 2 F4 2 2
weeks? 00 |emsssacaaacas AL 1R PP | EEEEEETE FRETES | EEETEEEY EETTEY | EEEEEER EETET
D.K. 3 3 3 3
Yes 1 1 1 1
Did (NAME) have sny (other) illnesg|-=-=-----vvor-venoommnnnn oot oo femmmeem e oo ] e
during the last two weeks? No 4 313 2 313 2 3 2 313
D.K 3 313 3 313 3 313 3 313
illness/symptoms
31Z2{what was this iilness? Youngest child Lt
Next to youngest Lt
Second to youngest Lt
Third to youngest L
Yes 1 1 1 1
Did (WAME) ever have the measles? |---------------------omenffoncmcnn]omme e ase e fme e e oo
No 2 NEXT 2 NEXT 2 REXT 2 GO TO
D.K. 3 CHILD 3 CHILD 3 CHILD 3 401
HEXT NEXT NEXT G0 1O
How old was (NAME) when he/she hed |Age (in years) LI |CHILD L) |CHILD LI iCHILD L 401
the measlea? (D.K. = B)

268




69C

[ Section & : mumno-j

Name
(Yourgest child)

[
(Mext to youngest child)

Name
(Secord to yourgest child)

Hame
(Third to youngest child)

401

402

403

Line mmber of child in "Mousehold Roster” i L | L
Suestions Coding Categories Codes Skip Cockes: skip Codes skip Codes Skip
Is there sn immnization card (or [Yes : Seen 1 1 1 1
local equivelent) for (Kmme)? [--------ceweoocooffeemneimomeicenencsooenfmiea ] feccrmm oo ienannnece s feeeo b eneeno oo L Rl B R Rt AAGREl EEEESd
Yes : Mot seen 2 403 2 403 4 403 2 403
L 3 R e | e e I L Bt S LT TPl EEE et N CEPC LT TP e e ELEE R o
No 3 403 3 403 3 03 3 403
May | see it pleagse? = = |--cesecssecnccooofooieieionaaoeonmvsaafeean] feocisisiste oo fueea ) feeommoemvivmstae o [ mmaen ] feeemee oo aaas R R
b.X. 4 &03 4 403 & 403 & 403
Mot 1} n Y Not D " Y Not D n Y Mot b L} Y
INTERVIEWER: Given IF Given 113 Given 1F Given iF
Retord dates of immnizations {BCG 1 1 1
from card. U VRO N Ny W S Y [ W W Iy B O Y W S TR | S ) Y 0 R B R Y | W T TS T Sy W R Y TR
POLIO 1 1 1 1
e L1 L IDATES o L) L) ipATES | L L) pATES LJ bl J L1 L IipATES
POLIO 2 1 1 1
el b et givex L Ll L) L |given L[l Lot L) {givew | Ll L igIvEN
POL1O 3 1 1 1 1
L)l L L1 Go 1D L Ll LL)igp 1O SN Wy A W W Wy '~ B 14} ot L g0 10
oPT 1 1 1 1 1
L)Ll L) LLJ|NEXT (U U U R VI RS V4 | Loyl L Ll | NExT | e | s
DPT 2 1 1 1 1
| SN [ Sy W N W W [, 1YY LJ jLL1J LI LLJ|gHiLD LJ (1 L1 L J|gHILD e ) LI ELSE
DPT 3 1 1 1
| W I R WS R B T [ ) L L sE Ly |l L LI |ELsE L |l Ll 1| 403
MEASLES 1 1 1 1
| WS Ry Jy S Y Y N [y A J S Ry S [y W D WA ¥ 1 § [y oy N Ny W S Y | § ol L




(Youngest) {(Next to (Second to {Third to
youngest) youngest } youngest }
Line number of child in "Household Roster" L1l L [ [
SKIP sK1P SKIP SKIP
QUESTIONS CODING CATEGORIES CODES 10 COOES T0 CODES 1o COOES 10

403 [Hes (MAME) aver been given any  |-----messeoooiiocooiioioffeoeie
“vaccination drops™ in the mouth to|No
protect him/her against illnmse?  |--------co-ororenvaniorocfrrnranc]ocomn e rinn c o oo e P e e

i
~ -
'

L ol
o
v
-
-
-

Humber
How meny times has (MAME) been (D.K = 8) - = - -
given these drope?

Has (WAME) ever been given = f--ccommeme-oooooiieeciuoleiion ESRARE | EREEEEEY EEEEES | EREEEEES EEEEEE | EEEE SRRl EREE

[&] [#]

“veccinmation injections® to protect|Mo 2 2 2 2
him/her from getting disesses? [---r----ccccomonooicncco o e e e e oo e [ e e
D.K 3 3 3 3

INTERVIEWER: See 402, 403 and 403

(%]

Child not Child
immnized or not {mmuni zed [
fully immmnized (403=1 and 405=1)

T0
B ﬂ NEXT NEXT NEXT
> > » >

»{ 501
i CHILD CHILD CHILD

Child too young 01 o1 [} ] 01
407|uhy was (MAME) not (fully) — |---ee-cseeo-ooonomenoeno- EEEEEEEN I T § EEEEEE [ | REkEE [ | EREEEE A
immnized? Unawars of nesd for L
immunization 02 E 02 E 02 E 02 L

Urawsre of need to return X | | X

for other doses 03 03 03 o3
-------------------------------- 1 2o I B | ST I BN | EEETTOR B
Place/Time of immuniza- 0

tion not known 04 04 o4 0k

05 c s c 05 C 05
.............. e ew - e '|'
06 H 06 H 06 H 06 1]

a7 1 o7 1 o7 1 o7
08 L 08 L 08 L o8 5
.............. [ crearea ]
09 1] LY D 09 D 0o 1

10 «01 i0 401 10 401 10

Other{wpecify):——F— 1A i 1" "
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[ Section § : ACCIDENTE ]

[2] [%]

]
=
]

507

Home Hame Namn Nong
{Youngest) (Next to (Second to (Third to
youngest) youngaest) youngest)
que NUMBER OF CHILD IN “WOUSEWOLD ROSTER® O e L i
SKIP SKIP sKip SKIP
QUESTIONS CODING CATEGORIES CODES TO CODES 10 CCDES T0 CODES T0
Has (WNAME) svar been involved in a {Yes 1 ) 1 1
LT T T ] N R e EEEEEE L EELEEEE] | EERSTERE EEEEE] | RASLEEES CERESY 1 REASEE ] REhbtl | EEhbihdd Rl
NEXT NEXT NEXT
[ 1] 2 CHILD 2 CHILD 2 CHILD 2 801
During last 12 months 1 1 1 1
when did this accident happon? |---s------------mmomooono ] ommemen oo e mn e e e e e r e [ ema s o f e mmmmo s oo
More than 12 months ago 2 2 2 2
Wound 1 1 1 1
What was this accident? = |------c-ceicsesccceicinnfenomnnn iven i evennan ammae e forrmo o cooc o oo
Burn 2 2 2 2
Fracture/Sprain 3 3 3 3
Poisoning 4 & & 4
Other(specify): 5 5 5 5
What was the external ceuss of this
accident? Youngest child L
Next to youngest Ll
Second to youngest i
Third to youngest —J
Inside the house 1 1 1 1
where did this accident happen to [----------cn-occecccnnoocemccecr oo og]-cmmunnfonmee]fonmomrsfenrasffnococcni-sess
(NAME)? Just outside the house 2 2 2 2
Other(specify): 3 3 3 3
Was thers sny long-term fmplication|Yes 1 1 1 1
resulting from the accident?  |-----csmmcccmmmmcrecrrenfrenerrr]omom s s emenn e o cen s s pmman e mans
NEXT NEXT MNEXT
No 2 CHILD 2 CHILD 2 CHILD 2 601
What was it?
Youngest child L1
Next to youngest L
Second to youngest Ll
Third to youngest i

- 10 -
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Name Name Mame N ame
(Youngest) {Next to (Second to (third to
youngest) youngest) youngest)
Line rumber of child {n "Household [ i L1 [
JRoster®
Weight (in kgs.} [ T gy W | T gy W | S Ty W | S W |
Length/Height (in cmg.) T [ Ty | (SN | [ R
INTERVIEWER : - -] (-] (W}
State reason if unable to
record
604 Hour i
TIME
Minutea
i
- ‘l'l -
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