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Foreword

An important function of the National Institute of Population Studies (NIPS) is to provide
research based input to the policy makers and planners for improving the reproductive health
and family planning programmes. In pursuance of this, NIPS undertook a household survey
namely Gilgit and Baltistan Demographic and Health Survey (GBDHS) during 2008. This
household survey was carried out on the pattern of Pakistan Demographic and Health Survey
(PDHS) 2006-07. The main objective of the survey is to provide reliable information on
population, family planning, maternal and child health, reproductive health, nutrition, and
knowledge about AIDS and Tuberculosis. A sample of 1,120 households, covering
geographic boundaries of Gilgit and Baltistan was selected with the help of Federal Bureau of
Statistics and information was collected through interviews of ever married women residing
in the households.

This report is based on the data collected from the sampled areas and weighted estimates of
various indicators are present in different chapters. It is the collective effort of members of
core team of the project which is highly appreciated. I hope that the data and analysis
presented in this report would help program managers and policy makers in effective
planning and formulation of future strategies for improving the reproductive health status of
people of Gilgit and Baltistan.

All those organizations and individuals who provided valuable help in smooth
implementation of the survey deserve appreciation. In particular, I acknowledge with
gratitude, thc administrative and logistic support provided by the Project Directorate of
Population Welfare, Gilgit and Baltistan which enabled NIPS to carry out the survey.

Dr. Firdous Ashiq Awan, Feral Minister for Population Welfare. deserves special thanks for
her all out support and guidance. Mr. Nayyar Agha, Federal Secretary, Ministry of Population
Welfare, as always, has been the driving force, by continuously monitoring the progress of
the study.

My special appreciation to the courageous female interviewers and team supervisors of
GBDHS, who collected the data with great effort and dedication, despite un-friendly terrain

and resistance/ opposition from the local community.

Mr. Igbal Ahmad, Director NIPS, who was the Project Director, deserved my special

commendation for undertaking the survey, till his retirement from Government service. Mr.,




Mehboob Sultan, former Director (R&S) was of a great help during the launch of the project
and also provided technical input during the entire course of the survey. Mr. Amanullah
Bhatti current Director (R&S) deserves special thanks for his continuous and untiring
supervision. Mr. Mubashir Ali Syed, Former Principal Investigator PDHS, has provided
professional input during the questionnaire preparation, training of survey staff and editing of
this report which is highly appreciated. In the end I acknowledge the efforts of Mr. Zafar
Zahir, Principal Investigator, Mr. Ali Anwar Buriro, Deputy Principal Investigator and Mr.
Badar ud Din Tanweer, Coordinator of the project. Mr. Faateh ud din Ahmad, Programmer
and his staff worked really hard in processing the data and generating tables for this report,
therefore, deserve a special mention. The support and efforts of all other staff involved in the
project are duly acknowledged. I would also like to acknowledge the guidance and leadership
provided by Mrs. Sarod Lashari and Mr. Muhammad Ali Afridi (former Executive Directors).

I hope that, this report will be useful for the planners, managers and researchers as well as by
all others involved in any capacity with the programme of reproductive health and family
planning in Pakistan.

Dr. Sajid Ahmad
Executive Director
December, 2009
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Executive Summary

One of the main functions of National Institute of Population Studies (NIPS) is to generate
quality information through sample surveys and in-depth research studies so as to provide
guidelines to policy makers and programme managers for right policy formulation, effective
strategies and programmes. In the absence of a good and reliable data on demographic and
health indicators for Gilgit and Baltistan, a need was felt by different stakeholders, to
persuade NIPS to undertake a household survey on the pattern of Pakistan Demographic and
Health Survey (PDHS) 2006-07.

Therefore, Gilgit and Baltistan DHS was undertaken during 2008 to collect information for
addressing the monitoring and evaluation needs of population welfare and reproductive
health programmes and to provide programme managers and policy makers with the
information that they need to effectively plan and implement future interventions. This
survey has been designed on the lines of PDHS carried out by NIPS in four provinces of
Pakistan during 2006-07.

The sample for the GBDHS 2008 was scientifically designed and drawn by Federal Bureau of
Statistics. It is a stratified, two-stage, weighted sample of households based on the up-dated
1998 population census frame. The total sample comprised of 54 clusters (1,120 households)
and spread over all the districts of Gilgit and Baltistan.

The GBDHS 2008 reveals very useful data on various indicators based on the information
related to demographic, family planning and health of mother and child. A reader of this
report can benefit from a detailed analysis of data which is presented in different chapters.

The age structure of the household population is typical of a society with a youthful
population. Gilgit and Baltistan show a pyramidal age structure due to a large number of
children in less than 15 years of age. Fifty-two percent of the population is in the age group

15-64 years and less than 4 percent are over 65.

About half of the total female population falls into the reproductive age group (15-49 years).
The fact that this segment has been increasing over the last two decades has an impact,

because they are in the childbearing years and hence can contribute to overall population

growth.

Education is an important factor influencing an individual’s attitude and approach on various

aspects of life. A large majority of ever-married women in Gilgit and Baltistan (77 percent)
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have no education. However, it is encouraging to note that a large proportion of women (39

percent) are currently working for gainful employment.

Fertility is one of the three principal components of population dynamics, the others being
mortality and migration (UN, 1973). In view of the fast growing population, the government
has been trying since 1960s, to reduce fertility rate through the implementation of its
population policies. Total Fertility Rate (TFR) in Gilgit and Baltistan is 4.6 children per
woman for the 3 years period preceding the survey. Fertility in rural areas is higher (5.1
children per woman) as compared to urban areas (3.8 children per woman). Women’s
education brings about the most conspicuous differentials in fertility. The Children Ever Born
(CEB) is almost 3 children less among women with higher education than among uneducated

women.

The Population Welfare Programme has been able to create universal awareness about family
planning methods among married women but the contraceptive prevalence rate is quite low.
The challenge is to ensure continuous use by current users and increase existing CPR by
meeting the unmet need for family planning services along with sustaining the demand of

family planning services by new entrants in the reproductive age group.

In Gilgit and Baltistan, more than one fourth of currently married women (29 percent) are
using a method of family planning, with 27 percent using a modern contraceptive method.
Use of any method is highest (48 percent) among women with higher level of education and

lowest (25 percent) among women with middle level of education.

Among the current users of modern methods, 71 percent rely on public sector institutions
while 15 percent of women use the private medical sector. In the public sector, the most
important sources of family planning services (28 percent of users) are government hospitals
and Reproductive Health Service Centers (RHSC). Family Welfare Centres (FWCs) are the
main source of service delivery under the Ministry of Population Welfare, but only 23
percent of women visit FWCs to obtain methods. Lady Health Workers are also an important

source (11 percent of all users of modern methods) at grass root level.

It is very important that, a pregnant woman should have regular checkups by a health
professional during pregnancy. A qualified person would monitor the health of a mother
and the growth of child in her womb. It is observed that about 61 percent of the women

have received prenatal care from a skilled health professional. It is encouraging to note
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that a majority of these women have contacted a doctor for antenatal checkup, followed
by a nurse/mid wife/LHV.

Place of delivery is vitally important for the health of mothers and the newborns. In 2008
GBDHS, data indicates that the home based deliveries are very high (61 percent). This
practice is more common amongst older age women and those, who have more than 4

children; among uneducated and, those women who belong to poor houscholds.

The postnatal checkup is highly recommended, as a large proportion of matemnal and neo-
natal deaths occur during the first 24 hours after delivery. The data shows that majority of

women (74 percent) did not have a checkup after their last delivery.

WHO recommended guidelines for child immunization are implemented in Pakistan under
expanded programme of immunization (EPI). It is discouraging to note that complete

vaccination was given to 34 percent of the children age 12-23 months.

Data of 2008 GBDHS reveals that the prevalence of all types of diarrhea was 22 percent
among children under five years of age during two weeks preceding the survey. Furthermore,
about three in five children (57 percent) who are suffering from diarrhea have been taken to a

health facility/ provider for treatment.

UNICEF and WHO recommend that children be exclusively breastfed during the first six
months of life and that children be given solid or semisolid complementary food in addition
to continued breastfeeding after six months. Overall only 16 percent of children under 3 years
of age are found to be exclusively breastfed. Children of young mothers and children living in

rural areas are more likely to have exclusive breastfeeding.

In Gilgit and Baltistan, every eighth woman (12.9 percent) reported that she has heard of
AIDS. The data indicates that most of women age 15-49, lack accurate knowledge about various
modes of AIDS virus transmission. Only six percent of women know that AIDS cannot be transmitted
by mosquito bites. Four percent women correctly believe that a person cannot become infected by
sharing food with a person who has AIDS. Only 10 percent of women know that HIV can be
transmitted from mother to child during pregnancy (MTCT).







INTRODUCTION

Zafar Zahir

1.1 Background

One of the main functions of National Institute of Population Studies (NIPS) is to generate
quality information through sample surveys and in-depth research studies so as to provide
guidelines to policy makers and programme managers for right policy formulation, effective
strategies and programmes. In pursuance of its mandate, the Institute has undertaken a
number of studies at national and sub-national level to evaluate the impact of Population

Welfare programme in creating awareness and adoption of family planning methods.

NIPS in 2006-07 has undertaken the Pakistan Demographic and Health Survey (PDHS). The
PDHS was a national level sample survey designed to provide information on population,
family planning, maternal and child health, child survival, AIDS, reproductive health, and
nutrition in Pakistan. This survey did not cover the geographical areas of Federally
Administrative Tribal Area (FATA) and Federally Administrative Northern Area (FANA)
now renamed as Gilgit and Baltistan. In the absence of good and reliable data on
demographic and health indicators, a need was felt by different stakeholders in particular by
the project directorate of population welfare, Gilgit and Baltistan, to perused NIPS to
undertake a household survey on the pattern of Pakistan DHS.

1.2  Geography of Gilgit and Baltistan.

According to population census 1998, the population of FANA (now Gilgit and Baltistan)
was 883,799 persons and an area of 72,520 Sq. Km. Geographically, this area lies amidst the
towering mountains of Karakoram (K2 peak), Hindu Kush, Himalayas and Pamir with an
altitude between 3,000-28,250 ft. above sea level. The population of Gilgit and Baltistan is
scattered in small settlements all over the hilly terrain which is difficult to approach and
consumes long hours to reach the target population during any data collection process. Gilgit

and Skardu are the main cities in Gilgit and Baltistan.




Map of Gilgit and Baltistan

1.3  Obijectives of Gilgit and Baltistan DHS

The Gilgit and Baltistan DHS 2008 was undertaken to collect information in order to address
the monitoring and evaluation needs of population welfare and reproductive health
programmes and to provide program managers and policy makers with the information that
they need to effectively plan and implement future interventions. This survey has been
designed on the lines of Pakistan Demographic and Health Survey carried out by NIPS in
four provinces of Pakistan during 2006-07.

Morc specifically, the objectives of the GBDHS 2008 were to collect high-quality data
relating to:

1. Household and woman characteristics;

2. Fertility levels and preferences;

3. Family planning knowledge and use;

4, Child mortality;

5. Health and nutrition of mother and children;
6. Unmet need for family planning; and

7. Knowledge about HIV/AIDS.



A related objective is to produce the research findings in a timely manner and ensure that the
data is disseminated so as to be useful for programme managers and policy-makers in

government and non-governmental organizations (Annexure - 1 for the list of indicators). The

data will also facilitate the managers to measure the improvements male in the socio-

economic and demographic indicators.

1.4 Project Team and Responsibilities

The GBDHS 2008 was implemented by the National Institute for Population Studies (NIPS).
The Executive Director, NIPS has been responsible for overall management of the survey. To
implement the survey, a Core Team was constituted under the Project Director, who was

assisted by the Principal Investigator, Deputy Principal Investigator, Computer Programmer,
Field Coordinator and others (Annexure - 2).

A Technical Advisory Committee comprising of technical experts from different
organizations was formulated to discuss the project methodology and the contents of
questionnaires used for data collection (Annex- IIT). The core team members have over-seen
the day-to-day operations; recruitment and training of field staff; supervision of field and
office operations; and data processing. NIPS staff has been involved in analysis and report
writing of the survey. The Administration and Accounts sections of NIPS were responsible

for administering project funds and keeping an account of these funds.

1.5  Collaboration with other Organizations

The institute sought the cooperation from various organizations working at federal level and
also in Gilgit and Baltistan Areas so as to implement the project in a well-organized manner.
The regional office of the Directorate of Population Welfare, Gilgit were taken on board. The
office was a focal point during training of interviewers and supervisor and field operation. In
this regards, Mr. Akramullah Baig, Project Director (PWD-GB), provided consultative
support during the planning stage and logistic support for the implementation of the project.
The District Coordination Officers (DCO) were contacted for providing security of the team

members while traveling in remote areas of Gilgit & Baltistan.

The Federal Burcau of Statistics (FBS) was approached to provide a representative sample of
Gilgit and Baltistan, the list of the clusters or primary sampling units (PSUs) and total
households in each PSU. The local offices of the organization have extended assistance to

NIPS survey teams in locating the sampled cluster and the households during data collection

process.







METHODOLOGY

Zafar Zahir and Faateh ud din Ahmad

2.1  Sample Design

For this study, a household sample survey was carried out to collect information in the light
of survey objectives. Therefore, the entire geographical boundaries of the Gilgit and Baltistan
constituted the universe of the survey and a representative sample of 1,120 households was
selected. The Federal Bureau of Statistics (FBS) has been approached to bear the
responsibility for designing the survey methodology and selecting a representative sample of
households so as to estimate the main indicators of the study. The local office of FBS in
Gilgit provided help for listing operation in each cluster. The process of selecting a PSU,

households and the eligible respondents is explained in the following passages.

0] Selection of Primary Sampling Units (PSU)
The sample for the GBDHS 2008 was a stratified, two-stage, weighted sample of households
based on the 1998 population census frame. The total sample comprised of 54 clusters (1,120

households) spread over all the districts of Gilgit and Baltistan and is presented in Table 2.1.

The sample is designed in a way to allow separate estimates for the Northern Areas as a
whole and also for urban and rural areas separately. The sample also produced interviews
with more than 1,100 ever-married women of reproductive age (15-49) residing in the

sampled households.

(i)  Selection of Secondary Sampling Units (SSU) Households

To get a rcpresent,ativc'samplc of rural and urban population, 22 households were selected
from a rural cluster and 18 houscholds from the urban cluster. A household was taken as a
secondary sampling unit for the survey and all ever married women aged 15-49 years residing

in it were interviewed to get relevant information.

NIPS undertook fresh listing of all households inhabited in each sclected clusters (PSUs) with
the assistance of FBS staff. Thereafter, a sample of households was drawn by using the
systematic sampling technique with a random start. In order to accomplish this task, the
supervisor of each survey team was trained to prepare a complete list of selected households

i.e. 22 and 18 in each rural and urban cluster respectively. The process of household listing




and selection of sample has been completed well before starting the data collection for the

survey.

Table 2.1: Sample of the survey
Distribution of Sample Clusters and Households by Districts, Gilgit and Baltistan, 2008

Number of clusters (PSUs)

S. No. District o

Rural Urban Total
1. Skardu 9(198) 4(72) 13 (270)
2 Ghanche 4 (88) 3 (54) 7 (142)
a Gilgit 8 (176) 5 (90) 13 (266)
4. Ghizer 6(132) 2 (36) 8 (168)
5. Diamir 7 (154) 3 (54) 10 (208)
6. Astor 3 (66) - 3 (66)
7. Hunza / Nagar - - -

Total 37 (814) 17 (306) 54 (1,120)

Note: Figures in parenthesis are the number of households (HH)

2.2 Questionnaires for Survey

In order to meet survey objectives, two questionnaires were prepared viz. (i) Household
Questionnaire, and (ii) Woman Questionnaire for ever-married women age 15-49. These
instruments were based on the questionnaires developed for latest DHS questionnaires
(PDHS 2006-07). During the adaptation of these questionnaires, inputs were sought from a
variety of experts engaged in the field of fertility, family planning and reproductive health.
NIPS hosted a number of consultative meetings during the questionnaire design process. The
household questionnaire identifies the eligible woman for interview and also broadly classify
the respondents by socio-cconomic status. Using this data on housing characteristics,

availability of durable goods, etc., it was possible to develop ‘wealth’ index as a background

characteristic.

The questionnaires were initially prepared in English language and most of the PDHS
questions were copied as it is. Then it is translated into Urdu language for easy understanding
among the interviewers and respondents. The translated questionnaires were pre-tested to
detect any possible problems in the translations or flow of the questionnaire, as well as to
gauge the length of time required for interviews. The pretest also provided valuable
experience for the survey organizers about questionnaire design, training mechanisms, and

fieldwork logistics (Annexure- 3).



23 Recruitment of Project Staff

Six survey teams of field personnel were recruited for completing the data collection process.
Each team was comprised of a supervisor (team leader-male), three female interviewers, and
a driver for the vehicle. The supervisor was responsible for over all management of field
activities such as establishing a closc contact with NIPS office; preparing the houschold
listing and sample selection; lodging and boarding of team members in a suitable
accommodation; arrangement of transport; ensuring the quality of data; organizing
questionnaires in a sequence after interview and dispatching them to NIPS office, and other

related activities.

The female interviewer was responsible for conducting the interview first for houschold
questionnaire and then with all of the eligible women in a sampled household assigned to her
by the team supervisor. Before leaving the house, she has ensured that the interview is
completed and all relevant answers were properly recorded on the questionnaire. She has also
edited the questionnaire after completing the day work and then handed over it to the team
supervisor for further action. She has to extend cooperation to other team members to

complete the field work according to schedule prepared by the supervisor.

The driver of the vehicle, an important member of the team; was responsible for maintaining
the vehicle in working condition and ensuring availability of sufficient fuel during the field
visits. He was supposed to help the supervisor in locating the cluster and establishing rapport

with the local community. He was helpful in providing security to the female team members.

24  Training of Field Staff

All the members of field teams have participated in a three-week training program devoted to
various aspects of the survey. The main city of Gilgit was selected as the training venue and a
local hotel to accommodate all trainees. The resource persons and trainers were drawn from
NIPS and experts from other line departments organizations. The training program included a
detailed description of the questionnaires; interviewing techniques; how to complete the
questionnaire; and lectures on fertility, reproduction, and family planning. Training sessions
consist of classroom lectures, mock interviews and practice interviews in the field. Each
interviewer has completed at least five interviews during the training period. Finally, the tcam
supervisors were trained on how to manage the field activities, to assign the task to

interviewers in the field, and to edit the completed questionnaires.




2.5 Data Collection
2.5.1 Field work

The data collection process was carried out in two stages; firstly the household listing was

completed in each cluster (PSU) by official of FBS. At the time of main survey, FBS officer
who has conducted listing operation accompanied the team members for the identification of
the geographic boundaries of urban clusters. The rural clusters were located by the team
members themselves. After arriving in a cluster, the supervisor used to draw a representative
sample of households from the listed households by using systematic sampling with a random

start technique.

In the second stage, female interviewers used to conduct interview first for household
questionnaire and then with the eligible women identified in the household questionnaire.
After completing the interview, female interviewers used to go through the filled-in
questionnaire for completeness before leaving the houschold. In the evening, cvery
interviewer has edited the filled-in questionnaires before handing them over to supervisor.
The supervisor has also checked the questionnaires before he dispatches them to NIPS office.
For completing the data collection procedure, each team were assigned 8-10 clusters keeping
in view the geographic location of the cluster and the language spoken by the people of the

arca.

2.5.2 Duration of field work
The procedure of households listing was completed between 10-15 days before starting the

actual field work. And the ficld work for collecting information from the respondent through

household survey was completed during May-June 2008.

2.6 Monitoring and Supervision of Field Work

To ensure the quality of data, a close communication was maintained at all times between the
central office of NIPS and field personnel during fieldwork. NIPS also placed two field
coordinators at Gilgit whose job was to monitor field activities and provide help and guidance

to the team members as and when required.

Quality Control Measures
Primarily the supervisor of a team has been responsible to ensure good quality of data
through proper field work; efficient team building; and regular editing of questionnaire and

verify the responses by re-visit to the household.



As mentioned earlier, the NIPS also established a field office manned with two field
coordinators in Gilgit to monitor the data collection process according to laid down
methodology and to supervise the field staff by checking their performance, provide guidance
and, on the job training. They also kept a close communication between NIPS office and all

the team supervisors during the field operation.

In addition, NIPS project staff has also monitored the data collection process and visited each
of the field teams at least twice a month during the fieldwork. During each visit to a team, the
NIPS researchers accompanied by a female editor has spot-checked the data collection
activities of the team. This include visiting a few households in a recently completed cluster
and completing parts of the household questionnaire, which subsequently checked against the
answers rccorded in the original questionnaire for the household. Periodic review sessions
were held with the interviewing teams. These review sessions were designed to identify and

correct errors detected in the fieldwork.

Finally, NIPS computer programmer has set-up the data management system at NIPS. He has
regularly run a set of field check tables from the computerized data at NIPS during ficldwork.
Problems that appear from review of these tables were discussed with the relevant teams so

that mistakes/ errors are not repeated.

2.7  Data Processing and Analysis

After checking and correction in the field, all questionnaires were sent to the NIPS office in
Islamabad for logging in and supplementary checking prior to data entry. Data from the
questionnaires were cntered onto microcomputers by a team of data entry operators. The
Incharge computer scction of NIPS has developed the software programs for data entry,
editing and tabulation for the survey report. He has also imparted training to data processing
staff. At NIPS, 4 computers were allocated for data processing. Efforts were made to match
the pace of data processing operation with the data collection and delivery of completed
questionnaires. Data editing included, range checks, structure and a selected set of checks for

internal consistency.

2.8 Response rate

Table 2.2 presents household and eligible women response rate for the survey. A total of
1120 households were selected for the sample of which 1086 were occupied at the time of the
field survey. The main reasons for the difference is that some of the dwelling units that were

occupied during the household listing operation were either vacant or the entire members of



the household were away for an extended period at the time of interviewing of the occupied

houscholds, 1071 (99 percent) were successfully interviewed.

In the 1071 houschold interviews, a total of 1279 ever-married women age 15-49 were
identified of whom 1197 were successfully interviewed, yielding a response rate of 94
percent. The main reason for non-response among eligible women was the failure to find

them at home despite repeated visits to the household.

The response rate for household was higher in rural than urban areas while a reverse pattern

observed for the response rate of eligible women.

Table 2.2: Results of the household and individual interviews

Number of households, number of interviews, response rates Number of eligible women, number of eligible
women interviewed, women response rate and over all women response rates according to residence (un
weighted) GBDHS-2008

Result Urban Rural All Areas
Sample households 302 818 1120
Occupied households 285 801 1086
Interviewed households 277 794 1071
Household response rate 97.2 99.1 98.6
Eligible women 306 973 1279
Interviewed women 294 903 1197
Women response rate 96.1 92.8 93.6
Overall women response

rate (women response / 93.4 92.0 92.3
household response)
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HOUSEHOLD POPULATION AND HOUSING 3
CHARACTERISTICS

Badar ud Din Tanweer

In this chapter we discuss about the information regarding socio-economic characteristics of
households and respondents. These characteristics are age, sex, marital status, place of
residence, and educational status. The chapter also’ provides information on household
facilities and household characteristics, such as source of drinking water, electricity,
sanitation facilities, housing construction materials, possession of durable goods, and
ownership of a homestead. The information collected about the characteristics of the
houscholds and respondents is important for understanding and for interpretation of the
findings of the survey. The information is also useful in identifying the major factors that

determine or influence the basic demographic indicators of the population.

The Gilgit and Baltistan, Demographic and Health Survey, 2008 (GBDHS-2008) collected
information from all usual residents of a sampled household. A household was defined as “a
person or group of related and unrelated persons who live together in the same dwelling
unit(s) or in connected premises, who acknowledge one adult member as head of the

household, and who have common arrangements for cooking and eating”.

In this chapter data on the age, sex, and education of household members is based on
information collected in the household questionnaire. The data is also collected on current
school attendance, orphan-hood, and housing characteristics. These indicators are

representative of Gilgit and Baltistan with urban-rural differentials.

3.1 Household Population by Age and Sex
Age and sex are most important demographic variables in research and are the key correlates
of various demographic indicators such as mortality, fertility and reproductive health. In

general, age and sex are useful in the analysis of all forms of data obtained in surveys.

The distribution of the household population in Gilgit and Baltistan is shown in Table 3.1 by
five-year age groups, urban-rural residence and sex. The total population counted in the
survey was 8,970, with males are slightly outnumbering females. Eighty six percent

population reside in rural areas while 14 percent in urban areas. The overall sex ration is 103
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males for 100 females. This sex ratio is slightly higher than the sex ratio estimated in 2006-07

PDHS but lower than the national sex ratio estimated in various houschold surveys.

The age structure of the houschold population is typical of a society with a youthful
population. The sex and age distribution of the population is shown in the population pyramid
(Figure 3.1.). Gilgit and Baltistan has a pyramidal age structure due to the large number of
children in less than 15 years of age. It is evident that the pyramid is broad-based but slightly
narrower at the lowest base (age group 0-4 years), a pattern that typically describes a high
fertility but with a recent declining trend. Nevertheless, this decline could also be partially
attributed to under enumeration of children under age 5. Children under 15 years of age
account for 44 percent of the population in Northern Areas, a feature of population with high
fertility levels. Fifty-two percent of the population are in the age group 15-64 years and less

than 4 percent are over 65.

Figure 3.1: Population Pyramid

20
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Table 3.1: Household population by age, sex, and residence
Percent distribution of household population by five-year age groups, according

to sex and residence, GBDHS-2008

Residence
All Areas
Age group Urban Rural
Male Female Total Male Female Total Male Female Total
0-4 13.4 12.7 13.1 16.0 134 14.7 15.6 13.3 145
5-9 14.5 124 13.6 16.4 15.2 15.8 16.1 14.8 155
10-14 14.2 14.9 14.5 14.8 13.8 14.3 147 13.9 14.3
15-19 12.8 137 13.2 112 124 11.8 115 12.6 12.0
20-24 6.6 9.2 7.8 6.5 10.3 8.4 6.5 10.1 8.3
25-29 T 6.2 6.9 6.5 7.8 2 6.7 7.6 71
30-34 4.9 6.3 5.6 4.5 5.5 5.0 45 5.6 5.1
35-39 4.3 5.5 49 4.0 4.7 4.4 41 4.8 4.4
40-44 8.7 3.4 3.6 3.7 3.0 3.4 a7 3.0 3.4
45-49 35 3.2 3.3 29 2.8 2.7 2.8 2.8 28
50-54 3.5 49 4.1 3.1 4.8 4.0 3.2 4.8 4.0
55-59 1.3 1.8 1S 2.3 1.9 21 24 1.8 2.0
60-64 4.6 1.3 3.2 3.7 2.0 2.8 3.8 1.9 29
65 and more 5.2 4.2 4.7 47 24 3.6 4.8 2.7 3.7
Total Percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
= Nu_mbet 663 ~ 582 1245 3880 3845 j@g 4543 4427 8970

The overall sex ratio results of Gilgit and Baltistan survey
indicate 103 males per 100 females, an implausibly high ratio
that is most probably due to a tendency of underreporting the
presence of women. The sex ratio is higher in urban areas
(114 males per 100 females) than in rural areas (101 males per
100 females) shown in (Table 3.2). The sex ratio varies by age
group, being over 100 in the younger and older age groups
and under 100 at ages 15-39. The lower sex ratios in the prime
working ages (20-39) may be due to the fact that men may

have migrated to other parts of country or overseas in search

of jobs.

About half of the total female population falls into the
reproductive age group (15-49 years). The fact that this
segment has been increasing over the last two decades has an
impact, because they are in the childbearing years and hence

can contribute to overall population growth.
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Table 3.2 Sex ratios by age
Sex ratios for the household
population by five-years age
groups, PRHFPS 2000-01 and
GBDHS-2008
Ty |
Age group Sex ratio
o0d 120
-~ 112
10-14 08
15-19 %
20-24 66
25-29 20
30-34 83
35-39 86
40-44 126
45-49 102
50-54 68
55-59 117
60-64 202
65 and over 183
Total 103
' Sex ratio = (males/females)*100




3.2 Household Composition

The household is considered to be the basic social and economic unit of society. Changes at
the household level,-therefore, have repercussions at the aggregate level of a country as a
whole. Such changes also have an impact on the distribution of goods and services and on the
planning and requirements of community institutions, schools, housing, and health

infrastructure (Ekouevi et al., 1991).

In this survey the Table 3.3 indicates the distribution of households by sex of the head of the
household and by number of household members in urban and rural arcas. Houscholds in
Gilgit and Baltistan are predominantly male-headed, with 93 percent of houscholds being
headed by a male and only 7 percent being headed by a female. The proportion of female-
headed households is slightly greater in urban' areas (8 percent) as compared to rural areas (6
percent). This could be attributed to out-migration of the male population from urban areas to
out side Gilgit and Baltistan for employment purposes. Female headship of households is of
concern to policymakers, particularly those dealing with poverty issues, as normally it is
financially difficult for a woman to manage a household alone (Osaki, 1991).

Table-3.3: Household Composition

Percent distribution of all households by sex of head of household and household size, and mean size of
household, according to residence, GBDHS-2008

Residence
Urban Rural Total

Household headship

Male 91.7 93.8 93.5

Female 8.3 6.2 6.5

Total : 100.0 100.0 100.0

Number of usual members

1 3.1 0.8 1.1

2 3.4 3.5 3.5 [
3 5.1 2.5 2.8 |
4 7.0 5.6 5.8

5 10.7 8.5 8.8

6 11.7 11.9 11.8

7 10.9 13.4 13.1

8 116 12.5 124

9+ 36.4 41.3 40.6

Total 100.0 100.0 100.0

Number of households 149 922 1071
| Average household size 8.3 8.4 8.4

Households in Gilgit and Baltistan tend to be large because of the predominance of the
extended and joint family system. Economic pressure can also force middle- and lower-
income families to live with their parents and other relatives because they cannot afford to

build or rent separate dwellings. The Gilgit and Baltistan data show that the average
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household size is 8.4 persons (Table 3.3). The household size is slightly smaller in urban
areas (8.3 persons) than in rural areas (8.4 persons). In other words, mean number of person

per household is approximately the same in urban and rural areas.

More than half of households (53.0 percent) consist of 8 and more members and 33.7 percent

household have 5 to 7 members and only 13.3 percent have less than 5 household members
(Table 3.3.)

3.3  Education of the Household Population

Education is one of the major social factors that influence a person’s behaviour and attitude.
In general, women having higher level of education are better aware of the use of health
facilities, family planning methods, and healthcare of her children. Children generally enter
primary school at age 5; this level comprises classes 1 through 5. Middle school is of classes

6 through 8; secondary school is of classes 9 and 10, higher secondary and above, is of

classes 11 and more.

3.3.1 Educational Attainment of Household Population

The percent distribution of educational attainment of female and male household population
by background characteristics is presented in Table 3.4 and 3.5. According to the survey
results female in Gilgit and Baltistan have low educational level as compared to males. The
Table 3.4 shows that over all 63 percent females have no education. Comparatively, the
proportion of male population with no education is much less (39 percent). Nineteen percent
of females and 27 percent of males have attended primary school, 9 percent of females and
14 percent of males attended middle school, and 6 percent of females and 13 percent of males
have acquired more than secondary education. Only 3 percent of females and 8 percent of
males have attended higher than secondary education. The gender differentials in education
could be attributed to cultural norms and the social constraints faced by women in Gilgit and

Baltistan.

The survey results show that there has been a marked improvement in the educational
attainment of both women and men when looked across through the age groups. For example,
the proportion of women with no education has declined significantly from 100 percent
among women age 65 and over to 33 percent among women age 10-14. A similar pattern is
noticeable among men, with the proportion of men with no education declining from 78
percent among those ages 65 and over to just 16 percent among those age 10-14. This implies

that the young population is more inclined to attend schools as compared to older generation.
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Table 3.4: Educational attainment of the female household population

Percent distribution of the female population age five and over by highest level of schooling attended according to
background characteristics, GBDHS-2008

No Higher Total
Characteristics Edacain Primary Middle Secondary et e —
Urban Age
05-09 54.7 45.3 - - - 100.0 72
10-14 1.3 61.5 255 1.7 -- 100.0 86
15-19 114 16.5 33.1 324 6.9 100.0 80
20-24 30.2 9.1 23.3 22.8 14.3 100.0 54
25-29 37.8 14.8 9.3 174 20.7 100.0 36
30-34 55.4 10.3 7.9 145 12.0 100.0 37
35-39 62.1 114 7.9 7.8 10.8 100.0 32
40-44 82.2 6.9 - 3.2 s 100.0 20 w
45-49 98.9 1= - - - 100.0 18 1
50-54 92.6 2.0 0.7 07 40 100.0 28 |
55-59 100.0 - = - " 100.0 10 |
60-64 100.0 - - - -- 100.0 9
65 and more 100.0 - - -- - 100.0 24
Total 46.0 23.4 138 10.7 6.2 100.0 508
Rural 05-09 67.5 31.8 0.7 0.9 - 100.0 584
10-14 36.7 49.5 13.0 14.8 3.6 100.0 531
15-19 43.2 148 23.5 15.1 9.3 100.0 478
20-24 56.2 6.5 13.0 116 57 100.0 395
25-29 67.1 73 8.2 4.2 4.7 100.0 302
30-34 80.2 5.8 5.1 14 35 100.0 210
35-39 81.5 113 26 - 1.0 100.0 182
40-44 95.8 3.2 - 0.9 - 100.0 115
45-49 93.9 35 16 0.4 -- 100.0 105 |
50-54 98.2 1.4 -- - - 100.0 186 ‘
55-59 100.0 - -- - - 100.0 7l ‘
60-64 98.6 - 14 - - 100.0 76
65 and more 100.0 - . - - 100.0 94 ‘
Total 65.1 18.3 84 55 2.7 100.0 3329
Total 05-09 66.1 33.3 0.6 - -- 100.0 656
10-14 33.1 51.2 147 1.0 - 100.0 617
15-19 38.6 15.0 249 173 4.1 100.0 557
20-24 ' 53.1 6.8 14.2 16.0 9.9 100.0 449
25-29 64.0 8.1 8.3 12.2 73 100.0 338
30-34 76.5 6.4 5.5 5.7 BT 100.0 247
35-39 78.6 11.3 3.4 21 4.6 100.0 214
40-44 03.7 38 - 05 2.0 100.0 135
45-49 94.7 3.1 14 0.8 - 100.0 124
50-54 97.5 1.4 0.1 0.5 0.5 100.0 214
55-59 100.0 - - - - 100.0 82
60-64 98.8 - 1.2 - - 100.0 85
65 and more 100.0 -- - - -- 100.0 118
Total 62.6 19.0 9.1 6.2 3.1 100.0 3837

Primary=Class 1-5; Middle= Class 6-8; Secondary=Class 9-10; Higher=Class 11 or more;

The proportion of respondents with no education is higher among the rural population than
the urban population. As 65 percent of females in rural areas have no education compared
with 46 percent of females in urban areas. A similar pattern is envisaged for male population.
For example, in rural areas 40 percent of males have no education as against 28 percent of
those in urban areas. The urban-rural difference in educational attainment is undoubtedly due

to a lack of educational facilities or inaccessibility to educational institutions in rural areas.
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Table 3.5: Educational attainment of the male household population

Percent distribution of the male population age five and over by highest level of schooling attended according to
background characteristics, GBDHS-2008

. No . i Total
Characteristics Eduostion Primary - Middle Secondary Higher Sec. + Peroont. T abar
Urban Age
area 05-09 58.4 40.4 1.3 - - 100.0 96

10-14 41 67.7 24.9 3.4 - 100.0 94
15-19 49 17.6 35.5 35.5 6.5 100.0 085
20-24 6.6 12.4 215 T anz 100.0 a4
25-29 17.3 35 19.7 29.6 29.9 100.0 49
30-34 20.5 2.4 124 32.1 32.5 100.0 33
35-39 23.4 10.5 14.7 125 39.0 100.0 28
| 40-44 33.1 249 7.8 11.3 22.9 100.0 25
45-49 29.3 21.7 121 5.9 31.0 100.0° 23
50-54 45.4 18.1 1.8 14.6 20.0 100.0 23
55-69 37.2 122 18.7 22.0 9.9 100.0 8
60-64 60.2 13.7 6.3 8.0 .7 100.0 30
65 and more 733 9.8 6.0 8.5 2.4 100.0 35
[ Total 28.1 26.6 16.2 15.5 13.7 100.0 574
Rural 05-09 55.0 45.0 - - - 100.0 635
area 10-14 17.9 61.7 19.3 1:3 - 100.0 573
15-19 17.6 14.4 39.3 25.4 3.3 100.0 426
20-24 29.3 8.2 13.9 309 17.8 100.0 253
25-29 29.1 116 13.1 31.0 15.2 100.0 254
30-34 38.8 11.8 15.4 16.3 17.8 100.0 173
35-39 a8.7 &.7 12.1 23.3 20.2 100.0 156
40-44 48.2 10.7 9.5 13.1 18.5 100.0 145
45-49 57.8 15.8 121 741 7.2 100.0 103
50-54 61.6 14.9 6.1 9.6 70 100.0 122
55-59 58.0 18.7 9.0 75 6.7 100.0 87
60-64 81.5 9.7 4.4 2.8 1.6 100.0 142
65 and more 78.8 12.9 2.7 2.9 27 100.0 181
[ Total 40.4 271 13.8 12.0 6.7 100.0 3281
All areas 05-09 55.5 44.4 0.2 -- -- 100.0 732
10-14 15.9 62.5 20.1 1.4 -- 100.0 667
15-19 - 15.5 14.9 38.7 27.0 3.8 100.0 521
20-24 25.9 88 . 15.0 304 19.9 100.0 297
25-29 27.2 10.3 14.2 30.8 17.6 100.0 303
30-34 35.9 10.3 15.0 18.8 20.1 100.0 206
35-39 36.3 6.5 12.5 21.7 23.1 100.0 185
40-44 46.0 12.8 9.2 12.8 19.2 100.0 170
45-49 52.6 16.9 12.1 6.9 11.6 100.0 126
50-54 59.1 15.4 5.4 104 9.7 100.0 145
55-59 56.2 18.1 9.9 8.8 7.0 100.0 96
60-64 r 7 4% 4 104 4.8 3.7 3.4 100.0 172
i 65 and more 77.9 124 3.2 36.8 2.7 100.0 216
| Total 38.6 274 14.1 12.5 T 100.0 3835

Primary=Class 1-5; Middle= Class 6-8; Secondary=Class 9-10; Higher=Class 11 or more;

3.4 Housing Characteristics

The availability and accessibility of basic household facilities are important in assessing the
general welfare and socio-economic condition of physical characteristics of the population.
For GBDHS-2008, respondents were asked about drinking water and household sanitation
facilities. This included the questions on the source of drinking water, time taken to travel to
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the nearest source of water, the person who usually collects drinking water, and questions on

types of sanitation facilities.

The information on drinking water is presented in Table 3.6. The majority of households (61
percent) in Gilgit and Baltistan have access to source of drinking water within the
dwelling/yard/plot, which is higher in urban areas than rural areas (78.6 and 57.7 percent
respectively). The most commonly used method is piped water directly into the house/plot or
public tap/standpipe. The second popular method for the provision of drinking water is the
tanker. Over all, 14 percent of households use that means. But there is a wide gap in rural (16
percent) and urban households (4 percent). Table 3.6 also indicates that 3 percent of
households use drinking water provided by cart with small tank. A small proportion of rural
households (2.8 percent) used rainwater for drinking purpose

Table 3.6: Household drinking water

Percent distribution of households and population by source and time to collect drinking water; and percentage of
households and the population according to residence, GBDHS-2008

Households Population
ShicI Urban Rural Total Urban Rural Total
Source of drinking water
Piped into dwelling 65.6 30.4 35.3 64.8 29.7 346
Piped into yard/plot 13.0 27.3 25.3 14.6 18.5 26.6
Piped public tap / standpipe 13.0 16.8 16.3 11.6 15.7 15.1
Tube well or borehole 0.4 0.2 0.2 0.3 0.2 0.2
Hand pump - 0.1 0.1 - 0.1 0.1
Covered well 1.5 0.7 0.8 0.9 0.6 0.6
Un-covered well - 1.2 1.0 -- 1.9 T
Spring protected 0.4 0.9 0.9 0.4 0.7 0.7 \
River / Pond / lake / Dam - 0.4 0.4 - 0.7 0.6 ‘
Rain water - 2.8 2.4 - 3.0 2.6
Cart with small tank 2.3 2.8 2.7 2.8 29 29
Water tanker truck 3.8 16.1 144 4.6 18.7 14.2
Boiled water - 0.3 0.3 -- 0.3 0.2
Time to obtain drinking water
(round trip)
Water on premises 78.6 57.8 60.7 79.5 58.4 61.3
Less than 30 minutes 16.4 31.7 29.6 15.5 30.9 28.7
30 minutes or longer 5.0 9.0 8.4 5.0 9.2 8.6
Don't know / missing - 1.5 1.3 - 1.6 1.4
Total 100.0 100.0 100.0 100.0 100.0 100.0
| Number - 149 922 1071 1245 7726 8971

As more than six in ten households reported having water on their premises. Households not
having access on their premises were asked for the time taken to collect drinking water.
About 30 percent of all households take less than 30 minutes to fetch drinking water, while 8

percent take 30 minutes or longer to get water for drinking purpose.
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The sanitation facilities available to a household have direct implications on the hygienic and
health status of household members. Absence of sanitary disposal of waste exposes people to
risk of acquiring infections and other diseases. Table 3.8 presents information on household

sanitation facilities by type of toilet/latrine.

A large number of houscholds in Gilgit and Baltistan (49 percent) have flush to sewer system
or to septic tanks. That means overall, about half of household use improved toilets that are
not shared with other households. Of these households, a majority uses flush to septic tank. A
flush to septic tank is used by majority (56 percent) in urban areas, while this toilet system is
also the most used in rural areas. In Gilgit and Baltistan, 11 percent houscholds do not have
any toilet facility, a statistics that is considerably higher among rural households (12 percent)
than urban houscholds (2 percent). The situation of toilet facilities is much better in Gilgit
and Baltistan than in Pakistan where 30 percent of houscholds have no facility at all. A very
small proportion of households has ventilated improved pit (VIP) toilet facility (2 percent).
The ventilated improved pit (VIP) toilet facility is mostly used in rural areas (3 percent)
(Table 3.7).

Table 3.7: Household sanitation facilities

Percent distribution of households and population by type of toilet/latrine facilities, according to residence,
GBDHS-2008

) . . Households Population
Typeof lisiinirins fackities Urban Rural Total Urban Rural Total
FLUSH OR PURE FLUSH TOILET
Flush to sewer system 10.4 121 11.9 1.4 11.6 11.6
Flush to septic tank 546 33.1 36.1 55.5 33.7 36.7
Flush to somewhere else 0.3 0.4 0.4 0.1 0.4 0.4
Flush don't know where 0.3 0.2 0.2 0.1 0.2 0.2
PIT LATRINE
Pit latrine (VIP) 0.5 2.5 2.2 0.3 2.0 1.8
Pit latrine with slab - 2.9 25 - 2.3 2.0
Pit latrine without slab/open pit 3.8 6.7 6.3 4.2 6.9 6.5
Bucket toilet - 0.7 0.6 - 0.7 0.6
No facllity/bush/field 2.3 12.2 10.8 1.6 1.7 10.3
Others 27.8 29.0 28.8 26.7 304 299
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number 149 921 1070 1245 7713 8958 |

Information on housing characteristics such as availability of electricity; housing structure,
type of material used in the floors, roof, and walls; number of rooms used for sleeping; type
of fuel used for cooking; is shown in Table 3.8. Overall 92 percent of households in Northern
Areas have electricity, with a visible difference by place of residence Hundred percent urban

household as compared to 91 percent rural houscholds have access to electricity. Survey
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results indicate that a small number of households (8 percent) have pacca structure and more

than half of households (58 percent) have Katcha structure. Thirty four percent of households

have semi-pacca structure.

The GBDHS indicates that the material used for roof in most of the housing units (94
percent) was found to be very rudimentary such as thatch, bamboo mud and wood. However,
the situation in urban area is slightly better as more solid material is used to construct the roof

of the houses when compared with rural areas.

Table 3.8: Household characteristics

Percent distribution of households and population by housing characteristics as well as using fuel for cooking,
according to residence, GBDHS-2008

. Households Population
SRIImSTON clincariaiision Urban ___ Rural Total Urban Rural Total
Electricity
Yes 100.0 90.6 91.6 100.0 90.2 915 [
No - 9.4 8.4 - 9.8 8.5 |
Total 100.0 100.0 100.0 100.0 100.0 100.0 |
Housing structure !
Kacha 31.9 61.7 57.5 29.8 60.9 56.6 |
Semi-pacca 449 32.2 34.0 491 az2s5 34.8
Pacca 228 5.9 8.3 209 6.3 8.4
Flat 0.4 0.2 0.2 0.1 0.3 0.2
Total 100.0 100.0 100.0 100.0 100.0 100.0
Main roof material
Thatch / Bamboo / Wood / Mud 723 97.2 93.7 69.5 97.3 93.5
Cardboard / plastic 3.8 0.1 0.6 27 0.1 0.4
Iron sheets / asbestos 8.0 14 2.3 8.8 13 23
T-iron wood / brick 46 0.3 0.9 4.7 0.3 0.9
Reinforced brick cement / RCC 11.4 0.6 21 14.3 0.7 2.6
Other -- 0.5 0.4 - 0.3 0.3
Total 100.0 100.0 100.0 100.0 100.0 100.0
Main walls material
Mud / stones 50.5 62.2 60.6 50.7 60.8 59.4
Bamboo / sticks / Mud 5.7 125 115 59 13.0 12.0
Unbaked bricks / mud 5.0 1.9 2.3 46 1.9 23
Plywood sheets 0.3 0.1 0.2 0.1 0.1 0.1
Stone bricks 8.8 8.1 8.2 8.5 79 8.0
Backed bricks 1.9 1.1 1.2 1.6 15 1.5
Cement blocks / cement 27.8 8.6 11.3 28.6 9.2 11.9
Other - b5 4.7 - 5.6 4.8
Total 100.0 100.0 100.0 100.0 100.0 100.0
Rooms used for sleeping
One 22.1 23.6 234 13.4 16.5 16.0
Two 38.5 40.6 40.3 314 38.2 37.3
Three or more 39.4 35.8 36.3 55.2 453 46.7
Total 100.0 100.0 100.0 100.0 100.0 100.0
Cooking fuel
Electricity 23 -- 0.3 2.0 - 0.3
Cylinder gas 30.0 3.4 71 27.2 3.2 6.5
Bio-gas 1.2 0.1 0.3 A 0.1 0.3
Kerosene oil - 0.2 0.2 - 0.2 0.2 ‘
Wood 64.0 93.7 89.6 66.9 94.9 91.0
Straw / shrubs / grass 1.0 0.3 0.4 0.7 0.3 0.3
Cow dung 1.5 1.8 1.7 2.0 141 1.2
Other -- 0.5 0.4 - 0.3 0.3
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number of households B 149 922 1071 1245 7726 8971
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In Gilgit and Baltistan, more than six in ten households have used mud/stones for the
construction of the main walls of the dwelling. As expected, the proportion of such dwellings
was higher (62 percent) in rural than urban areas (51 percent). Furthermore, one in eight
houscholds used bamboo/sticks/mud for the main walls material. Almost a similar proportion
of households have made main wall with cement blocks/cement. One out of thirteen
houscholds has used stone blocks for the construction of the main walls of the dwelling
(Table 3.8).

Data were also collected on the number of sleeping rooms per household. Forty percent of
houscholds have two rooms for sleeping. Whereas 36 percent have three or more rooms.
There arc no major variations in the number of rooms used for slecping by urban-rural

residence.

A very high proportion of households (90 percent) use wood for cooking. Rural households
are much more likely (94 percent) to use wood for cooking than urban houscholds (64
percent). The use of cylinder gas is the second most common fuel used primarily in urban
arca. It i.s to be noted that a majority of households use solid fuel, like wood, cow dung,
straw/shrubs/grass etc, for cooking. This generates smoke which is hazardous for health of

the population.

3.5 Household Possessions

Information on ownership of household durable goods and other possessions is presented in
Table 3.9. The ownership of household effects and means of transportation is indicative of a
houschold’s social and economic well-being. The survey results indicate that more than half
(56 percent) of all houscholds has a radio. The possession of radio in urban area is slightly
more than in rural areas. Possession of television is three times more in urban than rural
areas. One out of four (24 percent) housecholds have a television, more than one third have a
telephone/mobile (36 percent), and a small proportion of households have refrigerator (6
percent). Furthermore, 43 percent of households own a sewing machine, 14 percent oyfn a
washing machine, 16 percent households have camera, 10 percent households haye personal
computer, 3 percent have water pump and 2 percent households have room cooler/air
conditioner. Generally, the households in rural areas are much less likely to possess items like
televisions, telephones, refrigerators, sewing and washing machines, or water pumps than

urban households.

21




Generally, the people of Gilgit and Baltistan are not very likely to own a means of transport.

In rural areas commonly used mode of transport is animal drawn cart. This mode of transport

is used by 31 percent of rural households. Overall, 6 percent households own a bicycle while

5 percent households own a motorcycle or scooter. Urban households are much more likely

than rural housecholds to own a motorcycle or a scooter.

Table 3.9: Household durable goods

Percent distribution of households and population possessing various household accessories, according to

residence, GBDHS-2008

P Households Population
Urban Rural Total Urban Rural Total
Radio 58.4 56.0 56.3 60.8 58.5 58.8
Television 55.8 18.3 235 55.9 211 25.9
Refrigerator 21.9 34 6.0 27.4 4.4 7.6
Mobile telephone or land line telephone  75.2 298 36.1 80.2 334 39.9
Room cooler, air conditioner 11.8 0.8 23 19.3 0.7 3.3
Washing machine 37.2 9.8 136 412 11.2 15.4
Water pump 6.0 1.9 25 10.2 2.1 3.3
Bed 50.7 336 36.0 535 353 37.8
Chairs 38.3 146 17.9 41.4 15.5 19.1
Almirah / cabinet 72.9 50.4 53.5 76.5 521 55.4
Clock 86.9 68.5 71 88.6 70.9 73.3
Sofa 23.0 8.6 10.6 28.2 9.1 11.7
Sewing machine 66.7 39.5 43.3 75.2 43.4 47.8
Camera 32.4 13.0 15.7 38.3 14.4 17.7
Personal computer 26.2 b | 9.8 30.9 8.3 11.4
Watch 84.7 85.4 85.3 88.5 88.1 88.2
Bicycle 75 6.1 6.3 7.2 6.9 7.0
Motorcycle / Motor scoter 116 44 5.4 14.2 5.2 6.4
Animal drawn cart 9.8 30.6 277 11.2 345 31.3
Car or truck, tractor
Number of households 149 922 1071 1245 7726 8971

3.6 Socioeconomic Status Index

One of the background characteristics used throughout this report is an index of socio-

cconomic status. The index used here was recently developed and tested in a large number of

countries in rclation to inequalitics in houschold income, use of health services, and health

outcomes (Rutstein et al., 2000). It is an indicator of the level of wealth that is consistent with

expenditure and income measures (Rutstein, 1999). The economic index was constructed

using household asset data including ownership of a number of consumer items ranging from
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a television to a bicycle or car, as well as dwelling characteristics, such as source of drinking

water, sanitation facilities, and type of material used for flooring.

Each asset was assigned a weight (factor score) generated through principal components
analyms and the resulting asset scores were standardized in relation to a normal distribution
with a mean of zero and standard deviation of one (Gwatkin et al., 2000). Each household
was then assigned a score for each asset, and the scores were summed for each household;
individuals were ranked according to the score of the houschold in which they resided. The
sample was then divided into quintiles from one (lowest) to five (highest). A single asset
index was developed for the whole sample; separate indices were not prepared for urban and
rural populations. This wealth quintile index is used in this report for analysing the socio-

economic status of household members.

Table 3.10 presents data on wealth quintiles by region of residence. Twenty four percent of
the population in Gilgit and Baltistan fall in second quintile. While equal proportion is found
in first third and fourth wealth quintiles. While 15 percent of the population lies in the richest
wealth quintile. The distribution of wealth quintile varies significantly by urban and rural
residence. Forty two percent of the population in urban areas is in the richest wealth quintile
in contrast to 11 percent of the rural population. On the other hand, 22 percent of the rural

population fall in the lowest quintile compared with only 4 percent of the urban population.

Table 3.10: Wealth quintiles
Percent distribution of population by wealth quintiles, according to residence, GBDHS-2008

Wealth Quintiles
Residence
Lowest Second Middle Fourth Highest Total Number
Urban 4.2 8.0 204 25,2 42.3 100.0 149
Rural 22.3 26.8 20.8 19.1 11.0 100.0 922
Total 19.8 24.2 20.7 20.0 15.3 100.0 1071
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4

CHARACTERISTICS OF RESPONDENTS

Badar ud Din Tanweer

This chapter provides information on demographic and socio-economic indicators of ever-
married women age 15-49 interviewed in GBDHS-2008. Information on basic characteristics
such as age, level of education, marital status, native language, and wealth status was
collected. Literacy status was also examined, and detailed information was collected on
employment status, occupation, and earnings. Such background information is important for
better understanding the social and demographic findings presented in this report.
Understanding how women’s education and employment are related to reproductive attitudes
and behaviors can be helpful in promoting change, especially in patriarchal societies like
Gilgit and Baltistan where the status of women is generally low. Curtailing the population
growth is not only affected by the direct means of fertility management (family planning, age
at marriage, duration of breastfeeding, abortion), but also indirectly by motivation to control
fertility, which includes many factors. Central among these factors are reduced mortality,
education (particularly of women), economic development (particularly poverty reduction),
and the general status of women (Ministry of Population Welfare, 2002).

4.1  Characteristics of Survey Respondents

Table 4.1 provides information on the background characteristics of ever-married women age
15-49 who were interviewed. This table is important for providing background of the woman
for interpreting findings presented in later part of this report.

The age-wise distribution of ever marricd women indicates that the proportion of women
increases sharply from 5 percent in the age group (15-19) to 21 percent in the 25-29 age
group, 17 percent for age group 35-39 and falls steadily thereafter to 10 percent for the 45-49
age group. Over six in ten (63 percent) women are under age 35,

The majority of surveyed women (96 percent) are currently married, 3 percent are widowed,
1 percent of the women are divorced and a very small percentage of women (0.3 percent) are

recorded as separated (Table 4.1).

Place of residence is another characteristic that determines access to services and exposure to

information pertaining to reproductive health and other aspects of life. Fourteen percent of
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ever-married women age 15-49 in Gilgit and Baltistan reside in urban areas, while 86 percent
reside in rural areas.

Education is an important factor influencing an individual’s attitude and approach on various
aspects of life. A large majority of ever-married women in Gilgit and Baltistan (77 percent)
have no education while among the women who have attained education, the proportion do
not vary much among various levels of education [primary (6 percent), middle (6 percent),
secondary, (7 percent) and above secondary (5 percent)].

Wealth and work status are important characteristics that shed light on the economic status of
women in the society. Surveyed women are distributed in five wealth quintiles. According to
Table 4.1 about 18 percent of women lie in poorest and richest wealth quintile. Surveyed
women are almost equally distributed among 2™, 3" and, 4% quintile. The data on work status
of women reveals that six in ten women have not been working at the time of survey. It is
encouraging to note that a large proportion of women (39 percent) were currently working for

gainful employment.

Table 4.1: Background characteristics of respondents

Percent distribution of ever-married women age 15-49 by selected background characteristics, GBDHS 2008

Number of women
Background characteristic Weighted percent Weighted Un-weighted
Age
15-19 47 87 58
20-24 19.1 229 222
25-29 20.5 246 240
30-34 18.7 224 228
35-39 16.6 199 202
40-44 10.6 127 131
45-49 9.7 117 116
Marital status
Married 95.8 1147 11491
Divorced 1.1 13 11
Separated 0.3 3 4
Widowed 28 34 33
Residence
Urban : 13.7 164 294
Rural 86.3 1033 903
Education
No education 76.5 916 866
Primary (1-5) 6.2 74 83
Middle (6-8) 5.8 70 82
Secondary (9-10) 6.7 80 92
Higher (11 +) 48 57 74
Wealth quintile
Lowest 18.0 216 180
Second 22.2 266 233
Middle 211 253 249
Fourth 20.9 250 256
Highest 17.7 212 279
Work status’
Currently working 39.2 470 456
Not working 60.8 727 741
Total 15-49 100.0 1197 1197

Note: Education categories refer to the highest level of education attended, whether or not that level was completed.
Categories are mutually exciusive.
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4.2  Educational Attainment and Literacy

Education is a basic indicator to play an important role in a country’s development and
progress ahd can be a good investment for improving the quality of life of the people and for
human development in general. National development programmes can be successfully
accomplished if the population of the country is educated and adequately provided with
knowledge and skills. Islam places great emphasis on acquiring education. Generally,
education provides people with new ideas and increases their potential to learn, to respond to
new opportunities, to adjust to social and cultural changes occurring around the world, and to
participate in the socio-cultural and political activities in the country. Education also can
redirect the attitudes and behaviors of the population towards improvement in the quality of
life. Furthermore, education helps to overcome poverty, increase income, improve health and
nutrition, and bring a change towards small family size norms. Therefore, its relationship to

population growth cannot be underestimated.

Table 4.2 shows variations in the level of education among ever-married women, according
to background characteristics. Overall, 77 percent of women in Northern Areas have no
cducation at all, 6 percent have attended primary school only, and same proportion of women
have reached middle school, while 7 percent have some secondary education (Class 9-10) and
5 percent have reached Class 11 or higher. As expected, women in the 45-49 year age group
are most likely to have no education and their proportion is 96 percent. Comparatively 60
percent of the women age 15-19 have no education. Slightly higher proportions of ever-

married women in other age groups are uneducated.

As expected, the proportion of uneducated women is much lower in the urban areas than in
the rural areas (60 and 79 percent, respectively), while among cducated women the
proportion of urban women is higher in all levels of education. A clear inversc relationship
exists between women'’s education and wealth quintile. For example, ever-married women in
the lowest quintile are over two times more likely to be uneducated (97 percent) than those in
the highest quintile (42 percent). Moreover, nearly one-third women (34 percent) in the
highest wealth quintile have attained secondary or higher education.

When looking at the relationship between education and working status of women. As
expected, ever-married women who are currently working are less likely to be uneducated

than those who are not working.
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Table 4.2: Educational attainment

Percent distribution of ever-married women age 15-49 by highest level of schooling attended or completed,
according to background characteristics, GBDHS 2008

Suama Education
Background characteristic No Primary Middle Secondary Higher Number
education (1-5) (68 (3100  (114)  °@' of women

Age
15-19 59.5 13.0 13.8 8.0 5.8 100.0 57
20-24 66.4 3.5 10.4 11.8 8.0 100.0 229
25-29 68.8 6.7 6.7 13.1 4.7 100.0 246
30-34 76.7 G | 4.9 5.4 5.9 100.0 224
35-39 81.2 8.8 41 2.0 4.0 100.0 199
40-44 91.9 4.7 0.4 0.5 2.5 100.0 127
45-49 95.9 2.4 1.7 100.0 117

Residence
Urban 60.1 8.6 10.3 122 8.8 100.0 164
Rural 79.1 5.8 i 5.8 4.2 100.0 1033

Wealth quintile
Lowest 96.8 2.0 0.7 0.5 100.0 216
Second 92.6 3.7 22 0.8 0.7 100.0 266
Middle 81.2 6.2 4.9 | 2.7 100.0 253
Fourth 66.2 7.4 97 103 5.6 100.0 250
Highest 421 121 121 17 16.4 100.0 212

Work status
Currently working 742 5.1 6.3 T 7.3 100.0 470
Not working 78.0 6.9 5.5 6.4 3.2 100.0 727

Total 76.5 6.2 b.8 6.7 7.8 100.0 1197

Literacy is widely acknowledged as benefiting the individual and the society and is
associated with a number of positive outcomes for health and nutrition. In the GBDHS-2008,
literacy means the respondent’s ability to read with understanding all or part of a sentence.
Only those who had never been to school and those whose highest grade at school was Class
1-8 were asked to read a sentence in the language they were most likely able to read; those
who have attained secondary school or above were assumed to be literate. Table 4.3 presents
the percent distribution of ever-married women age 15-49 by level of schooling and level of

literacy, according to background characteristics.

There is only one-fourth (23 percent) of ever-married women age 15-49 in Gilgit and
Baltistan are literate. The level of literacy consistently decreases from 37 percent among
women age 15-19 to 20 percent among those of age 35-39 and thereafter decreases
substantially to 2 percent among women age 45-49. Urban women are much more likely to be
literate than rural women (39 and 20 percent respectively). There is also a marked difference

in literacy levels by women’s wealth status, ranging from a low of 2 percent among women
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in the lowest wealth quintile to a high of 57 percent among women in the highest wealth
quintile. By work status, women who are currently working are more likely to be literate (25
percent) than those who are not working (22 percent).

Table 4.3: Literacy

Percent distribution of ever-married women age 15-49 by level of schooling attended and level of literacy, and
percentage literate, according to background characteristics, GBDHS 2008

No schooling or primary or middle school

Background Class 9 or
characteristic higher Can read c:a:ar:'ot Missing  Total ';‘I',';’;:ﬁ Number
Age

15-19 13.8 23.5 62.7 100.0 ar.3 57

20-24 19.8 13.0 66.7 0.5 100.0 32.8 229

25-29 17.8 134 68.8 100.0 31.2 246

30-34 11.2 10.5 T 0.6 100.0 21.7 224

35-39 6.0 13.8 80.2 100.0 19.8 199

40-44 3.0 6.0 91.0 100.0 9.0 127

45-49 0.0 20 97.0 1.0 100.0 2.0 [k 74
Residence

Urban 21.0 18.2 60.8 100.0 39.2 164

Rural 10.0 104 79.3 0.3 100.0 20.4 1033
Wealth quintile

Lowest 0.5 L 98.0 100.0 2.0 216

Second 15 7.5 91.0 100.0 9.0 266

Middie TT 9.2 82.6 0.5 100.0 16.9 253

Fourth 16.7 16.4 66.9 100.0 33.1 250

Highest 33.6 23.2 421 1.1 100.0 56.8 212
Work status

Currentl

= mngy 14.4 10.7 74.6 0.3 100.0 25.1 470

Not working 9.6 11.9 78.2 0.3 100.0 21.5 727
Total 11.5 11.4 76.8 0.3 100.0 229 1197

43 Employment
4.3.1 Employment Status

Participation in the labour force not only gives women an opportunity to earn income, but
also exposes them to the outside world and to authority structures and networks other than
kin-based ones (Dixon-Muller, 1993). The empowering effects of employment are dependant
on factors such as type of occupation, the continuity of employment, and the type of income.
It is generally accepted that women who have a regular job, who earn money, and who
perceive that their contribution is a substantial part of total household earnings are more

likely to be empowered than other women (Yousef, 1982: Mahmud and J ohnston, 1994).

The respondents of Gilgit and Baltistan were asked a number of questions regarding their

employment status, including whether they were working in the seven days preceding the
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survey. At the time of the survey, only about 39 percent of ever-married women were
currently working. An overwhelming majority of women (61 percent) had not worked in the

preceding seven days.

The women in the age groups 25-29, 30-34 and 35-39 are more likely (between 41-44
percent) to be currently working than those in other age groups. On the other hand, in the age
group 40-44, most women (72 percent) are found to be currently not working. The divorced,
widowed, and separated women are slightly less currently employed when compared with
those who are currently married (38 and 39 percent respectively). This pattern is just the
opposite what is envisaged in 2006-07 PDHS. The proportion of working women increases
with the increase in the number of children. In Gilgit and Baltistan, many women take up jobs

because of financial constraints, which generally increase as family size increases.

There are notable variations in the proportion of women currently employed by urban and
rural residence. Rural women are more likely to be currently employed than urban women
(41 percent and 28 percent, respectively). Current employment and education have an
interesting relationship (Figure 4.1 and Table 4.4). The highest proportions of currently
employed women are among those with education secondary and above (60 percent) and
those having education up-to secondary (42 percent), while the lowest proportion is among
women with education up-to primary (32 percent). By wealth quintile women’s employment
does not show any consistent pattern. Further more it may be noted that an over whelming
majority of working women in Gilgit and Baltistan are either working for family members or

are self employed. Only 6 percent work for some one else.
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Table-4.4: Employment status

Percent distribution of ever-married women age 15-49 by employment status, according to background
characteristics, GBDHS-2008

Work for family or for someone else
Buckyyrotnd Currently Nt For family For someone  Self- N:m:'e':;f
characteristics working ourrently  Nuriber member else employed women
working
Age
15-19 29.7 70.3 57 81.5 8.4 10.0 17
20-24 38.6 61.4 229 83.7 4.8 11.5 88
25-29 421 57.9 246 78.2 6.2 15.6 103
30-34 43.7 56.3 224 78.1 10.8 111 98
35-39 41.5 58.5 199 88.2 3.7 8.1 82
40-44 28.3 aa 127 86.9 0.0 13.1 36
45-48 38.5 615 117 83.7 6.2 10.2 45
Marital status
Married 39.3 60.7 1147 82.0 6.2 11.8 450
Divorced/
separated/  38.1 61.9 50 87.6 3.3 9.0 19
widowed
Number of living children
0 36.0 64.0 138 84.2 2.2 13.6 50
1-2 39.1 60.9 279 83.7 3.4 12.9 109
34 39.7 60.3 341 75.5 7.6 16.9 135
5+ 40.0 60.0 439 86.0 7.6 6.3 175
Residence
Urban 27.6 72.4 164 77.3 3.6 19.1 45
Rural 41.1 58.9 1033 82.8 6.4 10.8 424
Education
No
Schication 38.1 61.9 916 84.4 6.9 8.7 349
Primary 321 67.9 74 82.2 - 17.8 24
Middle 42.4 57.6 70 84.0 2.1 13.9 30
Secondary  41.8 58.2 80 70.8 9.6 19.5 33
Higher 59.6 40.4 57 70.6 3.0 26.5 34
Wealth quintile
Lowest 35.4 64.6 216 90.5 5.4 41 76
Second 39.6 60.4 266 82.6 10.7 6.7 105
Middle 35.6 54.4 253 82.6 55 11.9 115
Fourth 38.0 62.0 250 81.7 3.4 14.9 95
Highest 36.5 63.5 212 73.8 4.8 214 77
Total 39.2 60.8 1197 82.3 6.1 11.6 470

4.3.2 Occupation

Respondents, who were currently employed were further asked to specify their occupation.
Table 4.5 shows the distribution of employed ever-married women by occupation, according
to background characteristics. There are large numbers of women (60 percent) found to be
housewife and 30 percent of working women are engaged in agricultural occupation with the
next most common occupation. The women working as professional/technical and production
workers are 4 percent each while only 1 percent of employed women work in domestic

service and other professions.

An examination of women’s occupation by background characteristics suggests that the
proportion of working women with jobs in sales and services, skilled manual labour, and

agriculture is higher among currently married women than among those who are divorced,
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separated, or widowed. Residence has a strong relationship with the type of occupation. As
expected, the largest urban-rural differentials are found among women working in the
agricultural sector; 54 percent of women in rural areas work in agriculture compared with
only 6.7 percent in urban areas. Nearly half (41.1 percent) of working women residing in
rural areas are employed in sales and services compared with women residing in urban arcas

27.6 percent.

The relationship between education and type of occupation is cspecially strong. The
proportion of employed women who work in agriculture decrcases significantly with
education, from 33.1 percent among ever-married women with no education to virtually 9.3
percent among those with higher education. The opposite reaction is found for women who
work in professional, technical, or managerial fields (45.5 percent) women with education
secondary and above work in such jobs compared with less than 1 percent of women with no
education. The table 4.5 shows that majority of ever-married working women as housewife in

urban areas (71.5 percent) as compared to rural areas (58.4 percent).

Table 4.5 also shows that majority of ever married women with 3-4 children are working in
agriculture (28.4 percent). An overwhelming majority of working women (35 percent) in the
lowest wealth quintile are engaged in the agricultural sector compared with only 13 percent
of women in the highest wealth quintile with same profession. On the other hand, the
proportion of women working in professional/technical service and production worker

increases with wealth quintile in table 4.5.
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Table 4.5: Occupation

Percent distribution of ever-married women age 15-49 employed in the 12 months preceding the survey, by
occupation, according to background characteristics, GBDHS 2008

:I::mli::lc . P?::::::'I" Service Agriculture Production Other Housewife Percent Women
Age
15-19 3.8 0.0 24.6 22 0.0 69.3 100.0 57
20-24 28 0.5 27.6 6.0 74 61.4 100.0 229
25-29 52 0.2 30.5 5.8 0.9 57.4 100.0 246
30-34 55 2.3 31.6 5.1 0.7 54.8 100.0 224
35-39 5.6 1.5 31.9 2.8 0.0 58.2 100.0 199
40-44 3.1 0.3 22,5 1.4 0.9 7.7 100.0 127
45-49 23 0.8 33.9 1.0 1.2 60.7 100.0 117
Marital status
Married 43 0.7 30.0 4.1 0.7 60.2 100.0 1147
3;;2:5:3’39"””9"’ 27 6.2 215 5.4 4.0 60.2 100.0 50
Number of living children
0 2.1 - 259 72 0.9 64.0 100.0 138
1-2 5.0 0.7 26.7 o7 1.8 60.1 100.0 279
3-4 8.7 1.6 28.4 4.2 0.5 59.7 100.0 341
5+ 34 0.8 33.6 2.1 0.6 59.6 100.0 439
Residence
Urban 6.7 2.3 14.3 4.8 0.4 60.7 100.0 164
Rural 3.9 0.7 32.0 4.0 0.9 58.4 100.0 1033
Education
No education 0.7 0.7 33.1 2.9 1.0 61.6 100.0 916
Primary 3.5 - 246 4.0 - 67.9 100.0 74
Middle : 3.9 1.6 20.0 17.7 - 56.8 100.0 70
Secondary 16.6 - 16.7 8.5 -- 58.2 100.0 80
Higher 455 6.1 9.3 0.8 2.7 35.6 100.0 57
Wealth quintile
Lowest 0.0 0.0 348 0.6 0.0 64.6 100.0 216
Second 1.6 0.6 34.3 2.6 1.3 59.7 100.0 266
Middle 1.2 1.0 39.1 4.1 0.5 54.1 100.0 253
Fourth 5.9 1.4 246 5.9 0.8 61.4 100.0 250
Highest 13.8 1.6 12.9 T 1.8 62.2 100.0 212
Work status
Working 10.6 1.9 75.1 10.5 1.9 0.0 100.0 470
Not working 0.2 0.3 0.2 0.0 0.2 99.1 100.0 27
Total 4.3 0.9 29.6 4.1 0.9 60.2 100.0 1197

4.3.3 Type of Earnings

Table 4.6 shows the percent distribution of ever-married, currently employed women by type
of earnings (cash or non cash), according to type of employment (agricultural or non-
agricultural). Overall, 48 percent of currently employed women receive money for their
work. The proportion of women who receive money for their work is much higher in the

nonagricultural than in the agricultural sector (69 percent and 41 percent, respectively).
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Table 4.6: Type of earning

Percent distribution of ever-married women age 15-49 currently employed, by type of earnings, according to type
of employment (agricuttural or non-agricultural), GBDHS-2008

| Type of earnings Agricultural Work Non- agricultural Work Total

| Received money 411 68.8 48.0
Don't received money 58.9 31.2 52.0
Total 100.0 100.0 100.0
Number of women currently
smploysd 352 117 470
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FERTILITY

Ali Anwar Buriro

Fertility is one of the three principal components of population dynamics, the others being
mortality and migration (UN, 1973). In view of the fast growing population, the government
has been trying since 1960s, to reduce fertility rate through the implementation of its
population policies. However, the fertility transition in this country has started from only
about two decades back. The fertility levels that remained more or less constant at 6 children
per woman through 1960’s to the mid 1980’s were started to decline to 5.4 children in the late
1980’s (Feeney and Alam, 2003; NIPS/IRD Macro, 1992). The recent PDHS (2006-07) was
another effort to observe the pace of fertility transition in Pakistan.

Gilgit and Baltistan Demographic and Health survey is the first such effort that has provided
the information regarding fertility in northern regions of Pakistan. A major objective of the
Gilgit and Baltistan Demographic and Health survey is to analyse fertility levels and examine
differentials in fertility by selected background characteristics of ever-married women (Place
of Residence, educational level and Wealth quintile), lifetime fertility (Children Ever-Born

and Living) teenage pregnancy, and motherhood.

The fertility data was collected by asking all ever-married women of reproductive age (15-49
years) to provide complete birth history of their last three children born alive: those who were
currently living with them, living away from them and those who had died. The information
was also collected about: name, sex, date of birth, survival status, current age (if alive), and
age at death (if dead) of the last 3 children born alive.

Moreover, readers may note that unlike previous conventional practice of recording births in
the birth history in chronological order, in this survey we have reversed the order and
recorded the last birth first followed by birth in the preceding years. This was done assuming
a better reporting of recent births which in turn brings about a good estimate of current
fertility that is based on the births in 3 years preceding the survey. Also during training,
cfforts were madc to impress upon the interviewers about the importance of collecting
information of all ever born children. It is important to mention here that the birth history

approach has some limitations that might distort fertility levels and patterns. For example;




women may include relatives’ children as their own or omit children who died in young age

(UN, 1983). The results of GBDHS (2008) should be read with this forewarning in mind.

5.1  Current Fertility

Total Fertility Rate (TFR) is defined as the average number of children a woman would have
if she went through her entire reproductive period (15-49) reproducing at the prevailing Age
Specific Fertility Rates (ASFRs). The Age Specific Fertility Rates calculated by dividing the
number of births to women in specific age group by the number of women lived years during
a given period (Figure 5.1).

Table (5.1) indicates that Total Fertility Rate (TFR) in Gilgit and Baltistan is 4.6 children per
woman for the 3 years period preceding the survey. Fertility in rural areas is higher (5.1
children per woman) as compared to urban areas (3.8 children per woman) (Figure 5.2). A
pattern that is cvident at every age group. A relatively lower fertility among urban women
could be associated to the factors like better access to family planning and health facilities,

better education, economic status, and prevalence of latc female marriages.

Figure 5.1: Age-specific Fertility Rates
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The fertility is highest in age group 25-29. This pattern is also evident in both urban and rural

areas. Fertility decreases rapidly after age groups 35-39.
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Table 5.1: Fertility

Age Specific Fertility Rates (ASFR) and Total Fertility Rate (TFR) For three years preceding the survey by
residence, GBDHS (2008)

Age group Urban Rural Total

15-19 445 66.2 58.2

20-24 1T 219.2 201.1

25-29 245.7 279.5 2671

30-34 181.1 218.2 204.7

35-39 73.2 1431 119.4

40-44 274 61.7 50.2

45-49 8.0 26.3 20.6

TFR 3.8 5.1 46 ]

Figure 5.2: Total Fertility Rates by Residence

5.1

Numver of Children

Urban Rural Total

Residence

A table (5.2) shows currently pregnant women and means number of children ever born by
background characteristics. Data shows that 12 percent women’s were pregnant at the time of
survey. Although, this estimate is much higher than what is estimated (8 percent) in 2006
PDHS, yet it is likely that even this proportion is under estimated as women in their early
stages of pregnancy may be unaware or uncertain that they are pregnant. Some may even
refuse to declare that they are pregnant. The differentials in pregnancy levels by urban-rural
residence are generally consistent with the pattern depicted in urban and rural TFR. Just as
pregnancy levels, mean number of children ever born are also observed to follow a similar

pattern across urban and rural arcas.
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The current pregnancy levels by women’s education show unexpected pattern. The pregnancy
levels are lower for women with “no education” or “up to primary” level of education.
Whereas a consistently decreasing pattern is found for both pregnancy levels and mean

children ever born with wealth quintile.

Table 5.2: Cumulative Fertility by Background Characteristics

Percentage of all women age 15-49 currently pregnant, and mean number of children ever born to all women age
40-49 years, by background characteristics, GBDHS (2008)

Percentage of Mean number of
Background characteristics currently pregnant Children Ever-Born Number of Women
women age 15-49 to women age 40-49

Place of Urban 10.1 6.7 170

residence Rural 12.7 7.1 1112
None 11.8 il 973
Upto Primary 6.7 73 79

s Middle 18.1 6.9 80
Secondary 18.7 5.0 85
Higher 119 42 64
Poorest 10.2 5.8 236
Second 18.2 8.3 281

Wealth quintile ~ Middle 12.7 7.7 269
Fourth 10.7 6.9 266
Richest 9.0 6.1 229

Total 12.4 7.0 1281

5.2 Children Ever Born and Children Surviving

The number of children ever born and the mean number of living children is presented in
table 5.3 for all women and currently married women age 15-49 years. The estimates for all
women are based on the assumption that all births occur within marriage. About 96 percent of
women age 15-19 have never given birth. However, this proportion declines rapidly to about
13 percent for women age 30-34 years and only nearly 10 percent women at the end of their
reproductive age remain childless. Comparatively only 4 percent Pakistani women remained
childless at the end of their reproductive age (Ali and Buriro, 2008) indicating that either a
higher proportion of Gilgit and Baltistan women than their counter parts in Pakistan remain
unmarried or there is high infertility among Gilgit and Baltistan women. This is an arca that
requires an investigation. Childlessness is also high among currently married women of

Gilgit and Baltistan.
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Table 5.3: Children ever born and living

Percent Distribution of All Women according to Number of Children Ever-Born & Mean Number of Children Ever-Born and Living by Age group, GBDHS (2008)

Number of children ever born R Mean N_umber Numiaer: " S iBiion (15_—‘
Age group Total Of Children iF 49) currently
1 2 3 4 5 & 7 8 9 10+ women  EverBorn  LiVing pregnant
children
All Women
15-19 95.8 3.2 0.9 0.2 - - = -= - = -- 100 568 0.06 0.06 2.29
20-24 61.7 142 12.4 7.6 2.5 0.9 5 0.2 0.2 0.2 - 100 436 0.89 .82 13.53
25-29 33.1 1.2 134 16.7 125 7.3 3.0 21 0.9 - -- 100 329 2.35 2.1 9.42
30-34 12.9 4.3 59 129 188 172 MW7 102 4.3 1.2 0.8 100 256 4,27 3.74 11.72
35-39 8.7 23 1.8 6.4 179 14.2 186.1 1541 3.7 8.3 6.4 100 218 5.64 4.95 6.42
40-44 9.9 1.4 1.4 2.1 9.9 7.8 128 156 11.3 9.2 18.4 100 141 6.99 5.72 2.84
45-49 9.8 - 0.8 2.4 33 6.5 122 106 130 146 268 100 123 7.60 6.48 3.25
Total 48.3 6.5 6.0 6.9 7.6 5.9 51 4.9 27 26 3.6 100 2,071 2.63 2.28 7.48
Currently Married Women
15-19 501 286 105 128 -- ne - -~ -- 4 & 100 55 0.6 0.5 22.0
20-24 252 269 234 15.4 4.9 2.3 e 0.5 0.6 0.7 G 100 225 1.7 1.5 26.4
25-29 6.6 142 179 232 177 114 54 2.8 14 -- - 100 238 3.1 2.8 13.4
30-34 1.5 3.5 6.0 127 201 204 132 128 6.6 1.8 1.4 100 217 4.9 4.3 14.1
35-39 2.0 2.0 1.6 5.0 16.60 1585 162 175 4.7 10.3 8.6 100 187 6.1 53 o &
40-44 1.1 1.0 = 1.6 9.1 6.6 150 127 135 126 220 100 114 5 6.2 4.2
45-49 4.4 -- 0.9 2.4 2:9 51 124 105 13.3 172 309 100 110 8.0 6.9 4.6
Total 103 107 10.3 115 123 108 9.0 8.6 | 5:1 6.8 100 1,147 4.4 3.9 13.8
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The same pattern is replicated for currently married women with the difference that the
proportion of women age 15-19, who have not borne a child, reduced to 59 percent.
Furthermore, currently married women age 45-49 have, on average, borne 4.4 children each.
The difference in childbearing between all women and currently married women can be
explained by the presence of many unmarried young and widowed, divorced, and separated
women in the “all women” category. As expected, women above 40 years have much higher
paritics with considerable proportions having 10 or more births by the closing stages of their

childbearing ycars.

On the whole the mean number of children ever-born and mean number of living-children
increases with rising age of women, thus presupposing negligible or no recall lapse, which

heightens confidence in the reported birth history.

5.3 Teenage Fertility

An examination of teenage fertility is important for various reasons. Firstly, children born to
very young mothers are normally prone to higher danger of sickness and death. Secondly,
teenage mothers are more likely to experience complications during pregnancy and are less
likely prepared to deal with them. It often leads to maternal death. Moreover, early entry into
reproductive process denies them the opportunity to pursue educational goals. This in turn

reduces their prospects for better careers and lowers their status in society.

Table 5.4 shows the percentage of women age 15-19 who were mothers or were pregnant
with their first child at the time of the GBDHS (2008) by selected background characteristics.
Data shows no consistent pattern by the selected characteristics of women. Such a pattern
may be attributed to small number of cases in each category of sclected background

characteristics.
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Table 5.4: Teenage Pregnancy and Motherhood

Percentage of women age 15-19 who have had a live birth or who are
background characteristics, GBDHS (2008)

Percentage Who are

pregnant with their first child by

Background characteristics —— Pr:iggtagth mth N Total ol;“:vr:;irn
Age 15 241 19.6 56.4 100.0 6
16 46.9 - 53:1 100.0 7
17 221 16.3 61.7 100.0 6
18 121 7.7 80.2 10C.0 19
19 54.0 12.3 33.6 100.0 26
Place of residence Urban 56.1 10.0 34.0 100.0 8
Rural 32.3 10.7 57.0 100.0 56
Level of education None 35.8 11.6 52.6 100.0 37
Upto Primary 34.4 6.6 59.1 100.0 9
Middle 51.8 11.0 3r.2 100.0 8
Secondary 27.0 -- 73.0 100.0 6
Higher 18.6 21.9 595 100.0 5
Wealth quintile Poorest 51.2 18.3 30.5 100.0 12
Second 42.8 Fiiyd 495 100.0 12
Middle 2741 15.6 57.8 100.0 15
Fourth 30.1 - 69.9 100.0 12
Richest 291 10.4 60.6 100.0 14
Total 35.4 10.6 54.0 100.0 64
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Amanullah Bhatti and Rabia Zafar

The Population Welfare Programme has been able to create universal awareness about family
planning methods among married couples but the contraceptive prevalence rate is quite low
(30 percent) in Pakistan. The challenge is to ensure continuous use by current users and
increase existing CPR by meeting the unmet need for family planning services along with
sustaining the demand of family planning services by new entrants in the reproductive age

group.

The strategy of the National Policy on Population is aimed at reducing the high unmet need
for family planning services by bringing family planning services into the fold of health
outlets, developing greater partnerships between various arms of the public sector and
enhancing the public-private sector partnerships. The reduction in the gap between the
demand and supply of family planning services will be the first thrust of this policy. (Ministry
of Population Welfare, 2002)

This chapter focuses on Gilgit and Baltistan and appraises the knowledge of various
contraceptive methods and discusses current prevalence and the timing for its adoption.
Special attention is on the source of contraception, reasons of nonuse and intention to use
contraceptive methods in the future. The chapter also contains information on exposure to
family planning messages through the media and relationship between clients and family
planning service providers. These topics are of practical use to policy and program

. administrators in formulating effective family planning strategies.

6.1 Knowledge of Contraceptive Methods

Knowledge about contraceptive methods is an important prerequisite for adopting family
planning. The ability to spontaneously name or recognize a family planning method when it
is described is a simple test of a respondent’s knowledge but not necessarily an indication of
the extent of his/her knowledge. Information on knowledge of contraception was collected by
first asking an ever married woman to name ways or methods by which a couple can delay or
avoid pregnancy. If the respondent failed to mention a particular method spontaneously; the

interviewer described the method and asked whether the respondent recognized it. The survey




collected information on eight modern family planning methods, female and male
sterilization, the pill, the IUD, injectables, implants, male condoms and emergency
contraception and two traditional methods, rhythm method and withdrawal. Folk methods

could be mentioned spontaneously by respondents.

In Table 6.1, information about knowledge of contraceptive methods is presented for all ever
and currently married women by specific methods. Findings from the 2008 GBDHS show
that knowledge of at least one modern method of family planning in Gilgit and Baltistan is
almost universal (above 90 percent) among married women. The most widely known modern
contraceptive methods among currently married women are pills (86 percent), Injectables (85
percent), IUD (80 percent). Seventy percent of currently married women age 15-49 knew of
female sterilization, about sixty percent women have heard of male sterilization, more than
half of women (53 percent) have knowledge about condoms and 13 percent of women have
heard of emergency contraception. Comparatively a small proportion of married women have
knowledge about traditional methods such as rhythm and withdrawal. Only thirty-three
percent currently married women have heard of the rhythm method and withdrawal is
mentioned by 28 percent of women. The mean number of methods known to an ever -married
woman as well as currently married woman is five.

Table 6.1: Knowledge of contraceptive methods

Percentage of ever-married and currently married women age 15-49 who knows any contraceptive method, by
specific method, Gilgit and Baltistan 2008

Method Ever married Currently married
Any method 90.8 91.7
Any modern method 90.7 915
Female sterilization 69.4 70.1
Male sterilization 594 59.8
Pills 85.4 86.4
IUD 79.0 80.0
Injectables 84.3 85.3
Implants 17.4 17.4
Condom 52.0 52.8
fg?:g::;’{on 12.8 13.1
Any traditional method 38.1 39.0
Rhythm methods 32.0 327
Withdrawal 26.9 27.7
oy heetinel 9
Number of women 1,197 1,147




Table 6.2 shows currently married women agel5-49 who have heard at least one
contraceptive method and at least one modern method according to selected background
characteristics. There is no visible difference between knowledge about a modern method and
any method. By age groups, the contraceptive knowledge is somewhat low among women of
age groups 15-24 and 40-44. The women in these two age groups are more likely to be
indifferent about knowledge of a contraceptive method. The women in age groups 20-24 are
newly weds and are in the early stages of family formation, On the other hand, older women
have completed their family size and hence these women are not as interested in knowing

about contraceptive methods as their counterparts in other age groups.

Difference in the level of knowledge between urban and rural areas is quite visible. The level

of contraceptive knowledge increases with education and wealth status of women.

Table 6.2: Knowledge of contraceptive methods by background characteristics

Percentage of currently married women age 15-49 who have heard of at least one contraceptive method and who
have heard of at least one modern method, by background characteristics, Gilgit and Baltistan

Background Characteristics Heard of any method s ::: ;:::‘Odem Number of Women

Age 1519 es s s
20-24 88.5 87.9 225
25-29 94.4 94.4 238
30-34 93.7 93.7 217
35-39 93.9 93.9 187
40-44 88.4 88.4 114
45-49 90.2 90.2 110

Residence Urban 95.1 95.1 159
Rural 91.1 91.0 988

Education None 90.5 90.3 871
Upto Primary 94.4 94.4 70
Middle 95.4 95.4 68
Secondary 93.8 93.8 80
Higher 98.9 98.9 T4

Wealth quintiles  Poorest 86.6 86.6 200
Second 87.6 87.6 258
Middle 92.7 92.7 244
Fourth 94.1 941 240
Richest 97.6 96.9 206

Total 15-49 91.7 915 1,147
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6.2 Ever Use of Contraception

Data on ever use of contraception has special significance because it provides an evaluation
of family planning programs for promoting the use of family planning methods among
couples. Ever use refers to use of a method at any time, with no distinction between past and
present use. In the 2008 GBDHS, ever-married women who had heard of a method of family

planning werc asked if they had ever used a contraceptive method.

Table 6.3 shows the percentage of ever and currently married women who have ever used
specific methods of family planning by age of women. Forty-seven percent of currently
married women have ever used a method of contraception, and 45 percent have used a
modern method while only 10 percent have used traditional method. Among currently
married women, one in five has ever used pill and injection and 17 percent have used IUD,
making the three methods, the most'commonly used modern methods. One in ten currently
married women have used condoms. Six percent of currently married women reported the use
of rhythm followed by withdrawal (5 percent) and female sterilization (5 percent) and less

than one percent reported about emergency contraception, male sterilization and implant.

As expected, ever use of any contraceptive method rises steadily with age, from 19 percent
among currently married women age 15-19 to 63 percent among women age 40-44, and then
falling slightly among those age 45-49. Ever use of any modern method by age follows a
similar pattern. Female sterilization is more likely to have been used by older women, while
use of pills is more popular among women in their thirty’s. IUD, and injectables are common
among 25 and older currently married women. The use of rhythm is most common among
women age 30-34 whereas, maximum use of withdrawal has been reported by women in the

age group 40-44 years.
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Table 6.3: Ever use of contraception
Percentage of ever-married and currently married women age 15-49 who have ever used any contraceptive method, by method, according to age, Gilgit and Baltistan 2008

e
| Age group Any method :.um_%: ﬂﬂ._.._.ﬂw eln ﬂm::- Pills uD Injection Implants  Condom __.nhmwnm_ Rhythm  Withdrawal MH.MHMM”M_.\ umber
_ method zation A method tion o Women|
“ EVER-MARRIED WOMEN
15-19 18.9 127 .0 .0 5.8 4.4 4.4 .0 .8 8.0 58 2.2 .0 57
_ 20-24 291 25.7 .0 .0 13.0 52 10.1 .0 ) P 4.5 4.9 .0 229 !
m 25-29 43.5 425 5 B 212 141 19.8 .0 10.4 9.6 5.9 3.6 0% 246 |
ﬁ 30-34 48.9 48.0 3.8 .0 27.0 20.0 21.0 7 12.0 11.2 7.8 4.5 1.6 224 W
W 35-39 56.9 56.0 6.7 .8 253 23.5 299 .0 12.9 10.3 7.3 6.6 7 199 _
40-44 58.8 58.6 15.6 2.1 19.6 23.2 24.8 R 7.2 il 3.6 9.0 4 127 _
45-49 55.8 55.4 12.0 13 23.0 19.5 20.0 .0 59 6.4 3.0 4.2 0 117 AW
Total 45.6 441 4.7 6 20.7 16.1 19.7 2 9.5 9.4 57 5.1 v 1197 |
CURRENTLY-MARRIED WOMEN 7
15-19 19.4 13.0 .0 0 6.0 45 4.5 .0 57 8.2 6.0 2.2 .0 55
| 20-24 29.6 26.1 .0 0 13.2 52 10.3 .0 e 7.8 4.6 5.0 .0 225 |
25-29 44.4 43.4 5 5 21.6 14.4 20.2 .0 10.5 9.7
30-34 49.3 48.3 3.9 0 26.9 2041 21.7 T 12.2 11.6
35-39 60.1 59.1 T 9 26.6 249 31.7 .0 13.7 109
40-44 62.9 62.7 17.3 1.2 20.5 25.8 26.6 1.0 8.0 12.3
45-49 57.1 56.7 12.8 1.4 23.8 20.8 20.5 .0 5.5 6.0
| Total 46.8 452 5.0 i 21.1 16.7 20.3 2 9.7 9.7
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6.3 Current Use of Contraception

Current use of contraception is defined as the proportion of women who reported the use of a

family planning method at the time of interview. The level of current use usually calculated

among currently married women, is the most widely used and valuable measure of the
success of family planning program. Table 6.4 and figure 6.1 show the percent distribution of

currently married women who are currently using specific family planning methods by age.

Figure 6.1: Current Use of Contraceptives
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Table 6.4: Current use of contraception

Percent distribution of currently married women age 15-49 by contraceptive method currently used, according to age, Gilgit and Baltistan.2008

Age Any :._MM_M_.: ﬂ_.uhuu:n_ M.om“.“.m__w Wniw m.zi:- Pill IUD Injections Implants Condom Rhythm Withdrawal Other n_.__.—”._M-n:E Total Number of
group methad method method zation astion using women
15-19 10.1 6.0 4.1 2.8 1.3 19 4.1 89.9 100.0 65

_ 20-24 15.6 12.0 3.6 2.3 4.2 3.3 5 | 2 2.4 84.4 100.0 225
25-29 20.8 20.6 o 5 4.4 6.6 71 3 1.0 o g 78.6 100.0 238

| 30-34 32.0 30.1 1.9 3.9 6.0 9.9 8.6 17 6 1.3 68.0 100.0 217
35-39 40.8 38.5 23 il 9 6.5 7.4 14.1 2.6 8 .6 .8 59.2 100.0 187
40-44 48.9 45.7 3.2 16.8 1.2 5.7 12.6 6.2 T 2.5 3 29 811 100.0 114
45-49 40.6 38.3 2.3 12.8 1.4 .5 10.3 6.4 4 1.2 b 4 59.4 100.0 110
Total 29.4 271 2.3 4.9 4 4.8 7.6 7.3 1 1.8 .8 1.4 2 70.5 100.0 1147
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Table 6.4 shows that more than one forth of currently married women (29 percent) are using

a method of family planning, with 27 percent using a modern contraceptive method.

Contraceptive use varies by age. Use is lower among younger women (because they are in the
early stage of family building) and among older women (some of whom are no longer
fecund) than among those at intermediate ages. For example, current use of a modern
contraceptive method rises from 6 percent among women age 15-19, to 46 percent among age
40-44 and then drops sharply to 38 percent at age 45-49. Most women who are sterilized are
older than 40 years, while injectables are popular among women age 35-39. The use of IUD

method is popular among women in age group 40 — 49.

6.4 Current use of contraception by background characteristics

The study of differentials in current use of contraception is important because it helps to
identify subgroups of the population that need to be targeted for provision of family planning
services. Table 6.5 and figure 6.2 presents the percent distribution of currently married
women by their current use of family planning methods, according to background
characteristics. This table provides a comparison of levels of current contraceptive use among

major population groups.

Substantial differences in the use of contraceptive methods among subgroups of currently
married women can be seen in Table 6.5 Women in urban areas are more likely to use a
family planning method than rural women. Besides other factors, this could be partly
attributed to wider availability and easy access to methods in urban areas. The contraceptive
prevalence rate for modern methods is 45 percent in urban areas, compared with only 24

percent in rural areas.
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Figure 6.2: Contraceptive use by Background Characteristics
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The impact of education on contraceptive use is mixed. However, the educated women are
more likely to use contraceptive methods than the women with no education. Use of any
method is highest (48 percent) among women with higher level of education and lowest (25
percent) among women with middle level of education. Over one-fourth (27 percent) of the
women with no education are currently using any method. In general, women do not begin to
use contraception until they have had at least one child, after which use increases rapidly with

the increases in number of children.

It is expected that women who are working would be more likely to use contraceptives than
those who are not working. In congruence to this premise, the data in Table 6.5 show that
contraceptive use among currently working married women is slightly higher (31 percent)

than those who have never worked (29 percent)

Contraceptive use increases as wealth status improve. The contraceptive prevalence rate
increases from 19 percent of currently married women in the poorest quintile to 44 percent of

those in the richest quintile.
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Table 6.5: Current use of contraception by background characteristics

Percent distribution of currently married women age 15-49 by contraceptive method currently used, according to background characteristics GBDHS 2008

mwnrmao::n. Any BMMNS "Shmu:n_ M.”M.ﬂ“w Male Sterill- IUD Injections Implants Condom Rhythm Withdrawal Other nc_ﬂMM.E Total Number
_ characteristics method method method zation zation using of women
| Levelof  Urban 48.1 450 3.1 10.6 102 123 8.0 3.9 1.0 2.1 51.9 100.0 159
[eRton’ oo 264 243 22 4.0 5 40 69 73 2 15 L 13 2 735 1000 988
_ None 27.4 257 1.7 5.3 4 44 78 6.8 2 1.0 5 1.0 3 726 100.0 871
. mmwme 42.4 40.0 24 33 7.4 107 147 3.8 8 1.6 57.6 100.0 70
,, Middle 25.3 228 25 35 35 65 6.1 3.3 9 15 747 100.0 68
Secondary  29.1 30.7 0 26 104 7.7 6.7 33 69.3 100.0 80
Higher 48.1 33.8 14.3 55 1.9 25 65 9.1 8.3 5.9 8.4 51.9 100.0 57
Number 0 0 0 0 1000 100.0 126
e 2 185 149 36 4 36 52 44 1.4 1.9 1.7 815 1000 265
3-4 37.4 355 23 5.8 79 87 9.4 2 3.4 8 15 62.2 100.0 328
5+ 38.5 36.3 2.3 85 1.1 47 108 9.7 2 15 B 1.5 5 61.5 1000 428
Work Working 30.6 28.3 2.3 4.1 4 43 88 8.6 4 1.8 9 1.3 2 69.4 100.0 450
- p— o 23 55 @ 52 69 6.6 1.9 7 1.4 2 713 100.0 696
working : i g . . i J i
Wealth  Poorest 18.9 17.5 14 2.4 7 78 5.4 6 8 6 81.1 100.0 200
quintiles  gecond 226 22,0 6 5.9 38 62 5.7 3 4 6 77.4 1000 258
Middle 30.4 28.8 15 2.9 5 74 82 8.6 3 9 7 8 69.6 1000 244
Fourth 32.0 29.2 3.3 5.7 9 36 B7 7.1 3.2 6 2.4 8 67.5 100.0 240
Richest 437 38.5 5.2 7.6 5 77 79 10.1 47 1.9 2.6 8 56.3 100.0 206
Total 15-49 29.4 27.1 23 49 4 48 76 7.3 4 18 8 1.4 o 70.5 1000 1147
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6.5 Source of Contraception

Table 6.6 on source of supply for contraception is intended to document the main sources of
contraception as reported by users of different modern methods of contraception. Such
information is important for program managers in designing and formulating policies for the
provision of contraceptive methods. All current users of modern contraceptive methods were
asked the most recent source of supply of their method. To improve the accuracy of source
reporting, interviewers were instructed to note the full name of the source or facility.

Supervisors were instructed to verify the name and type of source.

Table 6.6 shows that 71 percent of modern method users rely on public sector institutions
while 15 percent of women use the private medical sector and 4 percent use other sources. In
the public sector, the most important sources of family planning services (28 percent of users)
are government hospitals and Reproductive Health Service Centres (RHSC). Family Welfare
Centres (FWCs) are the main source of service delivery under the Ministry of Population
Welfare. A large proportion of users (23 percent of women) visit FWCs to obtain methods.
Lady Health Workers are also an important source (11 percent of all users of modern
methods) at grass root level. Only 5 percent of users rely on rural health or maternal and child
health (MCH) centers. Only three percent obtain modern method from Village Based Family
Planning Workers (VBFPWs). The main contributors in the private medical sector are
nongovernmental organization (NGO), such as key clinics (7.5 percent), and green star (1.9
percent). Three percent of modern method users obtain their methods from shops other than

pharmacies or chemists.




Table 6.6: Source of modern contraception methods
Percent distribution of users of modern contraceptive methods age 15-49 by most recent source of method,

according to method, GBDHS 2008

| Source

”I;ublic sector

NGO sector

| Private sector

Other sources

Total

| Public sector

 Govt hospital/RHSC
Rural Health center/MCH
Family welfare centre

Mobile service camp

Village Based Family Planning
| Worker

Lady health worker
Other public
| Private Sector
| NGO sector
Green star Clinic
Key clinic
| Other Doctors
Pharmacy/Drug store
TBA/Dai
| Other private medical
| Other Sources
Shop (other than drug store)
OTHER
| Total
| Number of women

6.6 Future Use of Contraception

st;?l?;g'tfo _ Pills IUD  Injectables Condoms  Total
75.0 715 679 702 74.4 70.6
155 1.7 1.5 14.2 27 1.1
9.5 12.7 20.6 13.4 12.9 14.6
14.1 2.1 10.1 3.8
100.0 100.0 100.0 100.0 100.0 100.0
69.6 11.3 18.6 25.2 277
4.4 42 6.2 6.0 49
15.8 39.7 30.0 16.6 23.3
15 4
10.0 8 1.0 7.8 27
30.1 15 8.2 50.0 1.4
10 2
20 11 35 13 1.9
14 3.8 10.2 115 5.2 7.5
25 42 1.7
7.8 72 19
13 4
3.5 1.4 k- 12
12.9 15 10.1 3.4
1.1 7 4
100.0 100.0 100.0 100.0 100.0 100.0
56 56 88 84 21 311

An important indicator of change in demand for family planning is the future intentions of

non users. Currently married women who were not using contraception at the time of the

survey were asked about their intention to use family planning in the future. The results

indicate that about 45 percent of women reported that they intend to use a family planning

method in the future, and about the same proportion of women do not intend to use a method

in the future while 8 percent are unsure of their future intention (Table 6.7). The proportion of

women who intend to use family planning differs by their number of living children. The

proportion of women intending to use family planning peaks at 55 percent with one child,

declines to 42 percent among women having 4 or more children. Such women should be



approached by the family planning services providers so as to increase the CPR in short
périod of time.

Table 6.7: Future use of contraception

Percent distribution of currently married women age 15-49 who are not using a contraceptive method by intention
to use in the future, according to province and number of living children, GBDHS 2008

) Number of living children ]

Intention — Total
| N 0 1 2 3 4+

Intend to use 30.5 551 52.4 53.9 421 44.9
Unsure 18.2 9.0 1.7 6.5 4.2 8.3
Does not intend to use 45.8 345 3277 36.5 52.5 445
Missing 55 1.4 3.2 3.1 1.2 2.4
Total 100.0 100.0 100.0 100.0 100.0 100.0
Nurnl?er of women 126 _ 116_ ! 99 98 370 810

6.7 Exposure to Family Planning Messages

The electronic media such as radio and television are important for communicating messages
about family planning. Information on the level of exposure to such media is important for
program managers and planners to effectively approach the subgroups for information,
education and communication IEC campaigns. To assess the extent, which media serve as a
source of family planning messages, respondents were asked if they had heard or seen a
message about family planning on radio, television, in the print media (newspaper/magazine,
poster, leaflets/brochures) in the months preceding the survey shown in Table 6.8. In Gilgit
and Baltistan, a relatively common media source is the radio (18.2 percent). Television is

mostly found in urban areas (33.5 percent), while the print media are accessed mostly by the

educated women.

The medium of radio is a more likely source of family planning message for women age 25 —

39 and television is more likely source among young women age (15 — 29). The print media

is more likely source for the women age 15 — 24.

Not surprisingly, women residing in urban areas are more likely to have been exposed to
family planning messages in any media, except radio, which is the prime source in rural
areas. Exposure to family planning messages through various channels of media, especially

through television, increases with the level of education and with wealth status.

55




Table 6.8: Exposure to family planning messages

Percentage of currently married women age 15-49 who heard or saw a family planning message on the radio or
television in the month preceding the survey, according to background characteristics, GBDHS 2008

» . In ~ InlLeaflets
Background characteristics On Radio Television Newspaper Poster or Others None Number
i "7 orMagazine """ Brochures o
Age of 15-19 12.5 18.9 10.2 73 3.9 6 76.0 55
respondent 20-24 177 21.1 8.5 6.7 5.4 50 650 225
25-29 225 19.2 5.0 42 1.9 6.2 637 238
30-34 18.1 18.8 5.6 3.1 241 9.8 649 217
35-39 217 13.6 5.4 3.2 1.9 4.4 68.8 187
40-44 135 13.6 3.0 1.6 16 7.0 705 114
45-49 12.1 9.9 & = - 42 778 110
Place of Urban 16.6 33.5 7.4 4.4 3.9 8.5 56.1 159
fapsidanes Rural 185 145 5.1 37 23 56 695 988
Level of None 13.8 9.0 4 - 8 764 871
cRueation Upto Primary ~ 24.8 30.4 4.9 3.3 1.8 114 482 70
Middle 36.3 39.7 17.8 8.9 7.3 117 449 68
Secondary 31.0 44.4 20.8 17.5 11.0 21 386 80
Higher 37.4 60.2 47.4 34.4 242 11.3 249 57
Wealth quintiles  Poorest 6.3 4 - - - 3.1 906 200
Second 15.4 5.1 13 4 5 4.0 76.7 258
Middle 17.7 11.0 3.9 25 8 45 729 244
Fourth 26.3 25.1 49 4.1 36 7.5 528 240
Richest 245 46.4 18.6 12.8 8.2 114 450 206
Total 7 18.2 17 54 38 25 6.0 676 1147 |

6.8 Contact of Nonusers with Family Planning Providers

When family planning providers visit women or when women visit health facilities, family
planning fieldworkers and health providers are expected to discuss family planning issues,
contraceptive options available, and motivate nonusers to adopt a method of family planning.
To get insight into the level of contact between nonusers and health workers, women were
asked if a family planning fieldworker or Lady Health Worker had visited them during the 12

months preceding the survey and discussed family planning and other issues with them.

Table 6.9 shows that more than one-third (38 percent) of nonusers have been reached by
workers. Twenty five percent nonusers have reported to have discussion with family planning
or health workers on children’s health, 22 percent reported a discussion on family planning
and only 12 percent reported to have discussed other health issues. Differentials by
background characteristics show that non-user women living in rural areas, women with no
education, the ones with high parity (5 or more children) and women in poorest wealth
quintile are less likely than other non users to have been visited by a field worker or a Lady

Health Worker (LHW) in the 12 months before the survey. This is an important finding for
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managers of the health and family planning program who should take a notice of the affairs

of their field staff working at grass root level. The above stated segment of society requires

much more attention of health and family planning workers than others.

Table 6.9: Contact of non users with family planning providers

Among currently married women age 15-49 who are not using contraceptives, the percentage who were visited in
the 12 months preceding the survey by a fieldworker or Lady Health Worker (LHW) who discussed family
planning, and the percentage who were visited and discussed health issues. GBDHS 2008

Womenwho —

Discussion with

Background characteristics we;ﬁfiﬁ':,ea Family Respondent's Children's Other
worker/LHW Planning health health  health
c
| Place of Urban 487 282 189 332 52
Rresdants Rural 36.3 21.4 18.1 24.1 12.6
Level of None 32.3 16.9 18.5 20.6 8.2
Rl Upto Primary 58.3 407 38.0 416 260
Middle 63.2 415 33.4 47.1 27.6
Secondary 435 333 21.4 273 141
Higher 66.2 532 56.6 53.4 39.9
Number of living 0 346 15.9 12.0 225 7.6
ISy 1.2 46.1 2656 21.4 31.1 145
3-4 39.4 27.0 223 26.3 13.6
5+ 30.6 17.5 15.2 20.1 10.4
Wealth quintiles  Poorest 18.0 5.0 45 6.9 22
Second 315 18.0 13.2 18.2 87
Middle 429 242 17.9 28.5 1277
Fourth 46.9 326 249 36.4 18.3
Richest 54.4 35.1 36.6 40.9 20.7
Total 15-49 37.6 221 181 25.0 11.9
References:

Number of

women not
using

ontraception

82
728
632

41

51

57

30
126
216
206
263
162
199
170
163
116
810

1. Ministry of Population Welfare [Pakistan].2002. Interim Population Sector Perspective Plan

2012. Islamabad, Pakistan: Ministry of Population Welfare.
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OTHER DETERMINANTS OF FERTILITY

Ali Anwar Buriro

Levels and trends of fertility are influenced by the several factors i.e. socio-economic,
demographic, physiological and ecological. Different studies show that level of fertility can
be explained by a number of key proximate determinants that describe the risk of becoming
pregnant. These determinants are marriage, postpartum amenorrhea, abstinence from sexual
relations and onset of menopause. This chapter addresses these fertility determinants. In
Pakistani society, usually, sexual activities take place within marriage. Thus marriage signals
the onset of a woman’s exposure to the risk of childbearing, and the onset of menopause
marks the end of a woman’s reproductive life. Hence, a study of proximate determinants

becomes important for understanding fertility dimensions.

7.1  Marital status

As marriage is considered a social and religious obligation, its incidence is universal in
Pakistan. The length of time, women are exposed to the risk of child bearing affects the
number of children women potentially can bear. Thus increase in marriage age can play a

vital role in reducing fertility levels, as it reduces the period of exposure to child bearing.

In Gilgit and Baltistan marriage defines the onset of the socially acceptable time for
childbearing. Women who marry early will have, on average, a longer period of exposure to
pregnancy that often leads to a higher number of children ever born. The minimum legal age
at marriage is 18 years for males and 16 years for females. There are two terms important in
this regard: Nikah and Rukhsati. Nikah means that a girl is legally married, but she may or
may not have yet started living with her husband. Rukhsati is the ceremony when the bride
goes to her husband’s house and thereafter husband and wife start living together. Women are
considered to be exposed to the risk of pregnancy only after Rukhsati. Interviewers were
instructed to probe to differentiate between Nikah and Rukhsati. In the following discussion

marriage refers to Rukhsati rather than Nikah

Table 7.1 presents the distribution of all women of reproductive age by marital status. The

category “married” in this table refers to those who are currently married while those who are
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divorced, separated or widowed be referred to as formerly married. The currently married and

formerly married combined gives the proportion of ever married.

Table 7.1: Current marital status

Percent distribution of all women age 15-49 by current marital status, according to age GBDHS, 2008

I;ge;roups Never marrled . Married o Dworced 7 Sep;;g L Total . _Aﬁ;_rs_e;s_
?TQ__ - VHBEOﬁ _ _?0 I T 100. Ow 557 o
20-24 43.6 555 0.2 0.7 100.0 449
25-29 19.2 78.6 12 1.0 100.0 338
30-34 5.7 91.0 0.9 2.4 100.0 247
35-39 1.9 94.2 2.9 1.0 100.0 214
40 - 44 0.4 915 6.1 2.0 100.0 135
45-49 2.0 915 57 0.8 100.0 124
j:)tal 15 49 37.7 60.0 1.4 0.9 100.0 2064

Table 7.1 shows that about 38 percent women of childbearing age are never married; 60
percent are currently married and the remaining women are divorced or separated. It is
encouraging to note that a high proportion of never married women (89 percent) are in age
group 15-19 indicating practice of delays in marriage. The small proportion of women (2
percent) who have never been married age 45-49 indicates that marriage is a universal
phenomenon in Gilgit and Baltistan. Divorce and separation are uncommon in Gilgit and

Baltistan (2 percent).

7.2  Staying elsewhere

The staying elsewhere can reduce the risk of becoming pregnant which ultimately affects the
fertility of a woman. The results shows that majority (81 percent) of husbands have been
living somewhere else in the Gilgit and Baltistan. It may be due to the fact that
geographically, the area of Gilgit and Baltistan is mountainous with less opportunities of
employment. Thus, most of the husbands work out of their own region. The GBDHS data
indicates that a higher proportion (86 percent) of urban women have reported that their
husbands are living elsewhere as compared to their rural counterparts who reported that 81
percent of their husbands are living elsewhere. Similarly, uneducated women are more likely
living without the company their husbands as compared to educated women. The findings of
e survey also show that the phenomenon of husband staying elsewhere is more prominent

among poorest and poorer classes of Gilgit and Baltistan society (Table 7.2).



Table 7.2 Cohabitation and Polygyny

Percentage of currently married women age 15-49 whose husbands are staying else where according to
background characteristics, GBDHS, 2008

Background characteristics Percs::eaa:esrt:ying Total _;
:LAge ofrespondent 1519 - e23 s
j 20-24 726 229
’ 25-29 78.4 246
’ 30-34 84.6 224
[ 35-39 834 199
‘ 40-44 843 127

45-49 90.1 TEF

Place of Residence Urban 86.1 164

Rural 80.5 1033
Level of education None 84.0 916
Upto Primary A 74
Middle 70.7 70
Secondary 73.0 80
Higher 66.0 57
Wealth guintiles Poorest 85.4 216
‘ Poorer 85.3 266
Middle 78.6 253
Richer 76.9 250
Richest 80.1 212
Total 81.2 1,197 ‘

— 7.3 Marriage between relatives
One of the significant aspects of marriage patterns in Gilgit and Baltistan is that a majority of
the marriages (52 percent) takes place within relatives (Table 7.3). Comparatively, marriage
within relativ\cs is more widely prevalent (67 Percent) in Pakistan (PDHS- 2006-07).
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Table 7.3: Marriage between relatives

Percent Distribution of ever-married women by their Relationship with husbands, according to background
characteristics, GBDHS, 2008

Cousin Cousin

srovonachwacirsics ST o St ot e g o
side side
| Age of respondent  15-19 15.8 10.6 12.1 5.4 562 1000 57
20-24 19.8 15.0 6.7 9.6 488 1000 229
25-29 20.6 17.1 7.1 77 475 1000 246
30-34 25.9 14.2 5.0 5.4 494 1000 224
35-39 19.4 25.0 5.3 6.5 37 1000 199
40-44 17.4 16.2 9.4 10.7 463 1000 127
45-49 19.4 14.1 12.3 8.2 459 1000 117
ARl mRmEDS %gss SIED 25.6 16.5 6.9 58 452 1000 267
15-19 20.8 15.9 9.1 8.4 458 1000 649
20-24 15.9 18.2 3.9 8.1 539 1000 225
2529 15.7 26.3 16 5.2 512 1000 44
i . 107 91 9.1 711 1000 11
Plac_e of Urban 18.2 16.9 3.0 8.9 53.0 100.0 164
R Rural 20.9 16.8 8.0 75 468 1000 1033
Level of education None 212 15.6 7.4 T 48.1 100.0 916
gg:r?ary 12.8 32.0 36 5.9 456 1000 74
Middle 226 18.2 9.1 8.6 415 1000 70
Secondary 15.7 14.1 3.7 6.9 59.5 100.0 80
Higher 245 17.4 14.5 9.4 342 1000 57
Wealth quintiles ~ Poorest 21.0 18.1 8.7 41 480 1000 216
Poorer 235 18.7 9.8 5.4 425 1000 266
Middle 17.5 14.1 5.8 i2.8 49.9 100.0 253
Richer 204 ¢ 128 4.8 9.1 529 1000 250
Richest 20.3 20.9 7.6 6.5 447 1000 212

Total 20.6 16.8 g 7.7 47.6 100.0 1,197

Of thé total marriages, 45 percent are consanguineous unions between first and second
cousins. First cousin marriages occur more frequently on father’s side (21 percent) rather than

mother’s side (17 percent).

The incidence of consanguineous marriage is higher among middle age (30-39) women, those
married late at the age of 25-29 years, women residing in the rural areas and those living in

households belong to poorer quintile. As such education depicts a mixed pattern.
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7.4  Median age at first marriage

Table 7.4 indicates the median age at first marriage for women 25-49 by background
characteristics and results shows that urban women tend to marry about one year later than
their rural counterparts. The level of education of a woman increases the age at marriage. The
difference in age at marriage between uneducated women and those with higher level of
education is 4 years. However, the difference in median age at marriage by wealth quintile is
not large.

Table 7.4: Median age at first marriage

Median age at first marriage among women 25-49 by five-year age group according to background
characteristics, GBDHS 2008

Background characteristics 25-29 30-34 35-39 40-44 45-49 25-49
Place of Residence  Urban 18.0 17.0 1.8 177 16.2 17.3
Rural 16.7 15.2 157 15.3 15.6 15.9

Level of education None 16.2 15.0 15.5 15.3 15.9 155
Upto Primary 17.6 171 16.3 15.9 15.7 16.3

Middle 16.7 17.9 17.8 219 217 17.7

Secondary 19.7 7 T 16.9 26.1 - 19.1

Higher 20.5 19.5 19.0 20.5 = 19.4

Wealth quintiles Poorest 171 15.0 15.0 15.0 149 15.6
Poorer 16.8 15.0 15.0 16.7 146 153

Middle 18.0 15.0 15.3 16.5 173 16.0

Richer 15.9 16.4 16.4 14.8 15.1 16.0

' Richest 17.8 17 17.0 15.8 16.1 17.0
Eo_tal 169 156 16.0 15.4 15.9 16.0

7.5 Menopause

While the start of infecundity is difficult to determine for an individual woman, there are
ways of estimating it for a given population. One indicator of infecundity is the onset of
menopause. The menopausal women in this survey are defined as the ones who are not
pregnant and not postpartum amenorrhoeic whose last menstrual period occurred six or more

months preceding the survey.

Generally, prevalence of menopausal period increases in women with their age. Table 7.5
depicts that in Gilgit and Baltistan, the percentage varies in all age groups. Nevertheless, as
expected, the proportion of menopausal women is height in 45-49 age group. The results
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show that the prevalence of menopausal women is higher (11 percent) in rural as compared to
urban areas (9 percent) of Gilgit and Baltistan.

Table 7.5: Menopause
Percentage of ever-married women age 30-49 who are Menopausal, by Age GBDHS, 2008

Urban area Rural area Total

Current age Percentage Number of Percentage Number of Percentage Number of

menopausal women menopausal women menopausal women
303 84 3 o1 11 90 224

35-39 9.9 30 13.6 169 13.0 199
40-41 1.5 15 6.7 78 5.9 93
42-43 20.1 5 10.7 24 12.3 29
44-45 20.9 12 7.6 52 10.1 63
46-47 0.0 5 213 i 16.7 21

48-49 0.0 i 173 35 16.3 37

Total 9.2 101 10.9 565 10.7 666

Another important factor affecting the level of fertility is abortion and other pregnancy ”
wastage” such as miscarriage and stillbirths. Although it is extremely difficult to get accurate
information about the level of induced abortion, the GBDHS (2008) included several
questions about pregnancies that did not end in a live birth. Table 7.6 shows that more than
23 percent of ever-married women reported that they had a miscarriage in the five years
before the survey. In 2006-07 PDHS, 8 percent of ever married woman reported a
miscarriage. In view of a very high proportion of Gilgit and Baltistan, women undergoing
miscarriage, a separate study should be done to investigate the reasons for such a high
number of miscarriages and subsequently measures should be adopted to mitigate women'’s
sufferings on account of miscarriages. Only 3 percent had a abortion and about 4 percent had
a still birth.

The level of miscarriage is higher in urban (26 percent) compared to rural areas (22 percent).
The percentage of miscarriage is highest among older women (31 percent), those who have

acquired education (30 percent) and among richest women (26 percent).



Table 7.6: Pregnancy terminations

Among ever-married women, the Percentage who had a miscarriage, abortion and/or still births, According to
Background characteristics, GBDHS, 2008

Current age

Place of residence

Level of education

Wealth quintiles

Total

Background characteristics

Percentage who Percentage who Percentage who Number of
had miscarriage had abortion  had still births women
15-19 7T 0.0 O.D_ 57
20-24 17.4 2.2 1.6 229
25-29 16.8 1.8 2.0 246
30-34 23.0 3.4 7:2 224
35-39 30.5 1.4 6.2 199
40-44 31.4 4.8 53 127
45-49 28.4 45 25 117
Urban 257 7.6 5.6 164
Rural 221 1.8 3.6 1,033
None 22.7 2.6 41 916
Upto Primary 29.6 0.0 4.2 74
Middle 19.4 5.6 207 70
Secondary 184 1.7 3.1 80
Higher 21.0 4.0 3.0 57
Poorest 19.5 1.5 4.6 216
Poorer 223 3.9 3.4 266
Middle 241 2.0 28 253
Richer 21.4 2.6 5.4 250
Richest 25.8 2.9 3.2 212
226 2.6 3.9 1,197
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8

FERTILITY PREFERENCES

Ali Anwar Buriro

The study of fertility desires in a population is important for estimating potential unmet need
for family planning and to predict future fertility. The policy makers in the Ministry of
Population Welfare are particularly interested in knowing about future reproductive
preferences, so as to determine the demand for family planning. The chapter presents the
fertility intentions and family size norms prevailing among Gilgit and Baltistan women. The

chapter also looks at the level of unwanted and mistimed pregnancies.

To know the childbearing desires various questions were asked to GBDHS respondents. The
first question asked was whether the respondent “wants to have additional children in future’.
In the response to this question several, additional questions were asked. It may be necessary
to mention here that a woman’s fertility preference may not necessarily predict her

reproductive behaviour.

8.1 Desire for More Children
Fertility preferences relating to future childbearing is a major indicator of future fertility,
however, sterilized women and those who stated that they are infecund, have no impact on

the future fertility as their potential contribution towards fertility has been ceased.

The data on future childbearing also provide information on the potential need of couple for
contraceptive services for spacing and limiting births. The currently married, non-sterilized
and not pregnant women were asked: “Would you like to have (a/another) child, or would
you prefer not to have any (more) children?” If the response was ‘yes’ then they were asked:
“How long would you like to wait from now before the birth of (a/another) child?” For
currently married, non-sterilized, pregnant women, the questions were phrased differently:
“After the child you are expecting now, would you like to have another child, or would you
prefer not to have any more children?” In case of ‘yes’, reply they were asked, “After the
birth of the child you are expecting now, how long would you like to wait before the birth of

another child?” Responses to these questions are presented in Table (8.1).

Table 8.1 and figurc 8.1 show that about 46 percent currently married women age 15-49

either do not want another child at any time in the future or are sterilized. About 48 percent
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women expressed the desire that they need another child soon or two or more years later.

Only a small proportion of women (3 percent) were undecided about their future
childbearing.

Figure 8.1: Fertility Preference of Currently Married Women Age 15-49

Declared in fecund
20 Hawe another soon

23%

Want no more
46%

Hawve another later
Undecided/Don't 25%
know Hawve another,

1% undecided
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Table 8.1: Fertility preferences by number of living children

Percent distribution of currently married women age 15-49 by desire for children, according to number of living
children GBDHS 2008

Number of Living Children (Including Current Pregnancy)
Desire for Children =SS W Sl ™ W) - Total
0 1 2 3 4 5 6 7+
Have another soon 68.3 33.4 29.3 18.2 16.4 145 10.4 12.2 22.8
Have another later 15.2 54.2 47.4 41.6 13.7 125 6.2 10.9 25:1
Have another, undecided 57 53 25 2.6 1.6 - 53 2.4 29
Undecided/Don't know 1.6 27 1.0 1.1 3.8 - - - 12
Want no more 1.6 3.1 16.2 306 BT.7 67.1 63.1 64.0 409
Sterilized - - 6 4.3 6.9 5.9 13.0 9.3 53
Declared in fecund 7.6 1.3 29 1.4 - - 2.0 1.2 1.7
Percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Total
Number 90 129 151 150 182 135 110 200 1147

The desire for terminating childbearing is associated with the number of children a woman
already has. The desire to bring an end to childbearing (including those women who are
sterilized) increases with the number of living children reaching 35 percent among women

with 3 children and 76 percent among those with 6 or more children.
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Table _8.2 and figure 8.2 show currently married women who want no more children
(including those who are satisfied) by the number of children and background characteristics.
There are slightly more urban women than rural women who want to terminate childbearing
(48 percent and 46 percent respectively). In comparison, the data from four provinces of
Pakistan show more women (57 percent urban and 49 percent rural) who wanted to terminate
childbearing (Ali and Faateh, 2008). The Table 8.2 also shows that at 6+ children, more

urban women (83 percent) than rural women (75 percent) wanted to ceasc childbearing.

By education of women, a mixed pattern is exhibited where women with primary or less
education have the highest desire (52 percent) to cease childbearing. Similarly, the highest

proportions (54 percent) of women who do not want another child are found among women

who belong to highest wealth quintile.

Figure 8.2: Desire to Limit Childbearing among Currently Married Women
by Number of Living Children

90 - A

Percent

0 1 2 d 4 5 6 7+ Overall
Number of living children
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Table 8.2: Desire to limit childbearing

Percentage of currently married women age 15-49 want no more children, by number of living children (including
current pregnancy) according to background characteristics GBDHS 2008

Number of living children (including current pregnancy)

Background characteristics Total
0 1 2 3 4 5 6 7+
Place of?aswl_énc; -_l-.l_rban —00 3 86 155 345 654 753 833 708 479
Rural 1.8 22 171 351 644 727 745 736 459
Level of education None 2.3 06 149 247 605 725 737 714 476
Upto primary 0.0 6.5 120 476 770 684 1000 918 51.8
Middle 0.0 7.4 236 645 942 946 100.0 100.0 452
Secondary 0.0 2.2 297 606 541 70.8 100.0 100.0 31.3
Higher 0.0 9.3 120 50.7 884 1000 747 100.0 39.8
Wealth guintiles Poorest 0.0 0.0 42 232 582 582 738 597 40.1
: Second 7.6 0.0 99 309 496 742 810 640 455
Middle 0.0 1.3 291 268 606 833 632 805 462
Fourth 0.0 54 123 328 750 641 843 826 450
Richest 0.0 66 249 549 766 896 847 891 54.3

Total 1.6 3.1 16.8 350 646 730 76.1 734 462

Fertility preferences are affected not only by the number of living children, but also by the
sex composition of the children a couple has. In a country like Pakistan were son preference

is strong (Ali, 1989; Bhatti , 1996 and Westoff and Bankole, 1995).

Fertility preferences are influenced by such perceptions. Gilgit and Baltistan being a territory
of Pakistan is no exception. The table 8.3 shows almost a clear positive relationship between
number of living sons and the desire for no more children among women of Gilgit and
Baltistan. For example women with four children, all of these being sons, 79 percent wanted
no more children as against zero percent women with no son. With the presence of one son in
a family of four children, the proportion of those who do not want another child increases to

56 percent.
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Table 8.3: Desire to limit childbearing by sex of living children

Percentage of currently married, non pregnant woman age 15-49 who want no more children, by number of living
children and sons, GBDHS 2008

Percentage who want no more

Background characteristics children/are sterilized

Number of women

_Nc Chiid;-:-n 1.6 126
One Child No Sons 4.7 51
One Son 8.6 78

Two Children No Sons i 25
One Son 171 76

Two Sons 276 35

Three Children No Sons 10.8 17
One Son 26.8 39

Two Sons 53.5 54

Three Sons 28.0 38
Four Children No Sons 0.0 6
One Son 56.1 29

Two Sons 721 74

Three Sons 75.2 60
Four Sons 78.5 11
Five Children No Sons 52.6 3
Less than Two Son 60.3 32

Two or Three Sons 81.7 203

Four or More Sons 69.7 190

Total 46.2 1,147

8.2 Need for Family Planning

To define the size of the potential demand for contraception and to identify women who are
in need of contraceptive services is one of the major concerns of Population Welfare
programme. Table 8.4 presents estimates of unmet need' met need for family planning
services and total demand for family planning in Gilgit and Baltistan according to
background characteristics. By definition “Unmet need refers to women whose last birth or
current pregnancy was mistimed or unwanted or who are not currently using family planning
methods but do not want another child soon”. Menopausal and in fecund women are ex'cluded
from the unmet need category. Women with a “met need for family planning includes women
who are currently using family planning methods”. The “total demand for family planning is

represented by the sum of unmet need and met need.

Table 8.4 presents information for currently married women on unmet need, met need, and

total demand for family planning according to whether the need or demand is for spacing or
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limiting births. According 'to Table 8.4, the total unmet need is 38 percent; there is a greater
need for limiting births than for spacing future births (22 percent and 16 percent,
respectively). The total met need for family planning (i.e., current usc) is 29 percent of
currently marricd women, among these; a large majority is using contraceptive methods

because they do not want more children.

An expected, unmet need for spacing is higher among younger women, while unmet need for
limiting is higher among older women. Across various age groups unmet need is highest (41
percent) among younger (15-19 years) women. The middle passed women in Gilgit and
Baltistan exhibited the highest (52 percent) unmet need women living in rural areas tend to
have greater unmet need (39 percent) than women in urban (29 percent). Unmet need is also

higher among women in the second and third wealth quintile.

By district, Ghanche has the highest level (43 percent) of unmet need followed by Baltistan

(40 percent) and Hunza Nagar (37 percent). In Ghizer unmet need is lowest (33 percent), and

' Unmet need for spacing: Includes women who are fecund and not using family planning
and who say they want to wait two or more years for their next birth, or who say they are
unsure whether they want another child, or who want another child but are unsurec when to
have the child. In addition, unmet need for spacing includes pregnant women whose current
pregnancy was mistimed, or whose current pregnancy was unwanted but who now say they
want more children. Unmet need for spacing also includes amenorrheic women whose last

birth was mistimed, or whose last birth was unwanted but who now say they want more
children.

Unmet need for limiting: Includes women who are fecund and not using family planning and
who say they do not want another child. In addition, unmet need for limiting includes
pregnant women whose current pregnancy was unwanted but who now say they do not want
more children or who are undecided whether they want another child. Unmet need for
limiting also includes amenorrheic women whose last birth was unwanted but who now say
they do not want more children or who are undecided whether they want another child. 2
Using for spacing is defined as women who are using some method of family planning and
say thcy want to have another child or are undecided whether to have another. Using for
limiting is defined as women who are using and who want no more children. Note that the

specific methods used are not taken into account here.
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met need is highest (49 percent). It may be deducted that an improved situation in Ghizer
could partially be due to the availability of better family planning services there.

Overall, the total demand for family planning comprises 67 percent of currently married
women. Of this demand, 44 percent of the demand for contraception is satisfied. The
percentage of demand satisfied for family planning ranges from 20 percent at age 15-19 to 65
percent for those who have attained Secondary+ educational level. In views of higher unmet
need, it is imperative that urgent consideration of policymakers is required to reduce unmet

need by converting it into met need.

Table 8.4: Need and demand for family planning among currently married women

Percentage of currently married women age 15-49 with unmet need, percentage with met need, the total demand

for family planning and percentage of total demand for contraception that is satisfied, by background
characteristics

—

e e e e T Tt (Tt |
Limiting Spacing Total Limiting Spacing Total Limiting Spacing Total satisfied

[ District B Gilgit 26.7 IO.CT_ 36.777 15.2 21.7 36.9 7 41.9 31.7 . 73.6 499 102
Baltistan 220 6.6 28.6 186 21.0 39.6 40.6 27.6 68.2 41.9 an
Daimir 10.3 1.7 121 249 107 35.6 35.3 12.4 47.7 254 238
Ghizer 33.8 15.3 49.1 we 15.6 32.9 51.1 30.9 82.0 59.9 155

Ghanche 142 13.2 274 18.4 25.0 43.4 32.6 38.2 70.8 38.7 144 I
Astor 9.7 4.0 13.7 315 4.0 35.5 41.3 8.0 49.3 27.8 66
Hunza/Nagar 38.3 6.4 447 30.3 6.8 37.2 68.6 13.3 81.9 54.6 130
Residence  Urban 32.3 15.8 48.1 12.6 16.7 293 44.9 325 77.4 62.1 159
Rural 20.0 6.4 26.5 229 16.0 38.9 43.0 22,5 65.4 40.5 988
Age of 15-19 1.9 8.2 10.1 4.8 35.9 49,6 6.6 441 50.7 19.9 55
g 20-24 1.1 14.5 15.6 7.3 29.7 36.9 8.4 44.2 52.6 29.7 225
25-29 10.2 11.2 21.4 16.6 208 37.5 26.8 32.0 58.8 36.4 238
30-34 248 45 | 32.0 25 145 37.0 474 216 69.0 46.4 217
35-39 37.4 3.5 40.8 29.7 7.2 36.9 67.1 106 7.7 52.5 187
40-44 48.4 .5 48.9 37.8 19 39.7 86.3 2.4 88.6 55.2 114
45-49 38.6 2.0 40.6 36.5 1.4 38.0 751 3.5 78.6 51.7 110
Level of None 218 56 27.4 23.0 145 375 44.8 20.1 64.9 42.2 871
e Upto Primary  29.9 12.5 42.4 21.0 19.0 40.1 51.0 31.5 B2.5 51.4 70
Middle 19.8 5.5 25.3 20.4 31.6 52.0 40.2 371 77.3 32.7 68
Secondary 12.2 18.5 30.7 15.6 16.9 32.5 27.8 35.4 63.2 48.6 80
Higher 26.8 213 48.1 8.0 18.2 26.2 34.8 39.5 74.3 64.7 57
Wealth Poorest 15.8 3.1 18.9 23.6 13.2 36.9 394 16.4 55.8 33.9 200
e Second 16.5 6.1 22.6 25.0 157 40.7 41.6 21.8 63.4 35.6 258
Middle 231 7.3 30.4 19.1 21.3 40.4 42.2 285 70.7 43.0 244
Fourth 23.0 9.5 325 185 14.8 33.2 415 243 65.8 49.4 240
Richest 30.9 12.8 43.7 213 149 36.2 52.2 27.7 79.9 54.7 206
All 217 5§ 29.4 215 16.1 37.6 43.2 23.9 67.1 44.0 1147

Note: The sample of GBDHS is representative at Gilgit and Baltistan level. The readers are cautioned about the

interpretation of the results at district level.
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8.3 Ideal Number of Children

As mentioned earlier fertility preferences are influenced by the number of children a woman
already has. In this survey, another measure of fertility preference that is less influenced by
the existing number of children is estimated based on ideal number of children. The question
about ideal family size required a woman to respond to a question on the number of children
she would choose to have in her whole life regardless of the number (if any) that she had

already bornc.

The data in Table 8.5 may be divided into three categories. The first category is of women
who have attained their ideal family size, i.e., women whose ideal number of children is

exactly the same as their number of living children. The second category of women are those

whose surviving children have exceeded their ideal family size, and the third category

consists of women who have not yet achieved their ideal family size.

Table 8.5 shows the distribution of respondents by ideal number of children according to
actual number of living children. It shows that 47 percent ever-married women with four
living children consider the ideal family size to be four children. But many women in Gilgit
and Baltistan have had more children than they prefer. Over all, a preference of a 2-child
family size is stated by just 4 percent women and another 13 percent consider 3-children as
their ideal family size. The mean ideal number of children is 5 in Gilgit and Baltistan for both
ever and currently married women. The data indicates a strong association between the ideal
number of children and the actual number of living children. The mean ideal number of
children increases from 4.1 children for women who have 1 child to 6.7, children for those
who have seven or more children. This pattern clearly indicates rationalization of the existing

number of living children.

This situation requires attention of family planning programme personnel in Gilgit and
Baltistan. The revamping of the program activities will reduce fertility rate that in turn may

affect negatively to the ideal number of children.
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Figure 8.3: Mean Ideal Number of Children, by Background Characteristics

AGE

e R A RS SRR 1
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None

Up-to primary
Middle |
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Table 8.5: Ideal number of children

Percent distribution of ever-married women age 15-49 by ideal number of children, GBDHS 2008

Ideal Number of Children — e e O e o Total

0 1 2 3 4 5 6 7+

Tﬁ w o -_——1 6 B 68 e - - - 1.9 3.0 .9

1 1.6 = - 1.0 - - 8 5
2 5.3 8.3 9.5 52 3.1 - 1.7 i | 4.2
3 17.4 27.8 17.6 18.5 10.1 67 4.0 25 12.7
4 22.3 30.3 36.2 31.6 46.6 20.9 16.8 6.5 26.6
5 12.5 10.7 8.0 19.4 9.8 34.8 7.8 114 141
6+ 22:8 15.3 19.7 17.9 17.6 22.0 52.8 53.3 25T
Other 16.8 6.8 9.0 6.4 127 16.5 15.0 21.5 13.4
Percent 100.0 1000 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Total Number 138 139 140 153 188 135 107 197 1197
Ever-married Mean 4.5 41 4.2 46 4.6 5.2 5.6 6.7 5.0
SR Number 115 130 127 143 164 113 o1 154 1037
Currently Mean 4.6 4.1 4.3 4.7 46 51 5.6 6.7 5.0
ﬁﬁ,’,ﬁfﬁ Number 105 120 123 139 161 108 89 151 297
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Table 8.6 and figure 8.3 present the mean ideal number of children for ever-married women

by selected background characteristics. The mean ideal number of children generally

increases with age, from 4.1 children for younger age (15-19) to 6.2 among the oldest women

(45-49). Interestingly, urban-rural residence does not show large differentials, mean ideal

number of children is estimated as 5 for rural women compared with 4.9 children for urban

women. A considerable differential is found by education of women. The ideal family size

decreases from 5.3 children for women with no education to 3.5 children for women who

have acquired higher secondary or more education. In other words attainment of higher

education brings about a reduction of about 2 children in the ideal family size. The inverse

relationship is also found between ideal family size and wealth quintile. But the differentials

are not as large as are found between women’s education and ideal family size.

Table 8.6: Mean ideal number of children

Mean ideal number of children for ever married women age 15-49 by background characteristics, Gilgit and

Baltistan, 2008

Background characteristics Mean 7N11rnber of women '
Age of respondent 15-19 4.1 R 44 1
20-24 4.5 211
25-29 4.6 293"
30-34 5.0 194
35-39 5.2 165
40-44 5.3 104
45-49 6.2 96
Place of Residence Urban 4.9 153
Rural 5.0 884
Level of education None 5.3 773
Upto Primary 4.4 64
Middle 4.0 66
Secondary 3.8 79
Higher 3.5 56
Wealth quintiles Poorest 5.4 179
Second 54 220
Middle 4.8 218
Fourth 4.8 233
Richest 4.3 186
Total

5.0

1,037
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8.4 Couple’s Agreement on Family Size
The decisions about childbearing are usually made by couples and not by the women herself.
In a patriarchal society like the one of Gilgit and Baltistan, couples agreement on family size

has very important implications.

Table 8.7 shows that, 43 percent husband and wife wanted the same number of children in
Gilgit and Baltistan. However, over on-fourth of women reported that their husband, want
more children than they do, while only 6 percent said that their husbands want fewer children
than they .do. About one-fourth of women reported that they do not know about their
husband’s ideal number of children.

Table 8.7: Couple’s agreement on family size

Percent distribution of currently married, non sterilized women by wealith they think their want the some number
of children as they want according to women'’s ideal number of children, Gilgit Baltistan, 2008

- = N Husband's desire for children Total ]
Wife desired family size ' '
‘ Bostgr:!v:nt x:;’;a::‘g:a wl-::ﬁl; af’;?n.rzr Don't Know Percent Number

Upo2 _ 53.3 20.7 5.1 20.9 100.0 60

3 69.5 18.4 3.7 8.4 100.0 136

4 55.6 23.4 5.6 154 100.0 295

5 44.3 21.9 T2 26.6 100.0 160

6+ 30.8 32.8 45 31.9 100.0 293
Other 6.7 49.4 8.1 35.7 100.0 141
Total 42.5 283 5.6 23.6 100.0 1,086

8.5 Wanted and Unwanted Fertility

Unwanted fertility can be derived from Gilgit and Baltistan Demographic and Health Survey
(2008) data where women were asked question about the prior planning of births. In other
words, whether a birth was planned (wanted then), mistimed (wanted later), or not wanted at
all.

Table 8.8 shows the percent distribution of births in the five years preceding the survey by
planning status of the birth. Overall, 30 percent of births in the five-year period preceding the

survey were not wanted at the time of conception, 18 percent wanted later and, 12 percent not

wanted at all.

The proportion of births that are mistimed or not wanted at all at the time of conception
increases sharply with birth order ranging from 21 percent at first birth to 36 percent at six

and higher births. The planning status of births does not portray a consistent increasing
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pattern with age and educational level of mother. But in general, older women as well as

educated women reported a higher proportion of children that are unplanned, be they

mistimed or not wanted at all. The unplanned pregnancies also increase with wealth quintile.

In other words, planned pregnancies decreases with the increase in wealth. Generally, it is

observed that poor women are mostly uneducated, non user of contraceptive methods,

fatalist, contended by nature and accept a conception as Allah’s will. Nevertheless, this

phenomenon requires further investigations.

Table 8.8: Fertility planning status

Percent distribution of births to women age 15-49 in the five years preceding the survey (Including current
pregnancies) by status of birth according to birth order and background characteristics, GBDHS 2008

Planning status of last pregnancy Total
Background characteristics Wakitsd then w::?etfd War:t;% W sk Hinsiber
Age of respondent 15-19 712 28.8 - 100.0 23
20-24 72.8 223 4.9 100.0 163
25-29 76.4 18.7 4.9 100.0 210
30-34 67.5 16.3 16.2 100.0 170
35-39 66.1 17.8 16.1 100.0 122
40-44 60.7 53 34.0 100.0 48
45-49 63.8 12.5 23.7 100.0 37
Birth Order 1 792 18.3 25 100.0 112
2-3 74.0 2057 4.3 100.0 219
4-5 69.4 187 13.9 100.0 202
6 + 63.6 15.4 2089 100.0 239
Place of Residence Urban 70.0 175 125 100.0 101
Rural 70.4 18.0 116 100.0 671
Level of education None 733 15.4 11.2 100.0 581
Upto Primary 62.6 18.4 19.0 100.0 47
Middle 64.9 18.9 16.2 100.0 51
Secondary 61.6 28.5 9.9 100.0 55
Higher 54.0 39.6 6.4 100.0 38
Wealth quintiles Poorest 755 11.5 13.0 100.0 139
Second 72.2 19.4 8.5 100.0 178
Middle 70.9 16.0 131 100.0 168
Fourth 68.2 18.3 13.6 100.0 160
Richest 64.1 25.2 10.7 100.0 126
Total 70.3 17.9 11.7 100.0 T2
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REPRODUCTIVE HEALTH

Zafar Zahir

Onc of the objectives of the GBDHS was to provide information on the health-seeking
behaviour of ever-married women, particularly during the motherhood process. This chapter
_focuses on the women’s medical histories; the various types of symptoms/diseases they may
have experienced during their pregnancies; and the types of medical help they may have had
during the antenatal, the delivery and the post-partum periods.

9.1 Prenatal Care

It is very important that a pregnant woman should have regular checkups by a health
professional during pregnancy. A qualified person would monitor the health of a mother and
the growth of child in her womb. In 2008 GBDHS data was collected on the type of health
professional who carried out the checkup during pregnancy for the last birth. It is observed
that about 61 percent of the women who had a birth in the five years preceding the survey
have received prenatal care from a skilled health professional. It is encouraging to note that a
majority of these women have contacted a doctor for antenatal care checkup, followed by a
nurse/mid wife/LHV. Only 3 percent of mothers have received pre-natal care from a

traditional birth attendant (dai) (Table 9.1).

The data also indicate that women who belong to middle age group; women who were
pregnant with first child; those with higher level of education; and the ones residing in richest

households are more likely to receive prenatal care from a skilled health professional (Figure
9.1).
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Figure 9.1: Antenatal Care by Background of Woman

AGE |
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Table 9.1: Prenatal care
Percent Distribution of women age 15-49 who had a ANGC visits for last live birth according to background
characteristics, GBDHS 2008

Person who assisted in antenatal check-ups el Percentage
Background . Lad . fecenng
characteristics Doctor Im;:ﬁ_’ﬂ",d Dai-TBA Healyh Hakim c[;':‘:zti?;r No one s f::::e:;ﬂd Al
) - Worker ) == ) providers
Ageof <25 416 214 43 6 321 1000 63.0
mother 25-34 452 19.5 1.4 3 3 8 32.5 100.0 64.7 381
35 + 39.3 14.5 4.1 L) 14 | 40.4 100.0 53.8 209
Birth Order 1 50.5 24.0 2.2 23.3 100.0 74.6 113
2-8 43.5 21.6 3.8 6 T 29.7 100.0 65.2 219
4-5 45.0 18.4 1.4 .6 346 100.0 63.4 202
6 + 36.5 135 3.6 4 1.4 6 44.0 100.0 50.0 241
Level of None 37.3 16.3 2.8 4 6 6 41.9  100.0 53.7 584
education  Upto 430 390 2.2 157 1000  82.1 47
Primary : : ; i i '
Middle 63.7 16.8 4.2 15.2 100.0 80.5 51
Secondary 63.1 20.9 5.6 10.3 100.0 84.0 55
Higher 68.4 276 4.0 100.0 96.0 38
Wealth Poorest 28.6 16.6 2.6 9 51.2 100.0 45.3 142
quintiles  second 33.4 16.1 5.0 13 443 100.0 495 178
Middle 40.2 19.5 2.7 6 = 36.3 100.0 59.7 168
Fourth 53.8 22.4 3.1 2.2 18.5 100.0 /6.2 160
Richest 61.2 18.3 6 19.9 100.0 79.5 127
| Total 428 186 29 3 4 6 345 1000 614 775




9.1.1 Number and Timing of Prenatal Visits

The number of ANC visits in an important indicator of safe motherhood and WHO
recommends that at least four visits should be made during a pregnancy. The data in Table
9.2 indicate that only 22 percent of women had four or more ANC visits during her last
pregnancy. The data also shows that the rural women are less likely to have ANC visit as

compared to women residing in urban areas.

Information was also collected on the timing of the first ANC visit. The data shows that a
quarter of the women have had their first ANC visit during first three months of pregnancy. A
little more than a quarter of the women had their first ANC visit as late as six or more months
of pregnancy. This state of affair indicates an indifferent behaviour of the concerned people

on such an important and risk prone matter of human life.

Table 9.2: Number of prenatal care visits and timing of first visit

Percent distribution of women age 15-49 who had a live birth in the five years preceding the survey by number of
pre-natal care visits for the most recent live birth and by the timing of the first visit among women with pre-natal
care, median month pregnant at first visit according to residence: GBDHS 2008

::J:rr::?;i?; Eniing ot preymial Urban Rural Total

Number of prenatal care visits None 188 36.9 345
1 12.8 19.8 18.9
2-3 321 229 241
Ay 36.2 20.4 22.4
Don't know/missing 0.6 0.1

| Total 100 100 100 |

Number of months pregnant at No prenatal care 18.3 37.5 34.9

time of first prenatal care visit <4 34.6 D42 256
4-5 18.0 11.5 12.4
6-7 191 16.1 16.5
8+ 9.2 10.3 10.1
Don't know/missing 9 4 5
Total 100 100 100

I;zlifiri}z;rtwarlng;rt:s pregnant at first antenatal visit for those with 4.0 50 5.0

Nu_ml_)g_rpf women w_ith prenatal care ] ) 83 425 508

9.1.2 Components of Prenatal Care

It is highly recommended that a pregnant woman should take iron tablets and calcium during
pregnancy to protect her from anemia and for child growth. The data reveals that only 39
percent of women had taken iron tablets during her last pregnancy and 36 percent of woman
had taken calcium (Table 9.3). The proportion of such women who have taken both iron and
calcium tablets is relatively more among urban women (51 percent for both iron and calcium.

as compared to their rural counterparts (37 & 33 percent) respectively. The young women;
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who are pregnant with first child; highly educated and; the ones belong to richest wealth

quintiles are more likely to take these supplements.

The women were also asked about the type of examination they had during the last ANC visit
(Table 9.3). The table indicates that majority of women (79 percent) had blood pressure
checkup. Over half were weighed (53 percent) and an equal number of women gave urine for
laboratory test and an ultra sound examination performed. The blood examination was

performed for only 46 percent of women who received pre-natal care.

By background characteristic, age of women and birth order do not exhibit any clear pattern
for women receiving antenatal care. Never the less, education of women and wealth quintile
shows quite a strong relationship with various elements of antenatal care. For example, a very
high proportion of women (83 percent and more) with higher education, were weighed, their
blood pressure measured, urine and blood samples were taken and ultra sound examination
was done. Comparatively, one fourth of uneducated women were weighed, one-third gave
blood or urine samples and a little more than half were examined for ultra sound. Like wise,
by wealth quintile, pre-natal care also depicts a pattern more or less similar to women’s

education.

9.1.3 Reasons of Not Receiving Prenatal Checkups

Information was also collected on the reasons of not receiving antenatal care from the health
professional for their most recent birth and presented in Table 9.4. The main reason reported
by almost half of the women (48 percent) is that the mothers did not feel it necessary to have
ANC visit during her last pregnancy. Access to health facility was the second most cited
reason given by more than 33 percent of the women. The women also mentioned cultural
barrier to ANC visits. Thirteen percent of women did not go for ANC visits as they do not
want to see a male doctor during her ANC checkup. The high cost of ANC visits was also

mentioned by about one-fifth of the women as a reason of not receiving ANC.

The reason “Did not feel it necessary to receive antenatal care” is mostly cited by young
mothers age <25 and, those who were at birth order one. Unlike expectation, the proportion
of women who cited the above stated reason was high among urban women and women
living in richest households. Interestingly, for the reason “Cost too much” an opposite pattern

than what is envisaged above, is observed.

In view of the finding of Table 9.4, it is important that policies be framed and remedial

measures are adopted so that all women in Gilgit and Baltistan receive pre-natal care during

pregnancy.
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Table 9.3: Components of prenatal care

Among women age 15-49 with a live birth in the five years preceding the survey, the percentage who took iron tablets or syrup and calcium tablets during the pregnancy of the

most recent child, and among women receiving prenatal care (ANC) for the most recent live birth in the five years preceding the survey, the percentage receiving specific
prenatal services, according to background characteristics, GBDHS 2008

anmm.q_“__,. ﬁﬂhﬂﬂwﬁhﬁ“.ﬂwzm st %:hcmrmr Women who received prenatal care for birth in the last 5yrs ~ Number ﬂ..
7 FRER MR AR Ret e .-mm_.nm:nmum who _um_.n.m:”mmm who E%: mw_:_mw* 5 Blood ; ) Ewﬁm:qw”““ |
, took Iron tablets  took Calcium yrs Welght pressure s Bt Vs axa care
ﬁ Age of 30,3mﬂ <25 ‘ 50.0 3r7 185 . 53.8 w#.m‘ : 47.8 &m.@ 53.8 126 _
25-34 36.9 36.5 381 56.0 AT 53.8 48.0 56.0 258
{ " 35 + 31.5 31.8 209 46.2 84.0 55.2 447 46.2 124
W Birth Order 1 5l 44.8 113 59.0 78.6 53.1 52.0 59.0 87
” 2-3 43.1 37.4 219 54.4 o) 51.9 452 54.4 154
| 4-5 37.9 36.4 202 56.4 79.9 54.6 44.6 56.4 132 i
6+ 28.9 2B.7 241 44.3 78.4 51.3 461 44.3 135 m
Place of Residence Urban 51.3 51.4 102 57.2 81.9 50.2 49.6 57.2 83 _
Rural 36.6 334 673 52.2 77.9 53.1 45.8 52.2 425 W
| Level of education None 30.9 27.8 584 454 739 47.2 37.5 45.4 339
Upto Primary 59.1 47.5 47 63.1 84.2 63.7 68.8 63.1 40
Middle 52.3 52.0 51 558 74.8 52.6 52.4 55.8 43 |
Secondary 65.9 67.0 55 72.3 93.2 56.0 57.4 723 49
Higher 73.2 72.0 38 83.3 100.0 87.6 83.3 83.3 36 7
Wealth quintiles Poorest 21.2 16.9 142 38.9 65.1 40.0 32.7 38.9 69 !
Second 30.0 23.9 178 42.1 70.3 41.8 40.7 421 99 !
Middle 42.3 373 168 53.1 TE.2 60.5 519 53.1 107
Fourth 41.8 43.2 160 58.8 84.9 57.6 47.2 58.8 131 ”
| Richest 60.9 60.5 127 65.7 88.9 873 54.6 65.7 102
“, Total 38.6 35.5 775 53.0 78.5 52.7 46.4 53.0 508 |
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Table 9.4: Reasons of not getting prenatal care

Among women age 15-49 with a live birth in the five years preceding the survey who did not see anyone for prenatal care for their most recent birth, percentage who cite
specific reasons for not getting prenatal care, according to background characteristics, GBDHS 2008

Background characteristics :mn_“M“..mE Ow:mh.”no Too far ?m:ﬂﬂo: zmooo,“mho :wo.”_.M”Wn Ne Hﬂm ta
\bmm of mother <25 53.9 13.5 36.1 6.2 28 2.1 1.8
25-34 455 17.7 34.0 11.4 1.5 3.7 11.2
35 + 48.1 26.8 30.3 B4 1.7 3.5 7.4
Birth Order 1 55.4 4.4 18.1 7.7 6.2 74
2-3 56.9 15.4 446 6.0 T3 8.6
4-5 47.5 12.5 229 13.7 4.7 g 7.8
6+ 41.6 30.7 37.0 8.8 .0 33 10.9
Place o Residence Urban 67.3 47 ar 3.1 9.1 8.8
Rurai 46.8 21.1 354 9.8 1.8 28 10.3
Level of education None 48.5 20.2 357 9.4 2.0 3.6 9.3
Upto Primary 36.4 30.0 11.0 258
Middle 29.6 1.1 ma 28.6
Secondary 64.2 35.8
Higher 100.0 .0
Wealth quint es Poorest 42.1 30.2 39.8 16.4 34 3.4
Second 353 26.9 39.0 3.8 39 1.3 16.7
Middie 56.3 10.5 36.7 16.3 47 11.0
Fourtn 60.5 10.0 222 4.3 40 9.1
Richest 72.0 15 23 48 8.1
Tota 19.6 333 9.3 1.8 a3 10.2

48.2
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Don't

Did not

|
go doctor
T 7.2 2.0 59
13 3.8 35 6.2 1 124
16.1 1.7 6.0 84
17.1 4.5 26
4.0 17 5.8 65
15 15.0 1.3 5.4 1.8 70
5 15.8 35 8.9 0 106 !
31 31.2 19
4 13.8 2.3 45 1.0 249
7 13.0 24 5.5 5 245
16.1 17.5 7
15.9 15.5 15.3 8
6
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1.4 6.1 1.3 5.2 73
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13.7 36 48 61
1.9 16.9 8.5 30
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9.1.4 Tetanus Toxoid Vaccinations

The health professionals recommend that the child and mother could be protected from
tetanus - one of major killer diseases among neo-natal babies - if the mother receives at least
two tetanus toxoid injections during her pregnancy. Table 9.5 shows that only 28 percent of
women had received two or more injection of tetanus toxoid during their last pregnancy.
Furthermore, this vaccination was received more by relatively younger expectant mothers,
and those who were pregnant with first child; residing in urban areas, with education at
secondary level; and belong to richest wealth quintile. Clearly a solution must be found to
make all pregnant women aware of the importance of TT immunization and bring services

closer to them so that precious lives are saved.

Table 9.5: Tetanus toxoid injections

Among mothers age 15-49 with a live birth in the five years preceding the survey the percentage receiving two or
more tetanus toxoid injections (TT) during the pregnancy for the last live birth according to background
characteristics, GBDHS 2008

Background characteristics il/:jaestl:‘tai;z?:!\:.:?i?\g“r:; Nuri':: i?-.fl‘::tn;?;‘r:“h
pregnancy |
|Ageofmother <25 33 185 |
25-34 26.0 381
35+ 26.6 209
Birth Order 1 42.0 113
2-3 30.0 219
4-5 255 202
6 + 21.3 241
Place of Residence Urban 38.2 102
Rural 26.3 673
Level of education None 22.3 584
Upto Primary 281 47
Middle 43.6 51
Secondary 56.5 55
Higher 51:3 38
Wealth quintiles Poorest 7 142
Second 17.9 178
Middle 25.2 168
Fourth 34.2 160
Richest 48.8 127
Total 279 775
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9.1.5 Complications during Pregnancy

In 2008 GBDHS, women were asked about the complication they had during last pregnancy
and the data is presented in table 9.6. The most common complications mentioned by women
were Epigastric pains (45 percent) and severe headaches (44 percent). The other
complications were blurred vision (32 percent), swelling of face (20 percent) and swelling of

hands (18 percent).

Although there are large variations of these complications by background characteristics of

the women yet no consistent pattern emerged by the characteristics of the women.

Table 9.6: Pregnancy complications

Among women age 15-49 who had a live birth in the five years preceding the survey, the percentage who had
specific problems during the pregnancy live birth, according to background characteristics GBDHS 2008

‘ Number of
3 Background Severe Blurred Swelling of Swelling of Vagmal Fits or  Epigastric il
‘ o = bleeding/sp A 2 with birth
| characteristics headaches vision hands face & convulsion pains 3
| otting in last 5-
{ years
‘ Age of <25 43.3 27.8 10.6 15.9 5.5 8.6 41.6 185
| mother
| 25-34 42.0 3BT 16.6 18.2 5.9 7.4 45.4 381
35 + 47.2 33.2 25.8 25.8 4.9 8.0 45.9 209
Birth Order 1 19.2 26.3 4.4 8.6 4.7 4.7 ?25.8 113
| 2-3 40.4 22.4 U el 12.8 LYy | 6.5 429 219
|
| 4.5 48.4 33.0 14.0 17.8 1.3 5 42.7 202
6 + 49.3 39.2 274 29.0 8.6 9.7 51.8 241
Place of Urban 70.2 10.4 13.9 224 1.3 1.0 65.4 102
Residence
| Rural 42.0 33.8 18.5 19.9 5.8 76 43.2 673
Level of None 44.5 34.5 18.5 20.2 5.5 7.0 441 584
| education
! o 325 11.0 19.1 339 0 19.1 25.8 47
‘ Primary
| Middle 48.8 113 1.3 | 15.9 314 57.4 51
Secondary 37.0 .0 15.8 15:8 i .0 72.8 55
Higher .0 .0 .0 .0 0 .0 63.6 38
Wealth Poorest 47.7 39.9 15.1 15.2 8.3 6.0 40.0 142
| quintiles
i Second 525 34.4 28.1 26.8 5.5 7.5 55.4 178
Middle 37.3 31.7 16.4 23.8 5.0 5.2 34.4 168
Fourth 34.4 32.0 14.2 14.2 .0 1.0 34.4 160
| Richest 33.5 4.8 4.9 11.2 4.9 17.0 61.6 127
|
| Total 43.9 32.2 18.2 201 5.5 7.9 44.7 775
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9.2 Delivery Care
The safety of a newborn baby and the mother is significantly related to the competency of the
person who is attending the delivery. It is recommended to deliver a birth at a health facility

S0 as to minimize the risk factors of child and maternal mortality.

9.2.1 Place of Delivery

Place of delivery is vitally important for the health of mothers and the newborns.
Unfortunately, in Pakistan the majority of deliveries take place at home, where aseptic

conditions may not be optimal.

In 2008 GBDHS, data indicates that the home based deliveries are very high (61 percent).
This practice is more common amongst older age women and those, who have more than 4

children; among uneducated and, those belong to poor wealth quintile (Table 9.7).

The breakdowns of the births (39 percent) that take place in a health facility, 21 percent takes
place in a public sector health facility and 18 percent in a privately run health facility. The
young age women (<25 years) those who are at lower birth order; have attained higher
secondary education and; the ones living in households belonging to richest wealth quintile
are more likely to deliver at a health facility (Figure 9.2).

Figure 9.2: Place of delivery and Background Characteristics

AGE |
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Table 9.7: Place of delivery

Percent distribution of live births in the five years preceding the survey by place of delivery and percentage
delivered in a health facility according to background characteristics, GBDHS 2008

" Place of delivery —
Background characteristic: Public  Private Tenys “2ivened o Hombes
health  health Home Others Missing a health  of Births
facility facility facility
<25 240 190 569 1 1000 430
25-34 20.6 19.7 59.0 3 4 100.0 40.3 381
35+ 18.1 1457 66.5 .8 100.0 a7 209
Birth Order 1 30.3 279 41.4 2 1.0  100.0 57.4 113
2-3 21.4 20.5 57.6 ) 100.0 41.9 219
4-5 16.3 20.4 63.1 N 100.0 36.7 202
| 64 19.3 10.0 69.9 8 100.0 294 241
| Level of None 168 107 719 6 1000 276 584
| education Upto )
Primary 26.4 41.0 30.1 2.5 100.0 67.3 47
Middle 314 37.5 311 100.0 €68.9 51
Secondary 41.3 32.7 25.7 A 100.0 4.0 55
Higher 29.3 577 13.0 100.0 87.0 38
Wealth quintiles Poorest 14.8 6.8 767 4 100.0 21.6 142
Second 14.4 11.9 73.0 T 100.0 26.3 178
Middle 14.7 17.7 67.3 3 100.0 324 168
Fourth 23.2 27.3 49.5 100.0 50.5 160
Richest 41.0 28.7 29.8 2 3 100.0 69.8 127
Total 20.7 18.2 60.5 2 4 100.0 38.9 775

9.2.2 Reasons for Not Delivering at a Facility
Women who did not deliver their last birth in a health facility were asked about the reasons

why they did not deliver in a health facility. The data is presented in Table 9.8. It is noted that
over one-third of the women have mentioned the health facility is too far away and there is

lack of transport facility.

The second most cited reason is that “it is not necessary to give birth in a health facility”.
This reason is given by one-fourth of the women who did not deliver their last birth in a
health facility. The policy makers while framing policies should target these hard-core
women so that a change be brought in their attitude and behaviour. The reasons like “Cost too
much”; “health facility remain closed” and ; “it is not customary to give birth in a facility” is
reported by around one-fifth of women. And seven percent women also mentioned non-

availability of a female health professional as one of the reasons. The above mentioned



common reasons are reported mostly by older than younger women; women with higher birth

order; uneducated; and the ones in first and second wealth quintile.

Table 9.8: Reasons of not delivering in a facility

Among women who had a live birth in the five years preceding the survey and who did not deliver the most recent

birth in a health facility, percentage citing specific reasons for not delivering in a facility according to background
characteristics, GBDHS 2008

- No
Too  Facility/ No time/
Background Costtoo Facility far/no poor famale Did not Not nece- Not custo- baby SMher
provider Others of
characteristics much notopen transp- quality at health allow ssary mary came
ortation service facility too fast women

Age of mother <25 17.3 8.7 42.3 .0 10.0 7.0 215 14.3 18.1 2.3 106

25-34 20.5 19.9 33.0 1.6 53 58 23.6 26.4 9.8 2.0 226

35 + 26.8 28.9 31.8 2.0 7.8 134 28.1 12.3 7.3 .8 139
Birth Order 1 18.5 6.2 23.9 0 6.2 .0 33.8 29.9 115 6.2 47

2-3 19.4 14.6 44.2 23 5.8 8.7 1.4 20.3 20.9 ] 127

4-5 10.8 13.3 27.4 3.0 9.1 2.5 40.7 177 4.2 45 128

B+ 31.0 31.0 35.4 .0 6.9 9.1 20.5 17.8 8.6 0 168
Place of Urban 14.3 3.6 3.6 4.2 0 53.7 258 4.2 33.9 4.2 44
Residence

Rural 222 211 36.6 1.2 7.5 5.6 24.4 204 9.5 15 426
Level of None 23.2 209 35.9 1.5 72 8.5 24.9 21.0 8.6 1.0 420
education X

Upto .

Primary 11.0 .0 25.8 .0 .0 175 47.9 0 16.1 7.6 15

Middle .0 .0 18.1 .0 25.0 .0 .0 .0 57.0 25.0 16

Secondary .0 39.8 19.1 .0 .0 .0 .0 .0 411 .0 14

Higher .0 .0 .0 .0 .0 .0 .0 .0 100.0 .0 5
Wealth Poorest 215 21.1 37.4 2.0 .0 10.2 30.8 13.8 5.7 .0 109
quintiles

Second 26.9 39.1 31.3 .0 121 6.4 12.3 33 1.3 1.6 131

Middle 254 9 51.4 .0 9.8 B 20.2 16.3 13.2 .0 113

Fourth 116 1.4 216 5.0 8.6 194 28.2 179 7.4 34 79

Richest 25 13.6 .0 3.8 .0 18.6 31.7 .0 28.3 12.0 38

Total 21.7 20.1 34.7 1.4 1 8.4 245 19.4 10.9 1.7 470

9.2.3 Use of Home Delivery Kits
In 2008 GBDHS, all women who delivered a baby at home were further probed and

information regarding use of “safe delivery kit” was asked from the women and the data is
presented in Table 9.9.

It is alarming to note that a very high proportion of women (83 percent) have mentioned that
a un-boiled thread was used to tie the umbilical cord, which exposed the child to infections.

This practice is found more in rural than urban areas.
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The use of new razor blade - a highly recommended method - to cut the umbilical cord, was
used for over half (54 percent) of the home based deliveries. It is pathetic to note that the use
of scissors (21 percent) and a knife (15 percent) was also quite common for this purpose. Use

of scissors is more common in urban areas, while knife in rural areas.

Table 9.9: Use of home delivery kits

Among women who had a live birth in the five years preceding the survey and whose last live birth was not
delivered in a health facility, percentage who used a safe delivery kit for the last live birth and percent distribution
by what was used to tie the cord and utensil used to cut the cord by urban-rural areas, GBDHS, 2008

Percentage using a safe

delivery kit Urban Rural Total
‘Used to TIE the umbilical  Unboiled thread 77.9 837 831
cord Boiled thread 137 105 10.8
Washed clamps 4.6 1.3 1.6
Unwashed clamps 4 .3 3
Hair ' 1.2 3.0 2.9
Other 22 142 143
Total 100.0 100.0 100.0
Used to cut the umbilical New razor blade 52.8 53.8 53.7
L Old razor blade 10.0 7.9 8.1
Scissors 32.2 19.4 20.7
Knife 40 16.6 15.4
Toka, chopper 5 2.0 1.9
Other 4 3 3
Total Total 100.0 100.0 100.0

Number of women 44 426 470

9.3 Postnatal Care

9.3.1 Timing of First Postnatal Checkups
The postnatal checkup in highly recommended as a large proportion of maternal and neo-

natal deaths occurs during the 24 hours after delivery. As such at least two post natal check
ups in 6 weeks following delivery are considered vital for monitoring complications arising
from the delivery. In order to assess the post natal care utilization in 2008 GBDHS, women
were asked whether they had postnatal checkup after the delivery of their most recent birth in
the five years preceding the survey. The data shows that majority of women (74 percent) did
not have checkup after their last delivery. Only one-fifth of the women have had checkups
with in four hours after the delivery. The mother’s in the age group 15-24 years; those who

had first child; women with secondary and higher level education and the ones belong to
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richest wealth quintile are more likely to have received postnatal care within four hours of

delivery.

Table 9.10: Timing of first postnatal checkup

Among women age 15-49 giving birth in the five years preceding the survey, the percent distribution of the
mothers first postnatal check up for the last live birth by time after delivery, according to background
characteristics, GBDSH, 2008

B Tg;ng aﬂef:l_e]ivery of mother's first postnatal chBCKVI;p -
stice Ls58 o0 a. Domt o re NPT
Background characteristics ifean s htlz,?s 2 days 3;:’15 k.nm_m' - :;up -
hrs missing
Age of mother < 25 236 29 18 8 9 701 1000 185
25-34 19.6 2.4 1.8 1.6 2.4 72.0 100.0 381
35+ 15.6 6 53 B 1.2 79.6 100.0 209
Birth Order 1 g 2.8 2.8 2 2.0 60.0  100.0 113
g4 20.8 4.7 2.3 1.2 1.0 700 1000 219
4-5 19.9 6 16 1.3 2.0 746 1000 202 |
6+ 12.2 5 15 1.2 2.1 82.5 100.0 241
Level of None 187 1.5 1.3 6 2.0 80.9 100.0 584
—— Upto 342 4 6.8 49 12 524 1000 47 ’
s : ; ! . . ; :
Middle 34.1 4.8 3.0 3.8 54.2 100.0 51 |
Secondary  39.5 15 9 2.0 56.1 100.0 55 |
Higher 413 9.7 6.0 35 396 1000 38 |
Wealth quintiles Poorest 12.5 14 5 25 83.3 100.0 142 ‘
Second 12.4 1.9 18 5 26 80.9 100.0 178
Middle 20.8 1.6 8 1.3 8 75.2 100.0 168 |
Fourth 24.6 2.7 1.4 2 1.0 70.1 100.0 160 ‘
Richest 29.2 3.2 5.9 4.4 25 54.8 100.0 127 |
[Total 19.5 2.1 1.9 1.2 1.7 73.6 1000 775 |

9.3.2 Type of Provider of First Postnatal Check-ups

Data was also collected on the type of service provider for postnatal care and presented in

table 9.11 and figure 9.3. As mentioned earlier, a large proportion of women did not receive
the postnatal checkup (74 percent). Nineteen percent of the women had consulted a health
professional (doctor/nurse/LHV). Dai, a traditional birth attendant was the second most
person (7 percent) consulted by the mothers after delivery of their most recent birth in the

five years preceding the survey.

Young mothers (age<25); mothers of first order births, mothers with higher education; and
those from the wealthiest households are more likely to have received postnatal care from a
skilled health provider.
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Figure 9.3: Services Provider for Post-natal Check-up
by Background Characteristics
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None
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Table 9.11: Type of provider of first postnatal checkup

Among women age 15-49 giving birth in the five years preceding the survey, the percent distribution by type of
provider of the last live birth, according to background characteristics, GBDHS, 2008

Type of health provider of mother's first postnatal checkup

LHW/ Number
Background ; .

i Doctor/Nur 1 dispensor/ Don't know/ Total of
characteristics se/LHV Dai/TBA compounder missing No checkup o—
e — e e e e ’ Gther —— - PENVEU————.

Age of <25 21.3 7.9 .8 701 100.0 185
mother 25-34 20.7 6.2 B 4 72.0 100.0 381

35+ 12.9 6.0 W 8 79.6 100.0 209
Birth Order 1 275 11.0 6 1.0 60.0 100.0 113
2-3 232 6.5 4 70.0 100.0 219
4-5 18.6 5.6 9 2 74.6 100.0 202
B+ 10.7 5.3 T 7 82.5 100.0 241
Level of None g 6.1 8 6 80.9 100.0 584
education Upto Primary 42.6 49 524 100.0 47
Middle 32.7 11.9 1.2 54.2 100.0 51
Secondary 355 8.4 56.1 100.0 55
Higher 55.0 55 39.6 100.0 38
Wealth Poorest 6.6 8.4 1.7 83.3 100.0 142
quintiles Second 10.8 7.4 9 80.9 100.0 178
Middle 19.0 5.2 .3 3 752 100.0 168
Fourth 23.8 5.5 8 70.1 100.0 160
Richest 36.9 6.5 15 3 54.8 100.0 127
Total 18.8 6.6 .6 4 73.6 100.0 775
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10

CHILD HEALTH

Zafar Zahir

The importance of child health cannot be overstated as children are affected the most by
diseases because of their weak and immature immune system. The parents belonging to poor
socio-economic stratum are likely to have children with low weight and small size at birth,
making them even more vulnerable to health hazards. In the back drop at these facts, the

study of child health becomes ever more momentous.

10.1 Size of Child at Birth

In the 2008 GBDHS women were asked to mention the size of their last child at the time of
birth and data is presented in Table 10.1 it is observed that a baby of an average size is
reported by 28 percent of the women followed by “larger than average size” (24 percent);
“smaller than average size” (18 percent) and “very small size” by 16 percent of women. The
births of “very small size” babies are at a greater risk of morbidity and mortality than other

sized new born.

The babies of very small size at birth were born to mothers who are relatively young; mothers
at first birth order; the ones residing in rural areas; and those who belong to poorest wealth

quintile.
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Table 10.1: Child's size at birth

Percent distributions of all live births in the five years preceding the survey by mother’s estimate of baby’s size at
birth according to background characteristics, GBDHS, 2008

l Size of child at birth

I Background Larger Smaller - Total Nur:fber

| characteristics very  ion Average than Very  Don't Shilldrs

| large average average small know

| Age of mother <25 113 274 253 154 193 13 1000 185

: 25-34 14.2 23.2 26.2 20.7 14.0 17 100.0 381

! 35+ 13.3 22.7 319 16.0 16.0 = 100.0 209

: Birth Order 1 10.0 26.7 225 20.9 18.9 1.0 100.0 113
2-3 9.6 25.6 26.7 18.2 175 23 100.0 219
4-5 13.7 20.2 27.6 19.4 17.7 1.3 100.0 202

| 6+ 17.8 246 30.6 15.8 111 - 100.0 241

Place of Urban 14.3 27.2 30.5 171 10.8 100.0 102

e L = 131 236 271 183 166 13 1000 673

‘. Level of None 145 22.7 2b4 19.5 15.8 1.5 100.0 584

| g Upto Primary 139 279 306 102 173 - 100.0 47
Middle 6.6 34.3 37.8 9.0 12.3 - 100.0 51
Secondary 8.3 23.3 33.6 17.8 171 -= 100.0 55

1 Higher 9.6 27.6 25.0 20.2 17.6 - 100.0 38

} Wealth quintiles Poorest 13:3 18.8 21.2 22.2 22.6 1.9 100.0 142
Second 14.7 28.2 225 20.0 141 0.7 100.0 178

! Middle 14.1 24.4 30.7 15.2 14.2 1.4 100.0 168

" Fourth 10.3 18.9 33.6 17.6 17.9 T 100.0 160

% Richest 14.2 30.1 29.6 1.7 10.4 -- 100.0 127

1{ Total 13.3 241 27.5 18.2 15.8 1.2 100.0 775

10.2 Child Immunization

WHO recommended guideline for child immunization is implemented in Pakistan under
expanded programme on immunization (EPI). It is recommended that all children receive a
BCG vaccination against tuberculosis, three doses of DPT vaccine for the prevention of
diphtheria, pertussis (whooping cough), and tetanus; three doses of polio vaccine; and a

vaccination against measles during the first year of child’s life.

10.2.1 Vaccination Coverage

In the 2008 GBFHS, information on vaccination coverage is recorded from the immunization
cards and in case of unavailability of the card, mothers were asked to recall whether the child
had received BCG, Polio, DPT (including the number of doses for Polio and DPT) and

measles vaccinations. Table 10.2 shows that complete vaccination was given to 34 percent of
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the children age 12-23 months. The main source of information is the mother of the child

through memory recall (21 percent) as compared to vaccination card (13 percent).

A breakdown of the immunization by various antigens indicates that a large majority of the
children have been given polio 1 (88 percent) followed by polio 2 (86 percent) and polio 3
(75 percent), however, the proportion is very low (46 percent) for polio 0 which is given
within the first week of child’s life. The coverage for other vaccines is BCG (67 percent);
DPT (60 percent); DPT2 (51 percent); DPT3 (44 percent); and Measles (51 percent).

Table 10.2: Vaccinations by source of information

Percentage of children age 12-23 months who received specific vaccine at any time before the survey by source
of information (vaccination card or mother’s report, GBDHS 2008

Source of All No Number|
4 BCG DPT1 DPT2 DPT-3 Polio 0 Polio 1 Polio 2 Polio 3 Measles vacci- vacci- of chil-
Information

nation nation dren

Vaccinated Vaccination

. 201 201 186 182 185 192 186 181. 145 132 - 48
atany time card
before
survey

':2‘;‘(’::“ 466 397 326 255 271 692 677 568 365 212 102 184
Eliher sourss 667 597 512 437 456 884 863 749 510 344 102 230

10.2.2 Differentials in Vaccination Coverage

The data presented in table 10.3 and figure 10.1 indicate the coverage of vaccination
according to the background characteristics of the mother. The children of mothers in age
group 25-34 years are more likely than those in other age groups have received complete
doses of basic vaccinations. Likewise, children of mothers at birth order 2-3; children of
mothers residing in urban areas, children of mothers with middle education and, those
residing in richest quintile households are more likely than others to have received complete
immunization. A large differential among children who are fully vaccinated are found by
wealth quintile. For example, children whose, mothers are in the poorer (2*') wealth quintile
are far less likely to be fully immunized than the children of the ones in the richest (5™)

wealth quintile (26 percent and 51 percent respectively).
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Figure 10.1: Percentage of Children 12-23 months who are Fully
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Percentage of children age 12-23 months who received specific vaccine at any time before the survey by
background characteristics, GBDHS 2008

e . ‘
ko BCG  DPT1 DPT2 DPT-3 Pollo0 Polio 1| Polio2 potbs]mll—1——“l':_ﬂ"::" F Mo vacel: -
: [ I children
Age of <25 67.6 | 557 | 501 | 400 | 433 874 | 874 | 706 | 501 | 307 108 68
e 25.34 884 622 506 | 468 | 492 007 | 863 | 754 | 525 372 7.4 106
35+ 623 | 599 537 | 423 | 416 851 | 851 | 793 | 49.4 33.7 14.9 56
Birth Order | 1 759 | 685 620 | 546 | 564 860 | 860 | 658 | 62.1 ar8 135 38
2-3 769 | 665 | 573 | 506 | 47.0 963 | 944 | 828 | 616 | 437 2.1 68 |
4-5 B6.7 | 624 | 550 | 443 | 412 857 | 796 | 742 | 465 | 340 143 56
6+ 512 | 456 | 358 | 300 | 41.8 B840 | 840 | 728 | 379 | 235 13.0 67
Residence | Urban 843 | 743 | 671 | 528 | 574 933 | 933 | 826 | 703 | 485 6.1 31
Rural 640 | 57.5 | 487 | 423 438 876 | 852 | 737 | 480 32.3 10.8 199
Levelof | None 574 | 504 | 443 | 366 | 412 872 | 852 | 719 | 427 203 128 168
education  |UptoPrimary 948 | 912 | 844 | 612 | 609 | 932 | 932 | 896 | B15 | 546 - 16
Middle 982 | 79.7 | 797 | 767 | 497 1000 | 1000 | 912 | 775 | 56.0 = 19
Secondary 919 | 919 | 514 | 514 | 620 792 | 792 | 759 | 622 345 8.1 18
Highly 727 | 727 | 591 | 591 | 591 | 940 | 804 | 685 | 727 47.1 8.0 10
Wealth Poorsst 515 | 443 358 | 279 | 390 870 | 849 | 734 | 390 279 13.0 44
quintiles  ['second 505 | 417 | 360 312 | 356 886 | 886 | 68.1 | 406 262 1.4 57
Midde 665 | 60.5 527 | 405 | 490 826 | B26 | 732 | 47.2 30.7 17.4 46
UFourh 796 | 722 | 639 | 547 | 456 928 | B9.9 | B29 | 67.1 39.9 48 40
| Richest 921 | 87.1 | 741 | 701 | 622 914 | 853 | 799 | 665 | 511 34 | a2
Total 667 | 507 512 | 437 | 456 884 | 863 | 749 | 510 | 344 102 | 230
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10.3 Child Mortality

In the absence of complete birth history in the GBDHS we have estimated child mortality by
using indirect technique developed by. Brass and Trussell (Manual X: Indirect Techniques of
Demographic estimation — Chapter 3: Estimation of Child Mortality from information on
children ever born and children surviving). It is a well known technique and provides robust

estimates of childhood mortality by sex.

This technique take into account the information about children ever born, children surviving,
children dead and number of women in reproductive age by 5 years age group i.e. women
between 15 to 49. It may be noted that in GBDHS, the above required information is gathered
from more than 2000 women age 15-49. These women reported nearly 5200 children ever
born and more than 650 deaths. According to indirect estimation, the child mortality for both
sexes is 92 per thousand live births. A considerable variation has been found by sex, as male
child mortality is higher (96 per thousands live births) than female child mortality (88 per
thousand live births). It may be noted that these lifetime probabilities refer to 2.5 years before

the survey.

10.4 Childhood Diseases

In 2008 GBDHS information was collected from the mothers of children who got ill with the
symptoms of acute respiratory infections (ARI), fever, and diarrhea in the two weeks before

the survey. Information was also collected whether ill children received treatment or not.

10.4.1 Prevalence and Treatment of ARI

Table 10.4. Shows that the prevalence of ARI is low (9 percent) among children under five
years of age. As ARI is observed to be more prevalent in winter than summer seasons, the
incidence of ARI in this survey may portray a subdued picture of ARI prevalence. The 2008
GBDHS was carried out in summer. By background characteristic, children of young mothers
(age <25); children whose another’s are at birth order 4-5, children of mothers residing in
rural areas, and children belonging to households in poorest wealth quintile are more likely
got ill with ARI than children of mothers in other categories. By education of mothers, the
children of mothers with higher education are found to be comparatively more ill with ARL.
This unexpected finding could only be attributed to better reporting due to better
understanding of the symptoms of ARI among highly educated mother. The treatment
seeking for ARI shows that about eighty percent of the children have been provided the
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treatment from a health facility or by a health provider. Mothers of age 25-34 are more likely

than younger or older mothers to seek treatment for their children.

Table 10.4: Prevalence and treatment of symptoms of ARI

Among children under age five, the percentage who had symptoms of acute respiratory infection (ARI) in the two
weeks preceding the survey, among the children with symptoms of ARI, percentage who received specific
treatment, according to background characteristics, GBDHS, 2008

Children under age five Ch!ld;zr:“t:::emrsagf Afgf wiks)
- Percentage for
g hecicaticy Percentage with Nun'1ber of :::QOH;::T;?; 'Number of
symptoms of ARI children a health facility children with ARI
e e s o ommn 5 e u or provider
< 25 11.3 185 59.6 21
25-34 8.9 381 93.6 34
35+ 8.2 209 76.6 17
Birth Order 1 10.2 113 58.5 12
2-3 8.8 219 86.9 19
4-5 12.3 202 86.8 25
6+ 6.7 241 753 16
Residence Urban 6.6 102 100.0 7
Rural 9.7 673 776 65
Level of None 9.7 584 82.9 57
education Upto Primary 7.9 47 34.6 4
Middie 2.3 51 0.0 1
Secondary 10.3 55 100.0 6
Higher 11.9 38 72.3 4
Wealth quintiles Poorest 9.9 142 67.0 14
Second 9.2 178 83.2 16
Middle 41 168 100.0 7
Fourth 14.5 160 79.5 23
Richest 8.9 127 78.2 11
Total - an 9.3 775 797 72

Note: Because of small member of cases, some of the findings are not interpreted

10.4.2 Prevalence and Treatment of Fever

Data relating to prevalence of fever and treatment sought from a health facility or a health

provider is presented in Table 10.5.

It is noted that the prevalence of fever was high as 37 percent of the children have suffered
from fever during two weeks preceding the survey. Relatively more of the children suffering
from fever belong to young mothers (age<25), the children of mothers at 1¥ birth order, those

residing in rural areas and children of mothers belonging to fourth wealth quintile (rich
households).

Furthermore, it was found that for seventy percent of the ill children the treatment was sought
from a health facility or from a health provider. For these children the treatment seeking was
relatively better among mothers aged 25-34; the ones at first birth order, those residing in
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urban areas; mothers with secondary level education and those who belong to richest wealth
quintile.

Table 10.5: Prevalence and treatment of fever

Among Children under age five, the percentage who had a fever in the two weeks preceding the survey, and
among children with fever, the Percentage of children for whom treatment was sought from a health facility or
provider by background characteristics GBDHS 2008

_ Children under age five Children unfder age five with
[ ] !e_ver

Percentage for

Background whom treatment
characteristics Percentage with  Number of was sought c:illl::::rw%h
Fever children from a health oy
facility or
[ prfovider
Age of mother <25 40.0 185 69.8 74
25-34 36.4 381 73.0 139
35 4 34.7 209 62.8 72
! Birth Order 1 41.1 113 81.8 47
2-3 355 219 75.0 78
4-5 373 202 65.3 75
61 35.5 241 61.7 85
Residence Urban 33.3 102 84.3 34
Rural 37.3 673 67.6 251
Level of education None 353 584 70.3 206
Upto Primary 37.3 A7 51.5 18
Middle 50.5 51 64.5 26
Secondary 39.8 55 79.3 22
Higher 37.2 38 76.5 14
| Wealth quintiles ~ Poorest 30.7 142 74.1 43
Second 38.3 178 59.7 68
Middle 34.0 168 66.7 57
Fourth 43.0 160 74.9 69
Richest 37.6 127 75.3 48
Total 36.8 775 69.6 285

10.4.3 Prevalence of Diarrhea

Data of 2008 GBDHS reveal that the prevalence of all types of diarrhea was 22 percent
among children age under five year during two weeks preceding the survey. Moreover, the
diarrhea with blood was reported for only 3 percent of children. The incidence of diarrhea is
higher among children belonging to mothers of young age; among female children; children
of mothers at birth order one; children of mother with secondary education and those

belonging to poorest wealth quintile.
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Table 10.6: Prevalence of diarrhea

Percentage of children under age five who had diarrhea in the two weeks preceding the survey, by background
characteristics, GBDHS 2008

Diarrhea in the two weeks preceeding the survey
Background : e
characteristics All Diarrhea Diarthea WIth  Number of children
: Age of mother <25 30.7 3.6 185
25-34 19.9 2.7 381
35 + 19.2 2.0 209
Sex of child Male 21.6 25 449
Female 23.2 3.4 326
Birth Order 1 2541 3.7 113
2-3 247 2.5 219
4-5 24.3 2.3 202
6+ 17.2 2.9 241
Residence Urban 20.7 1.4 102
Rural 225 29 673
Level of education None 224 3.2 584
Upto Primary 21.0 3.0 47
Middle 18.1 BT 51
Secondary 28.1 1.8 53
Higher 20.5 0.0 38
Wealth quintiles Poorest 23.4 3.4 142
Second 19.6 2.9 178
| Middle 21.6 32 168
Fourth 253 3.6 160
| Richest 221 0.0 127
| Total 22.3 DT 775

10.4.4 Treatment of Diarrhea

In case of children suffering from diarrhea, it is highly recommended that the treatment
should be sought from a health professional and oral rehydration therapy (ORT) should be

given at the earliest.

The data from the 2008 GBDHS indicate that about three in five children suffering from
diarrhea (57 percent) have been taken to a health facility or provider for treatment. Better
treatment seeking practice for children suffering from diarrhea is observed among mothers of
age group 25-34; among mothers at birth order 2-3, those mothers who are urban residents;
those who have acquired middle level education, and mothers who are residing in households

belonging to poorest wealth quintile (Table 10.7)
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Table 10.7: Diarrhea treatment

Among children under age five who had diarrhea in the two weeks, preceding the survey, the percentage who were taken for treatment to a health provider, percentage given
oral dehydration therapy (ORT), the percentage given increased fluids the percentage given ORT or increased fluids, and the percentage who were given other treatment by
background characteristics, GBDHS, 2008

Percentage of Oral rehydration therapy (ORT) [ Other treatments F— W
- ; nz_&mn with o oe packets s — o |
ackgroun diarrhea ecommende ither
: or pre- & Either ORS Increased Home No children |
characteristics ﬂﬂﬂwﬂho packaged :oﬂﬂm%_n or RHF Hiilds or _J__u_”ﬂ_mmoa _u___u\me_E_u. Injection IV drip remedy/others treatment with |
liquid Diarrhea ‘
provider
Age of mother _
<25 57.0 61.6 135 62.6 18.7 67.4 389 .0 4.3 15.0 41.8 57 [
25-34 61.6 65.0 6.7 65.5 21.6 68.6 45.0 18 3.6 6.1 44.8 76 _
35+ 49.3 67.2 9.1 69.8 3.5 70.7 46.4 .0 .0 35 50.0 40 |
Sex of child
Male 56.2 66.9 6.8 67.5 12.2 68.8 51.3 1.1 5.0 5.3 37.3 97
Female 58.5 61.0 129 63.0 22.0 68.6 332 .0 5 1.4 54.9 76
Type of diarrhea
GZ_MM% 55.3 62.1 9.8 63.5 16.6 67.0 40.9 T 3.2 9.1 46.1 152 |
Bloody 71.2 80.4 7.2 80.4 15.5 80.4 60.8 0 7 0 375 21
Birth Order
1 52.3 68.4 16.0 70.4 17.6 69.1 57.3 .0 .0 11.0 N7 28
2-3 67.9 70.4 12.4 T2 17.0 73.3 38.2 2.0 4.5 16.2 39.0 54
4-5 58.6 58.7 5.8 58.7 16.8 65.2 42.0 .0 14 29 53.7 49
6+ 451 60.4 5.4 62.9 14.6 66.5 42.2 .0 4.9 1.2 51.6 42
Residence
Urban 72.3 81.7 4.7 86.4 16.4 B2.6 46.2 .0 .0 12.1 41.7 21
Rural 55.2 61.9 10.1 62.6 16.5 66.7 43.0 o 34 7.4 45.5 152 |
Level of education 60.1 61.5 8.0 62.7 14.7 66.1 42.7 8 4.0 59 46.6 131 !
None |
Upto 221 54.4 13.1 54.4 34.3 67.5 59.9 0 0 237 16.4 10 |
Primary 2 ; ; ; : : : ] ] : ;
Middle 711 B87.3 171 87.3 10.4 87.3 37.5 0 .0 127 49.7 9
Secondary 56.0 77.2 12.8 79.8 20.7 T2 52.1 0 0 15.0 32.8 15
Higher 40.0 72.9 14.2 729 23.0 75.4 23.3 .0 0 2.5 74.2 8 I
Wealth quintiles
Poorest 63.0 63.0 3.2 63.0 16.8 71.4 29.0 .0 T2 8.7 5541 33
Second 38.7 36.2 13.5 39.2 75 41.3 61.4 .0 .0 .0 38.6 35 |
Middle 62.5 69.1 6.1 69.1 113 73.0 42.4 3.0 a3 8.3 43.0 36 _
Fourth 67.3 80.7 9.6 81.7 23.0 80.7 44.7 .0 3.9 121 39.3 40 |
Richest 52.2 71.2 15.9 73.2 24.6 76.5 3r.2 .0 .0 10.8 52.0 28 !
| Total 57.2 64.4 9.5 65.5 16.5 68.7 43.4 6 3.0 8.0 450 173 |
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The children should also be given the treatment with oral rehydration solution (ORS) so as to
avoid dehydration caused by diarrhea. The same data reveals that two-third of the children
(66 percent) suffering from diarrhea were provided either ORS treatment or recommended

home made fluid (RHF).

The data shows interesting results of treatment seeking behaviour of mothers with various
background characteristics. The old age (35+ years) mothers are found to be more conscious
of providing ORT to their children suffering from diarrhea. As expected, mothers residing in
urban areas, those with educational level of middle and above; and the ones belonging to rich
households(fourth quintile) are more likely to provide ORT than mothers belonging to other

categorics of background characteristics.

10.4.5 Feeding Practices during Diarrhea

It is highly recommended that children who have suffered with diarrhca should be given
liquid and solid food in more amount than normal quantity. The data on feeding practice
during diarrhea is presented in Table 10.8. it is observed that a low proportion of children
(only 17 percent) were given more than the normal quantity of liquid. On the other hand,

forty one percent of children were given liquid in less than normal quantity.

A similar pattern is observed in case of feeding for solid food to the children during illness
with diarrhea. For example, 27 percent of children were given somewhat less than normal
diet and, a visible proportion of children (12 percent) have not been given any food during
diarrhea. Giving less than normal liquid and food to children suffering from diarrhea is an
extremely dangerous practice that should be eliminated by campaigning through electronic

and print media as well as by using the service of Lady Health Workers.

The above mentioned analysis of child health data clearly indicate some gaps in EPI
coverage, treatment seeking behavior of mothers for children’s illnesses due to ARI, fever
and diarrhea. Therefore, the programme managers of health department should give attention

to these issues in order to reduce morbidity and mortality among children.



Table 10.8: Feeding practices during diarrhea

Percent distribution of children under age five who had diarrhea in the two weeks preceding the survey by amount of liquids and food offered compared with normal practice,
the percentage of children given increased fluids and continued feeding during the diarrhea episode and the percentage of children given ORT or increased fluids and
continued feeding during the episode of diarrhea, by background characteristics, GBDHS, 2008

Amount of liquids offered - Amount of food offered Number
Background 4 ' : of
characteristics Much less wo__ﬂom.nsﬁ >uu.”..%“=m More zo.wﬂ”m o W% Hs“ T Much less mo__«._ww.“:m» DMM_“_”M:m More an_“uﬂwﬂ d WMM._“ e n:h“"._o:,
i - diarrhea
Age of mother
<25 18.3 23.2 26.5 18.7 12.6 B 100.0 21.4 229 327 10.3 12.3 6 100.0 57
25-34 14.0 21.3 36.7 2186 3.5 2.8 100.0 20.0 23.5 35.1 10.7 9.1 1.6 100.0 76
35+ 10.4 39.2 30.7 3.5 16.2 100.0 13.0 37.2 26.0 53 18.5 100.0 40
Birth Order
1 9.6 29.9 31.9 17.6 11.0 100.0 18.5 30.4 38.6 33 9.3 100.0 28
2-3 21.4 21.2 26.1 17.0 12.4 1.8 100.0 27.4 20.1 235 10.9 18.2 100.0 54
4-5 8.2 16.4 47.0 16.8 10.8 T 100.0 12.4 18.8 451 9.6 13.5 o 100.0 49 |
6+ 16.7 41.1 21.8 14.6 29 2.9 100.0 15.6 41.2 239 1.1 54 29 100.0 42 ,
Residence
Urban 23.7 24.6 35.4 16.4 100.0 24.0 24.8 41.4 9.7 100.0 21 _
Rural 133 26.3 315 16.5 10.7 1.7 100.0 18.1 26.7 30.9 9.2 14.0 1.0 100.0 162 |
Level of education
None 15.4 293 28.4 14.7 11.0 1.2 100.0 18.0 27.0 28.3 10.8 14.8 1.2 100.0 181 |
Wwﬂmé 5.7 59.9 343 100.0 31.9 14.3 35.0 8.2 10.7 100.0 10 |
Middle 12.5 205 36.0 10.4 20.6 100.0 12.5 25.0 62.5 100.0 9 |
Secondary 15.2 15.8 41.9 20.7 6.3 100.0 23.7 27.2 428 6.3 100.0 15 _
Higher 14.2 31.7 31.0 23.0 100.0 14.2 34.2 37.0 14.6 100.0 8 |
Wealth guintiles
Paoorest 17.6 36.5 12.6 16.8 16.5 100.0 22.0 39.1 2.7 5.1 121 100.0 33 |
Second 10.8 355 31.2 75 11.6 3.4 100.0 8.5 38.1 34.6 3.8 11.6 3.4 100.0 a5 |
Middle 13.3 29.6 26.8 11.8 15.4 3.6 100.0 26.0 18.5 241 161 15.2 1.0 100.0 36
Fourth 127 16.1 45.3 23.0 29 100.0 14.9 2186 37.9 12.9 12.9 100.0 40
Richest 20.2 11.9 43.3 246 100.0 24.4 14.4 43.9 8.3 9.0 100.0 28 _
Total 14.6 26.1 32.0 16.5 9.4 1.5 100.0 188 26.5 32.2 9.3 12.3 9 100.0 1r3 |
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NUTRITION

Amanullah Bhatti and Rabia Zafar

Nutrition is the intake of food, considered in relation to the body’s dietary needs. Good
nutrition — an adequate, well balanced diet combined with regular physical activity — is a
cornerstone of good health. Poor nutrition can lead to reduced immunity, increased
susceptibility to disease, impaired physical and mental development, and reduced
productivity. This chapter reviews the nutritional status of children and women in Gilgit and
Baltistan. The specific issues discussed are infant and young child feeding practices,
including breastfeeding, other liquids and feeding with solid/semi-solid foods; micronutrient

intake among children and women.

11.1 Breastfeeding and Supplementation
According to WHO, nutrition and nurturing during the first three years are both crucial for
lifelong health and well-being. In infancy, no gift is more precious than breastfeeding; yet

barely one in three infants is exclusively breastfed during the first four months of life.

Faulty feeding practices begin with giving any other nourishment but breast milk before
complementary feeding is nutritionally required — or with substituting entirely for breast
milk, which places babies at risk of illness, even death. When complementary feeding begins,
uninformed decisions can also interfere with good nutrition in terms of which foods are
given, how much and how often and whether breastfeeding continues, as it should.
Nutritionally inadequate or contaminated food and starting complementary feeding too early

or too late are major causes of malnutrition in infants and young children.

11.1.1 Initiation of Breastfeeding

Early initiation of breastfeeding is encouraged for a number of reasons. Mothers benefit from
early suckling because it stimulates breast milk production and facilitates the release of
oxytocin, which helps the contraction of the uterus and reduces postpartum blood loss. The
first breast milk contains colostrums, which is highly nutritious and has antibodies that

protect the newborn from diseases. Early initiation of breastfeeding also fosters bonding

between mother and child.
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Table 11.1 shows the percentage of children born in the five years before the survey by
breastfeeding status and the timing of initial breastfeeding, by background characteristics.
Breastfeeding is nearly universal in Gilgit and Baltistan, with 98 percent of the last child born
in the five years preceding the survey having been breastfed at some time. The percentage of

children ever breastfed does not vary much by background characteristics.

Nearly two in three children are breastfed within one hour of birth (60 percent) and 95
Percent within one day of birth. High proportion of children (90 percent) is given colostrums
that is a form of milk produced soon after the birth and has high nutrients and antibodies.
Nineteen percent of children are given a pre-lacteal feed, that is, something other than breast
milk during the first three days of life.

The practice of giving colostrums to new born children is highest among residents of rural
areas. Mother’s education is positively associated with the practice of giving colostrums to
the children while the wealth quintile is inversely associated. The children in the poorest

wealth quintile are most likely to be given colostrums.

The proportion of children who started breastteeding within one-hour of birth increases with
age of mothers whereas proportion who started breastfeeding within 1 day of birth and those
who were given colostrums do not show perceptible variation by the age of mother. Children
living in the urban areas are more likely to be breastfed within one day of birth and received

prelactal feed, compared with children living in the rural settings of Gilgit and Baltistan.

Women who have completed their secondary or higher level of education are slightly more
likely to initiate breastfeeding within one hour and one day of birth than women with lower
levels of education. Differences in early breastfeeding by wealth quintile are not very large
cxcept for children in the highest wealth quintile who are more likely to be breastfed within
an hour of birth.
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Table 11.1 Initial breastfeeding

Percentage of children born in the five years preceding the survey who were ever breasted, and for the last
children born in the five years preceding the survey ever breasted, the percentage who started breastfeeding
within one hour or within one day of birth, Percentage who received a prenatal feed, Percentage who were given
colostrums, by background characteristics GBDHS-2008

P i Pﬁrcert;zz Pzr;:e? iftgz Percentage Percentage Number of
Backgrou.nd_ erc;l‘e’:r ge Nun:\ber of b\:::aostieae ding b‘:;asffe:: d.ieng whq were who received I_ast-born
characteristics breastfed Clildren within 1-hr of within 1-day colgl.:t‘:tr:ms a prgea;teai ch;:::r:f::er
birth of birth
_A-gé ngn;)}her
<25 98.5 185 56.8 955 89.7 21.7 182
25-34 98.4 381 &0.7 94.5 90.6 15.3 375
35 + 96.9 209 63.1 94.3 90.4 22.2 202
Place of Residence
| Urban 97.0 102 60.0 96.8 86.6 25 99
Rural 98.2 673 59.9 94.3 80.9 17.4 661
Level of education
None 98.2 584 59.4 94.9 89.0 18.2 573
gg:ﬁary 100.0 47 55.4 89.5 93.8 24 1 47
Middle 100.0 &1 66.4 93.4 97.2 21.2 51
Secondary 94.1 55 57.2 96.1 92.5 14.2 52
Higher 97.1 38 69.0 97.0 941 22.3 36
Wealth quintiles
Poorest 98.3 142 53.9 95.0 93.6 151 139
Second 99.8 178 64.4 97.5 91.0 16.5 178
Middle 97.3 168 525 90.3 88.4 15.4 164
Fourth 97.7 160 571 96.8 86.5 21.0 156
Richest 96.7 127 74.0 93.3 92.9 27.4 123
Total 15-49 98.1 775 59.9 94.7 90.3 18.7 760

11.1.2 Breastfeeding status
UNICEF and WHO recommend that children be exclusively breastfed during the first six

months of life and that children be given solid or semisolid complementary food in addition

to continued breastfeeding after six months.

Table 11.2 (a) presents the percentage of the children under 3 years who are exclusively
breastfed, received other liquids, complimentary foods and who use bottle with nipple.
Overall only 16 percent of children under 3 year of age are found to be exclusively breastfed
but this proportion varies with mothers age, urban-rural residence, education and wealth
quintile. Children of young mothers and children living in rural areas are more likely to have

exclusive breastfeeding.
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Table 11.2 (a) shows that exclusive breastfeeding is highest among mothers with no
education while exclusive breastfeeding exhibits an inverse association with wealth quintile.
Among children under 3 years, 17 percent are being fed with other milk and 27 percent with
complimentary food. Complimentary food is more likely to be given by older mothers and

those who belong to richest wealth quintile.

Table 11.2 (a) also shows that overall, bottle feeding is not much common among children
under 3 years of age (15 percent). Use of nipple is higher among children of middle aged
(25-34 years), mother’s children living in urban areas, mothers with higher than secondary

education and those living in households belonging to richest wealth quintile.

Information on breastfeeding and supplementation was obtained in the 2008 GBDHS by
asking mothers about the current breastfeeding status of all children under three years of age
and for the youngest child born in the three years before the survey and living with the
mother and the status of food (liquids or solids) given to the child, the day before the survey
by age of child in months.

Table 11.2 (b) presents the above stated information by age of child in months. Contrary to
WHQO’s recommendations, only a little more than one third (37 percent) of children under 6

months are exclusively breastfed in Gilgit and Baltistan.

Table 11.2 (b) also shows that the highest proportion of exclusively breastfed children (25
percent) in the age bracket of 2-3 months, 8 percent consumed plain water, and 9 percent
consumed other milk in addition to breast milk. The proportion of children exclusively
breastfed decreases substantially after 3 months of age. At 6 months of age, solid and mushy

foods are introduced to the children.

Bottle-feeding is usually associated with increased risk of illness, especially diarrheal
diseases, because of improper sterilization of Bottle and Nipple. Table 11.2 (b) shows that

nearly 12 percent of children under six months are fed on bottles with nipple.
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Percent distribution of most recent births under three years who are living with their mother by breastfeeding status and the percentage currently breastfeeding and the

percentage of all children under three years using a bottle with nipple, according to background characteristics, GBDHS-2008

Status of Breastfeeding pfactice

Percentage Percentage

Sackground characteristcs  EX4eUEl. W PN WIS K gy i COTEITIET Nt U imwey  Tow | cumenty usingaborie Ny
Age

<25 217 8.6 1.9 9.9 239 29.7 42 100.0 66.1 10.4 168

25-34 12.7 7.3 3.2 20.3 | 25.0 45 100.0 70.5 18.5 299

35+ 16.0 10.5 23 3 I 313 18.0 48 100.0 172 14.9 141
Place of Residence

Urban 8.2 6.7 4.8 19.3 28.0 30.0 29 100.0 67.1 25.6 79

Rural 171 8.6 23 16.3 27.0 23.9 4.7 100.0 71.4 13.9 529
Level of education

None 18.6 8.1 2.2 18.3 234 24.7 4.6 100.0 70.7 11.9 448

Upto Primary 6.4 4.7 6.5 8.3 39.0 29.3 5.7 100.0 65.0 24.4 37

Middle 7.4 12.0 1.3 12.8 36.6 29.8 100.0 70.2 153 45

Secondary 956 115 6.5 9.8 36.8 19.4 6.5 100.0 741 23.9 48

Higher 10.9 6.7 19.5 384 19.1 85 100.0 75.5 433 30
Wealth quintiles

Poorest 233 8.8 12 17:0 25.6 21.0 32 100.0 75.8 1856 104

Second 209 8.6 1.0 15.9 18.7 31.6 3.3 100.0 65.1 11.5 140

Middle 19.6 10.6 4.5 19.6 18.3 19.2 8.2 100.0 72.6 11.3 134

Fourth 6.9 58 3.8 17.2 34.5 276 4.3 100.0 68.1 13.8 128

Richest 8.2 8.1 25 13.0 428 224 29 100.0 74.7 28.0 102
Total 16.0 8.4 2.6 16.7 27.2 24.7 45 - 100.0 70.8 15.4 608

111




Percent distribution of most recent births under three years who are living with their mother by breastfeeding status and the percentage currently breastfeeding and the
percentage of all children under three years using a bottle with nipple, according to age in months, GBDHS-2008

Status of Breastfeeding practice Percentage Percentage
Aga (in . ; With non Total currently Winga Humbee ot
. months) Exclusively With Plain oo ue i0 Other milk Complement Not currently Not ever breastfeedi bottle with women
breastfeeding  water _.Eoum ary foods breastfed breastfed il nipple
00 - 01 65.4 3.5 10.9 115 7.4 1.3 100.0 91.3 15.6 33
02-03 751 7.6 8.8 32 5.3 100.0 94.7 7.6 43
04 - 05 36.8 119 2.3 33.6 32 8.7 3:5 100.0 87.8 13.9 62
06 - 08 10.9 7.8 3.2 201 44.2 11.8 1.9 100.0 86.3 31.5 42
09 - 11 10.1 19.7 2.7 16.8 29.2 8.9 12.8 100.0 78.4 21.9 47
12-17 5.8 13.1 41 243 40.0 9.0 3.7 100.0 87.3 19.9 168
18 - 23 2.4 7.8 3.4 4.9 45.3 35.3 9 100.0 63.8 17.3 62
24 - 35 4 1.9 8.7 20.1 63.1 5.8 100.0 31.1 6.0 153
{00 -03 70.9 5.8 9.7 6.8 3.2 3.6 100.0 93.2 11.1 75
|
00 - 05 55.5 8.6 1.0 20.5 52 5.7 3.5 100.0 90.8 12.4 137
. 06-09 10.5 15.7 23 18.6 36.7 12.6 3.6 100.0 83.7 28.0 58
12-15 11.6 1116 5.4 20.2 40.4 59 4.9 100.0 89.2 24.5 83
12-23 4.8 117 3.9 18.1 41.4 16.1 3.0 100.0 80.9 19.2 230
20-23 3.9 6.6 50.3 37.7 1.5 100.0 60.8 28.5 38
06 - 23 6.4 12.3 3.7 18.9 40.0 14.4 4.3 100.0 81.3 21.2 319
Total 16.0 8.4 2.6 16.7 27.2 247 4.5 100.0 70.8 15.4 608
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11.1.3 Complementary Feeding

WHO recommends introduction of solid food to infants around the age of 6 months as at that
age breast milk by itself is no longer sufficient to maintain a child's optimal growth. Table
11.3 shows information on the types of food given to the youngest child under three years of
age living with the mother and consumed specific type of liquid or solid in the day or night

proceeding the day of interview, according to their breastfeeding status and age.

Consumption of infant formula or other milk, liquids and any mushy or solid food increases
gradually by age. Overall, one forth (23 percent) of breastfed children in the age bracket 6-23
months receive infant formula or other milk. Unexpectedly, among non breastfed children
this proportion is about two times lower (12 percent). Only five percent of breastfeeding
children as against less than one percent of non breastfeeding children age 6-23 months are
given other liquids besides infant formula or other milk. By age 6-8 months, more than half
of breastfed children and about two third of non breastfed children have started receiving
mushy or solid food. At higher ages a mixed pattern is indicated for both breastfed and non
breastfed children.
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Table 11.3 Foods and liguids consumed by children

Among the most recently born living children under three years of age who are living with the mother, percentage
who consumed specific type of liquid or food in the day or night preceding the interview, according to
breastfeeding status and age GBDHS -2008

Age (In months) irfat fo;‘r;::la!other Other liquid Any mufso Iydor el Number of children
Breastfeeding Children

00-01 11.9 .0 12.6 30
02-03 9.3 .0 3.3 40
04 -05 38.3 26 3.6 54
06 - 08 23.3 3.7 51.3 36
09 - 11 21.4 34 7.2 36
12-17 27.8 4.7 45.8 147
18-23 7.8 54 71:0 39
24 -35 279 6.3 64.6 47
00-083 10.4 .0 7.3 70
00-05 22.6 1.1 5.7 124
06 — 09 22.2 2.8 43.8 49
12-15 22.6 6.0 45.3 74
12-23 235 4.9 51.2 186
20-23 10.9 .0 82.7 23
06 -23 23.2 4.5 49.2 259
Total 23.5 3.7 38.4 431
Non-Breastfeeding Children

00-01 .0 .0 85.2 3
02 -03 .0 .0 .0 2
04 -05 18.7 .0 55.6 8
06 — 08 22.4 .0 63.6 6
09 -11 .0 .0 551 10
12-17 13.3 .0 49.9 21
18-23 121 1.9 83.5 22
24-35 10.6 39 75.8 105
00-03 .0 0 47.3 5
00 -05 9.4 .0 522 13
06 — 09 13.7 .0 63.9 9
12~ 15 27.8 .0 39.9 9
12-23 12.6 1.0 67.1 44
20-23 18.3 2.8 74.9 i
06 -23 115 7 64.7 60
Total 10.8 2.6 70.4 177

Note: Readers are cautioned that because of a small number of non-breastfed children of the results for some of the

categories may not reflect the true picture.
11.2 Micronutrient Intake
Micronutrients are vitamins and minerals that are needed by the body in very small amounts
but are essential for the body to maintain its normal functions. Without them, the body cannot

function optimally and different health problems occur. As they cannot be synthesized in the
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body, they must be provided by the diet. If these micronutrients are missing during phase of
rapid growth, the development of basic biological function like intellect, and even life itself
can be threatened. That is why young children and pregnant women are often among the risk

groups for micronutrients deficiencies.

11.2.1 Micronutrient Intake among Children

Micronutrient deficiency has serious consequences for childhood morbidity and mortality.
Children can receive micronutrients from foods, fortified foods, and direct supplementation.
Vitamin A is an essential micronutrient for the immune system. Severe vitamin A deficiency
can cause eye damage. It can also increase the severity of infections such as measles and

diarrheal diseases in children and can slow recovery from illness.

Table 11.4 shows that 40 percent of children age 6-59 months received a vitamin A
supplement. It is encouraging to observe that this proportion does not vary substantially by
background characteristics. For example, there is hardly any male-female difference in the
consumption of vitamin A supplements (40 and 41 percent, respectively) consumption of
vitamin A increases from 49 % among children age 6-8 months to 53 % among children age
18-23 months and decreases to 39 % among children age 48-59 months. Children who are
breastfed are slightly less likely (38 percent) to receive vitamin A supplements compared
with their no breastfed counterparts (42 percent). Children of mother age 25 and higher than
younger mothers are less likely to receive Vitamin A. Also children residing in rural areas,
children of uneducated mothers, and children in the poorest wealth quintiles are less likely

than others to receive vitamin A supplements.
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Table 11.4: Micronutrient intake among Children

Among all children 6-59 months, percentage who were given vitamin A supplements in the six months preceding
the survey, by background characteristics GBDHS -2008

Percentage given Vitamin-A

Background characteristics supplements

Number of children

Age (in months)

06 -08 48.4 42
09-11 33.0 47
12 - 17 33.3 168
18-23 52.9 62
24 -35 39.1 153
36 - 47 46.9 99
48 — 59 38.7 68
Sex of child
Male 39.6 377
Female 411 261
Breastfeeding practices
Currently breastfeeding 38.4 319
Not breastfeeding 421 319
Age of mother
<25 43.4 144
25-34 39.4 314
35+ 39.1 181
Place of Residence
Urban 449 87
Rural 39.5 551
Level of education
None 354 475
Upto Primary 46.8 41
Middle 594 44
Secondary 53.5 46
Higher 58.4 32
Wealth quintiles
Poorest 27.9 110
Second 298 147
Middle 33.2 135
Fourth 56.9 138
Richest 54.6 108
Total 15— 49 40.2 638
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11.2.2 Micronutrient Intake among Women
A mother's nutritional status during pregnancy is important both for the child's intrauterine

development and for protection against maternal morbidity and mortality. Night blindness is
an indicator of severe vitamin A deficiency, and pregnant women are especially prone to
suffer from it. This section discusses women’s micronutrient intake status, in terms of

supplementation.

Table 11.5 presents the percentage of women with a birth in the five years preceding the
survey who received a vitamin A dose in the first two months after birth, who took iron
tablets or syrup or calcium tablets during pregnancy, and who suffered from night blindness
during the pregnancy of last birth. Over all, 17 percent received a vitamin A dose, but this
varies substantially with area of residence, educational attainment, and wealth quintile.
Women in age group 25-34 are more likely to receive vitamin A than women in other age

groups.

Women in urban areas are more likely (31 percent) to receive vitamin A supplements than
those in rural areas (15 percent). With regard to educational level, women with no education
(13 percent) are least likely to receive vitamin A doses. The data shows that at least 31
percent of women with secondary or higher education have received a vitamin A dose.
Vitamin A supplementation is strongly associated with household wealth, rising from 8
percent of the poorest mothers to 35 percent of the richest mothers.

Vitamin A deficiency causes eye disorders ranging from night blindness to permanent
blindness during pregnancy to which pregnant women are especially prone. One fifth of the
women (20 percent) with a recent birth reported having had night blindness during their last
pregnancy. Night blindness is higher among older (age 35+) women, women residing in the
rural areas of Gilgit and Baltistan. Night blindness is also found to be inversely related to
education of women and wealth quintile. These segments of women require immediate

attention of the health planners for remedial action.

As shown in Table 11.5, the intake of iron tablets or syrup during pregnancy is low as well.
Overall, two third of women (62 percent) do not take iron tablets or syrup during pregnancy.
Intake varies considerably by area of residence. Sixty-four percent of women in rural areas,
compared with 49 percent of women in urban areas, do not take any iron supplements during

pregnancy.

117




Mother’s education and wealth index show more or less an inverse relationship with the
likelihood of not taking iron supplements during pregnancy. By education, 69 percent of
uneducated women, compared with only 27 percent of those with secondary and higher
education, reported that they did not take iron tablets or syrup during their last pregnancy.
The proportion of poorest women who did not take iron tablets or syrup is higher (79 percent)
compared to wealthiest women (39 percent). Women who took iron supplements during

pregnancy, many took them for 90 and more days.

A similar pattern is observed for the proportion of women who took calcium tablets during
pregnancy. About two third (65 percent) of women reported that they had not taken any
calcium supplements during the pregnancy leading to their most recent birth. Women who
took calcium tablets during their pregnancy of last birth are mostly took them for less than 60
days (19 percent).
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Among all women with a child born in the five years preceding the survey, percentage who received vitamin dose in the first two months after the birth of last child, percentage
who suffered from night blindness during the pregnancy of the last born child, and the percentage who took iron tablets or syrup during pregnancy of last birth and the

percentage of women who took calcium tablets during pregnancy of last birth, by background characteristics GBDHS -2008

Number of days women took iron tablets

Number of days women took calcium

_ Background Percentage who Night blindness  ©Or syrup during pregnancy of last birth tablets pregnancy of last birth S Z:M..qn.o_,
characteristics  received Vitamin-A reported Don't Don't ’
None <60 60-89 90+ = None <60 60-89 90+ O children
W)umml s = A e S
| <28 152 1341 50.0 21.2 7.4 209 B 62.3 23.9 6.1 ¥ 100.0 185
25-34 19.2 21.0 63.5 14.2 6.2 15.6 S 63.5 1 5.0 12.8 1.6 100.0 381
, 35 + 14.8 22.8 68.5 12.4 5.5 13.3 4 68.2 16.5 5.0 8.7 1.6 100.0 209
Place of Residence
Urban 314 11.0 48.7 19.7 iy 4 23.9 48.6 25.9 56 19.9 100.0 102
Rural 14.9 20.9 63.6 14.7 6.1 15.1 5 66.9 175 5.2 9.0 1.4 100.0 673
Level of education
None 13.1 21.5 69.1 13.2 5.7 115 5 72.2 157 4.3 6.5 1.3 100.0 584
v._m%mé 31.4 18.1 409 270 8.2 23.9 525 202 6.1 21.2 100.0 47
Middle 20.3 7.2 47.7 14.4 8.0 281 1.7 48.0 20.0 6.7 21.0 4.2 100.0 51
Secondary 34.8 14.2 36.7 24.9 7.0 314 33.0 38.6 13.8 14.5 100.0 55
Higher 30.6 15.8 26.8 213 10.6 41.4 28.0 30.2 4.0 37.7 100.0 38
Wealth quintiles
Poorest 1T 241 78.8 12.5 3.7 4.5 6 83.1 11.8 1.0 2.9 1.2 100.0 142
Second 11 28.2 70.0 16.0 59 75 B 76.1 13.3 51 4.2 1.3 100.0 178
Middle 14.8 17.0 57.7 12.9 5.3 23.5 5 62.7 19.3 6.7 9.4 2.0 100.0 168
Fourth 19.4 14.8 59.1 13.9 9.8 17.3 56.8 22.6 7.3 125 .8 100.0 160
Richest 35.1 1.9 391 23.0 6.7 30.6 & 39.5 275 87 26.6 7 100.0 127
Total &1 19.6 61.6 15.4 6.3 16.2 - 64.5 18.6 53 10.5 1.2 100.0 775
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KNOWLEDGE OF HIV/AIDS AND ] 2
TUBERCULOSIS

Faateh ud din Ahmad and Badar ud Din Tanweer

Acquired immune deficiency syndrome (AIDS) is caused by a human immunodeficiency
virus (HIV) that weakens the immune system, making the body susceptible to and unable to
recover from other diseases. It was first recognized internationally in 1981. HIV/AIDS is a
pandemic with cases reported from every country. The Joint United Nations Programme on
HIV/AIDS (UNAIDS) estimates that approximately 33 million people worldwide were living
with HIV in 2007. An estimated 2 million lost their lives to AIDS (UNAIDS, 2008).

Pakistan is a signatory to the Millennium Development Goals (MDGs). The goal 6 states that
Pakistan will “Halt and begin to reverse the spread of HIV/AIDS” by the year 2015.The
primary objective of this programme is to seek not only a halt but reversal of HIV/AIDS
spread. The project seeks to contain the epidemic among the most at risk group where it has
established, and prevent it from establishing among the bridge groups and the general
population. Presently National AIDS Control Programme (NACP) and its provincial
counterparts (Provincial AIDS Control Programs in Punjab, Sindh, Balochistan, NWFP and
AJK) are implementing the interventions throughout the country.

The first case of HIV in Pakistan was diagnosed in 1987. However, the infection remains
unnoticed for many year, most infected individuals are unaware that they are infected. There
have been various efforts by both government and non-government organizations to prevent
HIV transmission, including public health education through the media. Particularly,
information, education and communication (IEC) efforts are directed at increasing awareness
of these issues. The findings of the Gilgit and Baltistan Demographic and Health Survey
(GBDHS) will be helpful in shaping these initiatives in the Gilgit and Baltistan.

This chapter presents findings about current levels of knowledge (general and specific) on
AIDS related issues, such as the proportion who have ever heard about AIDS, methods of
preventing AIDS, misconceptions about AIDS, and knowledge of other AIDS-related issues.

121




12.1 Knowledge of AIDS

To collect information about the level of HIV/AIDS knowledge, GBDHS respondents were
asked a general question about whether they have ever heard about the AIDS illness. All
those who responded in the affirmative were asked additional questions about various ways
to spread and prevention of AIDS including whether it is possible to reduce the chance of
getting the AIDS virus by using a condom at every sexual intercourse. To get an assessment
of the level of possible misconceptions, respondents were also asked whether they think it is
possible a person can get AIDS from mosquito bites, sharing food with a person who has
AIDS, or through witchcraft or supernatural means.

Figure 12.1 and Table 12.1 shows the percentage of ever-married women who have heard of
AIDS by background characteristics. In Gilgit and Baltistan, every eighth woman (12.9
percent) reported that they have heard of AIDS. Knowledge of AIDS varies considerably by

background characteristics.

Figure 12.1: Percentage of Ever-married women who have heard about AIDS
by Background Characteristics
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Table 12.1: Knowledge of AIDS

Percentage of ever-married women age 15-49 who have heard of AIDS by background characteristics, GBDHS-
2008

Background Characteristics Has heard of AIDS Number of women
Age
<25 14.4 285
25-34 15.2 469
35+ 96 442
Residence
Urban 327 164
Rural 98 1033
Level of education
None 34 916
Up-to primary 18.2 74
Middle 32.3 70
Secondary 51.9 80
Higher 80.9 57
Wealth quintile
Lowest 1.0 216
Second 29 266
Middle 7.0 253
Fourth 16.0 250
Highest 41.0 212
Total 15-49 129 1197

The level of awareness of AIDS is relatively higher (15 percent) among women age 25-34
(15 percent), while ever-married women age >35 years, have the lowest level of awareness
(10 percent) about AIDS. One in ten, respondents living in rural areas have heard about
AIDS. Whereas, one-third of all urban respondents have heard about AIDS.

Education and wealth quintile are strongly associated with AIDS awareness. More than 80
percent of women, with more than secondary education, have heard about AIDS as compared
to only three percent women with no education. In the highest wealth quintile two in 5
women (41 percent) have heard about the AIDS. In contrast, from among the women living

in the poorest households, just one percent have heard about the AIDS illness.

12.2 Knowledge of ways to prevent HIV/AIDS
To ascertain the knowledge about prevention of HIV/AIDS, respondents were asked specific
question about whether it is possible to reduce the chances of getting the AIDS virus by using

a condom at every sexual encounter. Only two percent of women age 15-49 years replied in

affirmative. This shows ineffectiveness of the programme efforts in creating awareness about
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prevention of HIV/AIDS virus in Gilgit and Baltistan. Among these two percent women
younger ones were relatively more knowledgeable about prevention of AIDS virus by using
condoms at every sexual encounter than women in older age groups. As expected urban

women are more knowledgeable about specific method of prevention than their rural

counterparts.

Table 12.2 Knowledge of HIV/AIDS prevention methods

Percentage of ever-married women age 15-49 who, in response to prompted questions, say that people can

reduce the risk of getting the AIDS virus by using condoms every time they have sexual intercourse, by
background characteristics, GBDHS-2008

Background Characteristics Percentage who say HIV can be prevented by
Using Condom Number of women
Age
<25 22 285
25-34 1.8 569
35+ 1.4 442
Residence
Urban 3.4 164
Rural 1.5 1033
Level of education
None 0.5 916
Up-to primary 3.8 74
Middle 5.7 70
Secondary 8.3 80
Higher 5.0 57
Wealth quintile
Lowest 0.0 216
Second 0.4 266
Middle 1.2 253
Fourth 3.8 250
Highest 36 212
Total 15-49 1.8 1197

AIDS awareness is found to be increasing with women’s education upto secondary level.

Similarly, by wealth quintile, AIDS awareness also exhibited an increasing trend upto fourth

quintile.

12.3 Comprehensive knowledge of HIV/AIDS transmission
The 2008 GBDHS also includes questions to assess the prevalence of common
misconceptions about AIDS and HIV transmission. Respondents were asked whether they
think it is possible that a person can get HIV/AIDS from mosquito bites, by supernatural
means like witchcraft, or by sharing food with a person who has AIDS.
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The data presented in Tables 12.3 indicate that most of women age 15-49, lack accurate
knowledge about the ways in which the AIDS virus can and cannot be transmitted. Only six
percent of women know that AIDS cannot be transmitted by mosquito bites. Two percent
correctly believe that a person cannot get the AIDS virus by supernatural means. Four percent
women correctly believe that a person cannot become infected by sharing food with a person
who has AIDS. By background characteristics, women in age group 25-34; those living in
urban areas; the ones with higher education and; the women living in the richest households

are more likely to have correct knowledge about transmissions of HIV/AIDS virus.

Table 12.3 also provides an assessment of the level of comprehensive knowledge of
HIV/AIDS prevention and transmission. Comprehensive knowledge of HIV/AIDS is
comprised of the following information: (1) Knowing that using condom at every sexual
contact is essential, and (2) Rejecting the two common local misconceptions - that HIV/AIDS
can be transmitted through mosquito bites and by sharing food. Table 12.3 reveals that the
percentage of ever-married women with comprehensive knowledge of AIDS is negligible

(0.4 percent).
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Table 12.3: Comprehensive knowledge about AIDS

Percentage of women age 15-49 who say that a healthy-looking person can have the AIDS virus and who, in
response to prompted questions, correctly reject local misconceptions about AIDS transmission or prevention,
and the percentage with a comprehensive knowledge about AIDS, by background characteristics, GBDHS-2008

Percentage of women who say that
A person
AIDS cannot _S@nnot  AIDS cannot Percft'zhge Do you know
HEtkgrownd be gean ge com:;eh:nslv ::‘xlrger ;?Jns HEE Of
Characteristics afiambned s':;‘:f:;‘::gd transbn;ltted »imowisdge ordiedtrom  Memen
by m;:;luﬂo witha supernatural about AIDS AIDS
person who  means
has AIDS

Age

<25 41 29 32 0.0 0.4 285

25-34 T 4.8 3.0 0.9 1.8 469

35 + 43 3.4 0.9 0.1 0.5 442
Residence ‘

Urban 15.3 15.3 47 0.8 1.4 164

Rural 4.1 2.5 19 0.3 09 1033
Level of education

None 1.2 0.9 0.8 0.2 0.1 916

Up-to primary 7.0 1.3 3.3 0.0 1.3 74

Middle 6.1 5.7 2.0 0.0 4.4 70

Secondary 247 2 111 2.0 1.0 80

Higher 45.8 413 13.2 2.6 9.6 57
Wealth quintile

Lowest 0.6 0.0 0.0 0.0 0.6 216

Second 1.4 0.7 0.7 0.0 0.0 266

Middle 37 1.5 34 0.4 0.0 253

Fourth 4.8 3.8 29 0.6 1.7 250

Highest 19.0 14.4 4.6 1.0 2.9 212
Total 15-49 5.6 3.8 23 0.4 1.0 1197

12.4 Knowledge of mother-to-child transmission
An important route of transmission of HIV in the general population is mother-to-child
transmission (MTCT). The government of Pakistan has recently launched a programme to

reduce this route of transmission.

In 2008 GBDHS, women were asked whether they know that the AIDS virus can be
transmitted from mother to child during pregnancy, during delivery, and through
breastfeeding. The Table 12.4 indicates that 10 percent knows that HIV can be transmitted
from mother to child during pregnancy (MTCT) and nine percent knows that the virus can be

transmitted during delivery as well as by breastfeeding.
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Knowledge of HIV transmission during pregnancy and through delivery and breastfeeding is
positively associated with a woman’s education. Six in ten women with higher cducational
level are aware of HIV transmission during pregnancy and through delivery, whereas, half of
these women knew that the HIV virus can be transmitted from mother to child by
breastfeeding. Similarly, awareness about transmission of HIV/AIDS through the three above
stated routes increase with wealth quintile. Urban women are also more likely to know the
transmission routc than women living in rural areas. As expected olds women (age 35+) are

less likely to know HTV/AIDS virus transmission route.

Table 12.4 Knowledge of prevention of mother-to-child transmission of HIV

Percentage of ever-married women who know that HIV can be transmitted from mother to child during
pregnancy, at delivery, and by breastfeeding,, by background characteristics, GBDHS-2008

Percentage of women who know that AIDS can be transmitted

Number of women
- ~ During pregnancy  During delivery By breastfeeding

Age a

<25 11.4 105 121 285

25-34 1.3 11.3 10.8 469

35 + 6.9 6.0 8.9 442
Marital Status

Married 10.0 95 9.6 1147
‘ Divorced 19 19 29 50
Residence

Urban 24.0 20.9 21.3 164

Rural 7.4 7.3 7.4 1033
Level of education

None 27 22 24 916

Up-to primary 10.6 85 104 74

Middle 20.8 20.9 24.5 70

Secondary M7 41.7 44 .4 80

Higher 61.8 60.8 50.3 27
Wealth quintile

Lowest 0.5 0.5 1.0 216

Second 1.7 2.0 2.6 266

Middle 58 47 5.6 253

Fourth 10.7 10.5 11.2 250

Highest 32.9 30.7 28.3 212
Total 15-49 L 7 4 91 9.1 1197

12,5 Knowledge of tuberculosis

The 2008 GBDHS collected data on women’s knowledge and attitudes concerning
tuberculosis (TB). The respondents were asked “Have you ever heard of an illness called
tuberculosis”. All those who had the knowledge about TB were asked additional questions

like whether or not they know that TB spread through air by coughing, and that TB can be
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cured, and the last question was that has she ever been told by a doctor or nurse that she has
TB.

Figure 12.2 and Table 12.5 show that seventy two percent of ever-married women in Gilgit
and Baltistan have heard about TB. By background characteristics, women who live in rural
areas, those who have higher education and, the ones belonging to the highest wealth quintile
are most likely to have heard about TB than their counterparts in other categories.

Figure 12.2: Percentage of Ever-married women who have heard about TB by
Background Characteristics
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Table 12.5: Knowledge of tuberculosis

Percentage of ever-married women age 15-49 who have heard of tuberculoses by background characteristics,
GBDHS-2008

Background Characteristics Has heard of TB Number of women
Age
<25 70.4 285
25-34 740 469
35 + 0.7 442
Residence
Urban 64.6 164
Rural 731 1033
Level of education
None 67.8 916
Up-to primary 785 74
Middle 776 70
Secondary 87.7 80
Higher 99.3 57
Wealth quintile
Lowest 60.4 216
Second 68.2 266
Middle 715 253
Fourth 76.4 250
Highest 83.4 212
Total 15-49 71.9 1197

12.6 Comprehensive knowledge of tuberculosis transmission

The table 12.6 elaborates comprehensive knowledge about TB. It shows that 9 percent of
ever-married women reported that TB can be transmitted through sexual contact. Almost half
of women (48 percent) also reported TB can spread through air when coughing and sneezing.
Over half (54 percent) ever-married women reported that TB can spread by sharing food with
person who is suffering form TB illness. Interestingly, the misconception is highest among
urban women, those with higher education and the ones living in households belonging to
highest wealth quintile. Table also depicts the misconception about the spread of TB disease.

Only three percent of ever-married women have the misconception that TB can be

transmitted by mosquito bites.

Moreover, two-third ever-married women (66 percent) know that TB is curable. The Table

12.6 shows that a negligible proportion of ever-married women age 15-49 have accurate
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knowledge that- the TB cannot be transmitted by mosquito bites and have no other

misconceptions (1.1 percent).

Table 12.6: Comprehensive knowledge about tuberculoses

Among women age 15-49 who have heard of tuberculoses the percentage who know that TB spread through the
air by coughing, who believed that TB can be cured, and the percentage with a comprehensive knowledge about
TB, by background characteristics, GBDHS-2008

Percentage who say that a person can become infected
Percentage A o
2 person can
with a Through air
Background 2 become TB can be Number of
Characteristics comprehensive  when infected by Through Throgh cured women
knowledge coughing sharing food sexual mosquito
about TB and_ with a person contact bites
Ll who has TB

Age

<25 29 46.4 49.0 9.4 3.6 66.3 285

25-34 0.1 49.5 58.8 10.1 2.3 68.4 469

35 + 1:2 47.2 53.2 8.6 3.7 64.5 442
Residence

Urban 0.3 43.9 54.3 1.7 9.8 62.6 164

Rural 1.3 48.6 54.4 9.0 2:1 67.1 1033
Level of education

None 1.3 42.3 48.6 7.7 2.4 62.1 916

Up-to

primary 0.0 59.3 65.6 18.8 2.2 75.5 74

Middle 1.2 56.9 62.9 10.8 5.8 74.9 70

Secondary 0.7 i -] 75.2 17.5 6.6 82.7 80

Higher 0.0 79.2 93.2 10.9 7.5 90.6 57
Wealth quintile

Lowest 2.1 35.2 375 4.8 0.6 57.2 216

Second 1.3 416 50.5 10.4 28 62.3 266

Middle 1.0 45.8 53.0 6.4 3.0 64.0 253

Fourth 12 51.8 §7.3 9.4 2.2 72.2 250

Highest 0.0 66.8 74.8 16.2 73 771 212
Total 15-49 1 47.9 54.4 9.4 3.1 66.4 1197

References:

L UNAIDS, 2008
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Annuxure-1

List of indicators

Fertility and reproduction
. age-specific and total fertility rates;
. fertility preferences (percent who want no more, ideal number of children);

° level of unwanted and mistimed births;

Family Planning

® knowledge of contraceptive methods, contraceptive prevalence rate;
) reasons for non-use;

. unmet need for family planning services;

° exposure to family planning messages in the media;

. median age at first marriage and first birth;

Mother and Child Health

. prenatal, delivery and postnatal care;
s child vaccination;

. child mortality

Knowledge about Health Issues (TB, HIV/AIDS)

. awareness of HIV mode of transmission;

. knowledge of tuberculosis and means of transmission;
Others

o Housing structure;

@ source of household drinking water and type of toilet facility;

° Possession of durable items by the household members; and etc.

® Measurement of Household socio-economic status (wealth index).
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Annuxure-2

List of Project Staff

"S.No. Name/ désignation

VCore Staff

1 Dr. S};;j_ia_Ahmad Executive Director
2. Mr. Igbal Ahmad — Project Director/
Director (HRD
B. Mr. Amanullah Bhatti Director (R&S)/
Secretary (F&M)
4. Mr. Zafar Zahir : Principal Investigator/
Associate Fellow
'5.77 "Mr. Ali Anwar Buriro Deputy Principal Investigator/
Associate Fellow
6. - .Mr. Faateh ud din Ahmad Computer Programmer
7. | Mr. Hafeez Khokar Account Office (NIPS)
8. Mr. Badar ud din Tanweer Field Coordinator
Data Entry Operators
'1. ' Muhammad Ismail
2 Takasar Amin
3 Dilnawaz
Field Staff
Team 1: Gilgit
7 1 Munir Ahmad Supervisor
2 Memoona Intenﬁéwer B
3 Shahina Bano Interviewer
“ Chera Pari Interviewer
Team 2: Skardu
5 Ashraf Hussain Supervisor
6 Shakila Batool Interviewer
7 Nazira Interviewer
8 Shahida Batool Interviewer -
Team 3: Diamer/ Astore
9 Munir Ahmad Supervisor
10 Adeeba Batool
11 Shabana Begum Interviewer
12 Rehana Begum
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Team 4: Ghizer

13 Sher Bahadar Khan Supervisor
14 Almeen Sajjad Interviewer
15 Naheeda Bibi R Interviewer
16 Amar Begum Interviewer
Team 5: Ghanchi
17 Khalid ur Rehman Supervisor
18 Sumaira Sulaiman Interviewer
19 Fiza Bano Interviewer
20 Bano Abbas Interviewer
Team 6: Hunza/Nagar
21 Ehsan Ali Supervisor
22 Yasmeen Interviewer
23 Tasleem Interviewer
24 Hasina Bano Interviewer
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NATIONAL INSTITUTE OF POPULATION STUDIES

NORTHERN AREAS DEMOGRAPHIC AND HEALTH SURVEY 2008

HOUSEHOLD QUESTIONNAIRE
IDENTIFICATION
=
DISTRICT (GILGIT=1; BALTISTAN=2; DIAMIR=3; GHIZER=4; GHANCHE=5; ASTOR=6; HUNZA/NAGAR=7) |  ..ivevvnvnnn...
AREA (URBAN=1;RURAL=2)
2! SN
OLUSTERNUMBER. e semmmmsmmn s e s o s A SR et mennme. | wesies i
HOUSEHOLD NUMBER  ©..uuiiiiisnsniionntansssrosnnnsnnsennssennnsesnnsssnonnrronorees | vevvnonnsss
NAME OF HOUSEHOLD HEAD
INTERVIEWER VISITS
2 3 FINAL VISIT
DATE DAY
MONTH
YEAR 2008
INTERVIEWER'S NAME INT. NUMBER
RESULT* RESULT
NEXT VISIT: ~ DATE TOTAL NUMBER
TIME OF VISITS

*RESULT CODES: TOTAL PERSONS

1 COMPLETED IN HOUSEHOLD

2 NO HOUSEHOLD MEMBER AT HOME OR NO COMPETENT RESPONDENT AT HOME

3 ENTIRE HOUSEHOLD ABSENT FOR EXTENDED PERIOD OF TIME TOTAL ELIGIBLE

4 POSTPONED WOMEN

5 REFUSED

6 DWELLING VACANT OR ADDRESS NOT A DWELLING

7  DWELLING DESTROYED

8  DWELLING NOT FOUND LINE NO. OF

9 OTHER RESPONDENT

(SPECIFY)
SUPERVISOR FIELD EDITOR OFFICE EDITOR KEYED BY
NAME NAME
DATE DATE
'ﬁkr W
Jespkiptont e SoSL =7 un 3J76UL(NIPS, Islamabad) T R S—. rtle

SRR N L EL T o e s N LS n L + PIL Y SuSsetnl pte sy N Vi gte
u’i.,lﬂdln,r( L c_-uKLwJ,bJJ/J.., ugwn_ﬁw;gmpuwé @i ey

HLunf fte N UL L ff PSSt e _Ju);ydlrw’fa_._, TRy _Tiz bt s
Lof U T it sJy St g e dite WL s T 'q,?d'b-’:cd'dzéj—c-m-:ﬂsdla-ﬂlé&_;'

Signature of interviewer:

RESPONDENT AGREES TO BE INTERVIEWED

-

. cusS
Date: st

...... 1 RESPONDENT DOES NOT AGREE TO BE INTERVIEWED .... 2—»END




HOUSEHOLD SCHEDULE

Now we would like some information about the people who usually live in your household.

Bk AL Tbrenl g

r

bl LP’J’:LJLLU}G‘Uf&

LINE USUAL RESIDENTS AND RELATIONSHIP SEX AGE | AGE 120ROLDER
NO. VISITORS TO HEAD CF
HOUSEHOLD EDUCATION
Please give me the names of the What is the Is (NAME) | Howold is MARITAL Has What is the IFAGELESS |[CIRCLE
persons who usually live in your ralationship of male or (NAME)? STATUS (NAME) highest class of THAN 25 YRS |LINE
household, starting with the head . (NAME) 10 the female? N ever school (NAME) NUMBER
of the housshold. 13l ‘é 'JL}L 4 |, |readotte Ao (et completed? Is(NAME)  [OF ALL
AP & Lyl | housenoia? What is school? ; stil in school? |WOMEN
i i £ V’ e (o) fe | MamES) Z(et) AGE 1549
Ll/;)rkﬁ u’.'l}(té el vt riartal s . WHO ARE
T = fezufl | FLESS status? roy 7T MARRIED,
AFTER LISTING NAMES, . \',-_;,‘,u’((r:) THAN 1 J;a E WIDOWED
RELATIONSH!P AND SEX re i J i & YEAR, WRITE| 51 2 OR
FOR EACH PERSON, ASK we v 00. "‘R’)J(rt) o DIVORCED
Qs. 2A-28 TO BE SURE . 3 L ! b P e OR
marnELsTNG S (17 c..ab:/&/. L'/f Facess |5 EePG b ‘-‘(‘ﬂ.’ g SEPARA-
COMPLETE. THEN ASK YEARS OR o5 |TeD
QUESTIONS IN COLUMNS 5-9 / | MOFE, i U.fr'_
FOR EACH PERSON, s WRITE ‘96,
(SEE CODES) (SEE CODES) (SEE CODES)
(BELOW) (BELOW) BELOW)
(3] (@) @ ) (8) (6) @ (8) @) (10)
M F | Nvears (M w ois N JvEs  nNo CLASS YES NO
@oTO10
: LI | AR I D B
GOTO 10
) R B A N I
GO TO 10
: I R |t R O I 1 R
GO TO 10
GO TO 10
) IR N R R D B
GOTO 10
GO TO 10
) R N R N I
GOTO 10
. m ‘ ) m ‘ k ’ ’ ‘ | Dj 1 : -
GOTO 10
GOTO 10
CODES FOR Q. 3
RELATIONSHIP TO HEAD OF HOUSEHOLD: CODES FORQ. 8
01 = HEAD 09 =BROTHER/SISTER IN LAW CODES FOR Q. & EDUCATION CLASS:
02 = WIFE OR HUSBAND 10 = NIECE/NEPHEW MARITAL STATUS 00 = LESS THAN 1 YEAR COMPLETED
03 = SON OR DAUGHTER 11 = GRAND PARENTS 1 = MARRIED 01=CLASS 1;
04 = SON-IN-LAW OR 12 =AUNTS/UNCLE 2 = WIDOWED 02 = CLASS 2
DAUGHTER-IN-LAW 13 = OTHER RELATIVE 3 = DIVORCED/SEPARATEL . ..
05 = GRANDCHILD 14 = ADOPTED/FOSTER/STEPCHILD 4 = NEVER MARRIED 10 = MATRIC, CLASS 10
06 = PARENT 15 = NOT RELATED 11=CLASS 11
07 = PARENT-IN-LAW 16= DOMESTIC SERVANT 1od5E
08 = BROTHER OR SISTER 28 = DON'T KNOW 18 = MASTER'S DEGREE OR MBBS,
PhD, MPHIL, BSc (4 YEARS)
98 = DON'T KNOW
NADHS-2008
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LINE USUAL RESIDENTS AND RELATIONSHIP SEX AGE | AGE12OROLDER |  IFAGESYEARSOROLDER |euciimy
NO. VISITORS TO HEAD OF
HOUSEHOLD EDUCATION
Pioase give me the names of the What is tho I8 (NAME) | Howoid is MARITAL Has Whet is the IF AGELESS |CIRCLE
persons who usually Ive in your relationship of male or (NAME)? STATUS (NAME) highest class of THAN 25 YRS |LINE
housshold, starting with the head ’ (NAME) 0 the fomaie? § avor school (NAME) NUMBER
of the household. il Tl pii, | Peaerwe A (rt) attended completed? S(NAME)  [OF ALL
IMNNE V)t | nousanoiet g What s schooi? L) st in sohool? [WOMEN
s (rt) t (NAME'S) AGE 15-48
Eippadepl [ruLid | =7 ¢ T comtmans ) wionre
T T feouf| | IFLESS status? oy $7T MARRIED,
AFTER LISTING NAMES, L / e 2Kty | THAN 1 U f / WIDOWED
RELATIONSHIP AND SEX | - YEAR, WRITE| "o ol OR
FOR EACH PERSON, ASK LJE;JJ%— oo i J(( 2 = ehests DIVORCED
Qs. 2A-28 TO BE SURE . . 4 5 oR
THAT THE LISTING IS &#L-'J/LLJ Pacees [(-Yeddmi | LIS | sfug SEPARA-
COMPLETE. THEN ASK YEARS OR 5 ITeD
QUESTIONS IN COLUMNS 5-8 ¥ MORE, /e
FOR EACH PERSON. - WRITE ‘56
(SEE CODES) (SEE CODES) (SEE CODES)
(BELOW) (BELOW) BELOW)
) @) @ ) (5) ) ] @8) @) (10)
M F [Nvears M w os N fves wo CLAss YES NO
" 1 2 m 1 2 3 4 1 2 m L | 2 n
4
GoTO 10
12 10 D] 12 3 &) 1 ¢ Dj 12 12
+
GoTO 10
13 1 2 1 2 3 4 1 2 1 2 13
)
GO TO 10
: O[O
GO TO 10
15 1 2 m 1 2 3 4 1 2 m 1 2 15
4
GO TO 10
16 12 1 2 3 «f 1 2 Ay 16
}
GOTO 10
17 1 2 m 1 2 3 4 1 2 Dj 1 2 17
‘
coTo 10
: O[O |
GOTO 10
19 1 2 m 1 2 3 4 1 2 m 1 2 19
+
GOTO 10
. mu ) (R P ) B
GOTO 10
TICK HERE IF CONTINUATION SHEET USED =1
- W paV LSl LS A S
Jmmnukemremlhmlmmplehmhnldlhﬂng: q—k’ L JI / tJ:w(UJ U:d/'U
2A)  Are there any other persons such as small children or infants that we - A "
have notlisted? Ll o seusi mkrur g b 2ol Aetnp by
S
2B) memmmmmmmdmrm. o JEE
such as domestic servants, lodgers or friends who usually live here? EL. NO Uéw'uﬂﬁdt‘bé*hw-g’;%'g
Ung AL TR P lamalio et
IF NO MORE MEMBERS, GO TO 11
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HOUSEHOLD CHARACTERISTICS

NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
1 What is the main source of drinking water for members of your PIPED WATER
household? PIPED INTO DWELLING ........ 01
PIPED TO YARD/PLOT ........ 02 L 13
i) B g o L ——————— 03
TUBE WELL OR BOREHOLE ..... 04
HANDPUMP  ................ 05
WELL IN RESIDENCE/YARD/PLOT
COVEREDWELE  swassaanss 06
UNCOVERED WELL  ........ 07
PUBLIC WELL
COVERED WELL .55 cniuwniians o8
UNCOVEREDWELL .......... 09
SURFACE WATER
SPRING oussicmsivsomavinge ¥ 10
RIVERISTHEAM. ::imacavnsssss .
PONDAAKE, . ooonsmmsinnsmssmsen 12
DAM. ssswwoinmenswmsssns swvas 13
RAINWATER icciiinsvnmnins 14
CART WITH SMALL TANK  ...... 15
WATER TANKER TRUCK  ......... 16
BOTTLED WATER .............. 17
OTHER 96
(SPECIFY)
12 How long does it take to go there, get water, and come back?
. MINUTES e onanass
e (e b':(u:i.l'uf-lwls':i.dl’.: LBy
ONPBREMISES .uwawnsavsiniain 995
DONTHRNOW wanimuesiisnsn 998
13 How many rooms in this household are used for sleeping?
TOTALROOMS ...........
Lot idn
USED FOR SLEEPING.......
14 What kind of toilet facility do members of your household usually FLUSH OR POUR FLUSH TOILET
use? FLUSH TO SEWER SYSTEM ... 01
- o FLUSH TO SEPTIC TANK ..... 02
KU UL L blheab Cug e JELL T FLUSH TO SOMEWHERE ELSE ... 03
, . FLUSH, DON'T KNOW WHERE ... 04
S S PIT LATRINE
VENTILATED IMPROVED
PIT LATRINEIVIP) wcaammasae 05
PIT LATRINE WITHSLAB  ..... 06
PIT LATRINE WITHOUT SLAB/
OPENPIT - aens o e 07
BUGKET TOILET s wcwscuvmsmnna 08
NO FACILITY/BUSH/FIELD ........ 09
OTHER 96
(SPECIFY)
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
15 Does your household have:
SRS Bl /‘(Z*r "] YES NO
Electricity? : ELECTRICITY ....ouvvne... 1 2
Radio? i, 37131 (RO —————— 1 2
Television? o ‘k TELEVISION civsemcscinss 1 2
Refrigerator? } f" ¥ REFRIGERATOR ........... 1 2
Mobile telephone or land line telephone? YA -U:L 3 ANY TELEPHONE ......... 1 2
Room cooler, air conditioner? A ))F-,, ROOM COOLER, AIR COND. . 1 2
Washing machine? g.‘."._ﬁl 5 WASHING MACHINE ....... 1 2
Water pump? " WATERPUMP ........... 1 2
%/"
Bed? y BED' sssssmsibrcccasssis 1 2
Chairs? ut—;' CHAIRS +.vvevrennennnen. 1 2
Almirah / cabinet? S ALMIRAH/CABINET ~ ....... 1 2
Clock? $ /( CLOCK. caminmimamniimman 1 2
Sofa? v SOFA smmammmmwmrseas 1 2
o
Sewing machine? e SEWING MACHINE ......... 1 2
Camera? » CAMERA ......cvvvvniniann. 1 2
Personal computer? 2ud PERSONAL COMPUTER 1 2
16 Does any member of this household own:
LR AL by YES NO
A watch? $2 WATCH! eassmsamssnisie 1 2
A bicycle? F BICYCLE ..vvvncnennnn. 12
A motorcycle or motor scooter? S MOTORCYCLE/SCOOTER ... 1 2
An animal-drawn cart? Ll (i1 ey ANIMAL-DRAWN CART ..... 1 2
A car or truck or Tractor? ALK o7 2Ty 2 (4o —— 1 2
17 Is this house rented, rent-free, mortgaged, or or owned by BENTED . wuouvesosvmssasammsmis 1
a member of the household? BENT-PREE quinsnisscmssnassismay 2
Lihie Ve ¥ 1/ e Wit/ g o MORTGAGED .......c.oeevnunnn... 3
: : OWNED: wusnmasnsvavssssmsiasms 4
e =l il a1 SR — 6
18 Main source of energy for cooking? ELECTRICITY "sviscisavnsiannes o1
CYLINDERGAS ................ 02
St e ad Fslid L gl dy U BIOGAS ..ovevnrenninanaennnss 03
; KEROSENE wosusvnsssssssessinns 04
WOOD  vueeiieeeniiaaaannnnns 05
STRAW/SHRUBS/GRASS  ........ 06
COWDUNE spsesvavvivaines 07
OTHER 9%
(SPECIFY)
19 HOUSING STRUCTURE:
[RECORD OBSERVATION] KATCHA ©.oovniiiiiaaennn, 1
SEMI-PACCA ........ceevnn.... 2
PABCA isivsssasoreis s 3
RAL iiencimmmmee o, 4
CONSTRUCTED HOUSE/BUNGALOW 5
OTHER 6
(SPECIFY)
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
20 MAIN MATERIAL OF THE ROOF: NATURAL ROOFING
e YRSk THATCH / BAMBOO / WOOD /MUD 1
RECORD OBSERVATION RUDIMENTARY ROOFING
CARDBOARD / PLASTIC ........ 2
FINISHED ROOFING
IRON SHEETS / ASBESTOS ... 3
T-IRON/WOOD/BRICK ... 4
REINFORCED BRICK CEMENT/RCC 5
OTHER 6
(SPECIFY)
21 MAIN MATERIAL OF THE WALLS: NATURAL WALLS
MUD/STOMES «uumsmmmimvias o1
e YRS BAMBOO / STICKS /MUD ... 02
RECORD OBSERVATION RUDIMENTARY WALLS
UNBAKED BRICKS /MUD  ..... 03
PLYWOOD SHEETS .......... 04
CARTON/PLASTIC  .......... 05
FINISHED WALLS
STONEBLOCKS .....ccvveunnn 06
BAKED BRICKS .............. 07
CEMENT BLOCKS/ CEMENT ... 08
TENECLATH i sswmmsesemna 09
OTHER 96
(SPECIFY)
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NATIONAL INSTITUTE OF POPULATION STUDIES
NORTHERN AREAS DEMOGRAPHIC AND HEALTH SURVEY 2008

EVER-MARRIED WOMAN'S QUESTIONNAIRE

IDENTIFICATION

DISTRICT (GILGIT=1; BALTISTAN=2; DIAMIR=3; GHIZER=4; GHANCHE=5 ASTOR=6; HUNZA/NAGAR=7)

AREA (URBAN=1; RURAL=2)

TEHSIL

NAME OF HOUSEHOLD HEAD

NAME AND LINE NUMBER OF WOMAN

INTERVIEWER VISITS
1 2 3 FINAL VISIT
DATE DAY
MONTH
YEAR 2|0(0)| 8
INTERVIEWER'S NAME INT. N.UMBEFI
RESULT* RESULT
NEXT VISIT: DATE TOTAL NUMBER
TIME OF VISITS
*RESULT CODES:
1 COMPLETED 4
2 NOT AT HOME 5 PARTLY COMPLETED OTHER
3 POSTPONED 6 INCAPACITATED (SPECIFY)
SUPERVISOR FIELD EDITOR OFFICE EDITOR KEYED BY
NAME NAME
DATE DATE
!fék(' W Ll s
f:.s/u-f_l:_/lu.ul: yLJVﬁLJﬂ_UK d/?(u‘-’-’(NIPS, Islamabad) (Fil-fm e v s s rite

AL NLEL Thkt o e s Lumt TP wL AL g suSralnl fte s Ul Uites
2 U e s S B T s pn1 L kb sme 2L s U L I _Tr. 2y
Sl unf pte sy UL Sl m G Pt p 1o LS Il Tl e LTI ks

Lyf U TR sy Sigig phie dite WL o spn T Tt eLcdiSnd o a Sl WL T

Signature of interviewer:

?IJ’/

Date:

RESPONDENT AGREES TO BE INTERVIEWED

RESPONDENT DOES NOT AGREE TO BE INTERVIEWED .... 2= END




SECTION 1. RESPONDENT'S BACKGROUND

NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
101 RECORD THE TIME.
[y [0 - S ——
MINUTES ;osssamauans wieves
102 In what month and year were you born?
7 & - MONTH .esevmasnnnmsnene
Sl U:JL"JJFQ;'J(__JI
DONT KNOW MONTH  ............ 98
YEAR ......ennnnn
DONT KNOW YEAR ........ v ous 9998
103 How old are you? (‘;_L,(/."J_,T
fr i AGE IN COMPLETED YEARS
COMPARE AND CORRECT 102 AND/OR 103 IF INCONSISTENT
104 What is your current marital status? Are you married, Godforbid MARRIED sooswmwanameimavasis i 1
widowed, divorced, or separated? WIDOWED onvaiamssiasssisymeya 2 1
g AP Bt T e (e Bz S T BIVORGED .roomnannsdiniosimd s 3 | s108
; S N 13 21 F s = o 4 YU
(B TS T B Gu NEVER MARRIED ................ 5 [—>END
o8 L
105 Is your husband usually living with you now or is he staying LIVINGWITHHER s v 1
elsewhere? STAYING ELSEWHERE ............ 2
St e niis luct’;gug:j,,ivi_, I (v
106 Is/was there a blood relationship between you and your YES oo iinaipeiess 1
husband? . ) e e T 2 —+>108
(‘L;/“:__::) d;{u}u k‘}}éﬁ}&u{i‘! l,__’_,Tl‘T
107 What type of relationship (is/was) it? e =200 FIRST COUSIN ON FATHER'S SIDE . 1
’ = FIRST COUSIN ON MOTHER'S SIDE . 2
SECONDCOUSIN .........co..... 3
OTHER RELATIONSHIP ............ 6
108 In what month and year did you start living with your husband?
":;’J;;‘L-Lﬁ;';_.li_, il
B 3 N MONTH . ooesimmmmmmeibn
gft,;/" lluc.dt/)sl
DONT KNOW MONTH  .......... 98
—
YEAR ssuaumawans iy
DONTKNOW YEAR ........ «uns SE08
109 How old were you when you first started living with him?
- AGE  ceunvmieisiasimas e
WAL TIBU L bl i T
110 Have you ever attended school? YES s cannmviivsssrinissrasions 1
?‘Lbz‘;d;—o"&_?rg . S 2 |—113
111 What is the highest class you passed ?
«:‘LJJ& el AT LT (o 1Y S
WRITE '00' IF LESS THAN CLASS ONE;
WRITE "16' = IF MA, MPHIL, PHD, MBBS, BSC/4YEARS
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NO. QUESTIONS AND FILTERS CODING CATEGORIES I SKIP
112 CHECK 111
CLASS 00 - 08 F CLASS 09 M
OR HIGHER —> 114
113 Can you read and write a simple letter with understanding? b 3 7 [P 1
- 2 " - IEH s s e T
ey ALt Fssnl LT o 2
114 How old is/iwas your husband? =
?4}@&}&__,7 AGE IN COMPLETED YEARS
115 Did your (last) huste_and ever a.ttand school? B = 1
$FS B IESL 2L T - [T ——_— 2 =118
116 What was the highest class he passed?
TJJJ&—'—’V-Jd[LV"LU)" CLABS o uwamaisaswanzie
WRITE '00' IF LESS THAN CLASS ONE; DONT ENOW  ..ocinaamisnimesvs 98
WRITE '16' = IF MA,MPHIL,PHD, MBBS, BSC(4 YEARS)
117 CHECK 116
CLASS 00 - 08 CLASS 09 -
OR HIGHER > 119
118 Can (could) your husband read and write a simple letter L e RN 1
with understanding? L e SIS e ot 2
oy e LIF L g Sy n T
?‘jj’ écﬁul
118 How oftan do you listen to radio in a week? BARLY o oo womwisimmiminiioas msmisiaieaia 1
ATLEASTONCEAWEEK ........ 2
?U“'(.??j'JUJ..E Lf:;-"’z-—fT ONCE INAWHLE ....icaivesevas 3
- = NEMBR wiwsreenmmnimiedienvoidi) 4
120 How often do you watch television in a week? DALY i s sa s R 1
. ATLEAST ONCE AWEEK ........ 2
¢ J.ef o fene T ONCEINAWHILE ...ooovnnne.... 3
v ’d’du"é‘f‘”"’:‘ REVER  soossiesmmem dogaisls 4
121 What is your mother tongue? LR sy sommmtions oo 01
e Uo et PUNJABI «oeeatieeeeennnnns 02
3 PUBHTO s v dinanssaammpamas 03
BINDHL. ot mses s s 04
HINDKOG) e v e vscnisisinsini mutiiess 05
ENBEIEH s o e 06
1o L P S ————— 07
SEINA  osmmmneiesismmaamss 08
BRUBHASKI wwesvwsnvinrasios 09
WARHE vcivsnvesimavssanviess 10
KEWAR  cseenmsisananadiiae 1
BALTl sosssusmisnaisssiveiesss 12
PAMARE sieasusnansssaas 13
OTHER 96
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NO.

SECTION 2. REPRODUCTION

QUESTIONS AND FILTERS

CODING CATEGORIES

SKIP

201

Now | would like to ask about all the births you have had during
your life. Have you ever given live birth?

Susebag gt AL U Uit
S LYE i35 L P L L e

cers 2 |——p208

202

Do you have any sons or daughters to whom you have given
birth who are now living with you? -
ol WP Ui I TS

O Z‘..J.J- L b"‘T-J T assl

— 204

203

How many scns live with you?  SUf :—Jé-gm:l(“:h:T
And how many daughters live with you?

G AL T

IF NONE, RECORD '00'.

204

Do you have any sons or daughters to whom you have given
birth who are alive but do not live with you?

Pl WA Ui Sl T
‘-U)fg_;.'jlxﬁ __,Tg'?un d’::.?p a3l

cees 2 —>206

205

How many sons are alive but do not live with you?

L /A 39 S
And how many daughters are alive but do not live with you?

e -‘ n. 7| 1. - £ a0
IF NONE, RECORD 'oci‘:jr ’ﬂl’é‘? AU Ul uj

SONS ELSEWHERE

DAUGHTERS ELSEWHERE

206

Have you ever given birth to a boy or girl who was born alive

outleter e, 32 ks (IS LI S o TV
IF NO, PROBE: s Gl e 0! u‘-a REI D

Any baby who cried or showed signs
of Iifg but did not survive?

AARGIER DRI TR TP iig
ot F G20 isfon bt

vess 2 +—> 208

207

How many boys have died?

et JE LT
Tl ’yr._-,}u Lfﬂuj;

And how many girls have died?

IF NONE, RECORD '00'.

BOYS DEAD

GIRLS DEAD .oramnsinmmmsonmis

208

SUM ANSWERS TO 203, 205, 207.
ENTER TOTAL. IF NONE, RECORD '00".

209

CHECK 208:
Just to make sure that | have this right: you have had in TOTAL
_____births during your life. Is that correct?

L1 UnfBRVe e Yo
S .y;ub."-:.l._rﬁugi L_A,gé:-__ S

PROBE AND
YES FI

NECESSARY.

210

no (1, commect
CHECK 208:

201-208 AS
ONE OR MORE NO
BIF!T‘HSD

BIRTHS P

226
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211 Now | would like to talk to you about your last three live births, whether still alive or not, starting with the last birth.
& .+ - . i o -
..u:/f,y‘c.r‘té:p{f/é‘.d] |L.-,—’.MQ;J_?MJH§.L’_ fu:rk Muf’iéui;Lbd.ﬂlﬁufdi 'Lb_d T ol
RECORD NAMES OF THE BIRTHS IN 212. RECORD TWINS AND TRIPLETS ON SEPARATE LINES.
S IS
212 213 214 215 216 217 218 219 220 221 222
IF ALIVE: | IF ALIVE: | IF ALIVE: IF DEAD: IF DEAD:
What Were Is In what month Is Howold | Is RECORD How old was (NAME) Where Woere there any
name was any of (NAME) | and year was (NAME) | is (NAME) HOUSE- when he/she died? did other livebirths
glven to these aboyor | (NAME) born? still alive? | (NAME)? | living with HOLD LINE - 5 (NAME) between
3 : =h L=y
your last births a gir? . Lf(( b 6 you? NUMBER OF die? {NAME) and
: U (e 6D |5
(next-to- twins? T (f r)L:v CHILD WJ( £) uL((rt) (NAME OF
last) Uz S (ft)"r Lag St (r Ol A (RECORD '00' < g ! PREVIOUS
LA - - - 2 -, .
baby? i« ?U;J . i Lal NP IF CHILD NOT ?L/f /st = ¢ | BIRTH),
e o SEE | lepy | TOtdims | Seal) e | Fu |ustEom ;| including any
WAL T ¥ PROBE: . V4 | House- IF "1 YR, PROBE: U2 | children who
‘ 80 | Whatis hismer WRITE HOLD). died after birth?™
él‘_;c_u’ birthday? AGE IN How many months old
e DAt
Lo £ty RECORD MONTHS Ccom- was (NAME)? e
1 THROUGH 12 PLETED L (v
ur L_f(t OR SEASONS YEARS. RECORD DAYS IF it S U s
WINTER =24 WRITE LESS THAN 1 o G &
SPRING =22 00'IF MONTH; MONTHS IF b
SUMMER =23 UNDER 1 LESS THAN TWO JestEL gae
(NAME) MONSOON =24 YEARS; OR YEARS. L P zp
AUTUMN =25 el I
DON'T KNOW = 98
o1 MONTH/ AGE IN LINE NUMBER| DAYS ... 1 HOME 1 | YES.... 1
SING 1] BOY 1| SEASON YES..1| YEARS | YES.... 1 ADD <
YEAR MONTHS 2 HOSP 2| BIRTH
MULT 2| GIRL 2 NO...2 s 2 NO..... 2
ik (GOTO222) | YEARS..3 OTHEF 6 NEXT <
DONT KNOW 9998 220 BIRTH
02 MONTH/ AGE IN LINE NUMBER| DAYS 1 HOME 1 | YES .. .. 1
SING 1] BOY 1| SEASON YES..1 | YEARS | YES.. ADD <
YEAR MONTHS 2 HOSP 2| BIRTH
MULT 2] GIRL 2 NO...2 NO..... 2 NO..... 2
i} (GOTO222) | veams..3 oTHEF6 | NExT <
DONT KNOW 9998 220 BIRTH
03 MONTH/ AGE IN LINE NUMBER| DAYS... 1 HOME 1 | YES.... 1
SING 1]BOY 1| SEASON YES..1| YEARS | YES.... 1 ADD <
YEAR MONTHS 2 HOSP 2| BIRTH
MULT 2 GIRL 2 NO...2 N e 2 NO..... 2
l (GOTO222) | YEARS..3 OTHEF 6 NexT <
DONT KNOW 9988 220 BIRTH
04 MONTH/ AGE IN LINE NUMBER| DAYS... 1 HOME 1 | YES.... 1
SING 1] BOY 1| SEAsON YES..1| YEARS | YES.... 1 ADD <
YEAR MONTHS 2 HOSP 2 | BIRTH
MuLT z|amRL 2 NO...2 NO. s 2 NO..... 2
1 (@0 TO222) | YEARS..3 OTHEF6 | NExT <
DON'T KNOW 9998 220 BIRTH
05 MONTH/ AGE IN LINE NUMBER| DAYS... 1 HOME 1 | YES.... 1
SING 1]BOY 1| SEASON YES..1| YEARS | YES.... 1 ADD -
YEAR MONTHS 2 HOSP 2 | BIATH
MULT 2jGiAL 2 NO...2 NO..... 2 NG s 2
l (GOTO222) | YEARS..3 OTHEF 6 NEXT <
DON'T KNOW 9998 220 BIRTH
* IN CASE OF WOMEN WHO HAVE GIVEN BIRTH TO ONE OR TWO CHILDREN ONLY ; ASK FOR FIRST BIRTH "WERE THERE ANY OTHER
LIVE BIRTHS BETWEEN (NAME) AND YOUR (FIRST) MARRIAGE? PLEASE ADD BIRTH(s) IN TABLE.
223 Have you had any live births since the birth of (NAME
OF LAST BIRTH)? L I — 1
‘dglj;!-f-ai)dgén;—ﬁ’fiﬁﬁlf(rt(é'-—djf)g T e 2
> ..
s Uede etz Sis 3 mtin
IF YES, WRITE BIRTH(S) IN TABLE
224 CHECK: 215 FOR EACH BIRTH : MONTH AND YEAR OF BIRTH ARE RECORDED.
CHECK: 217 FOR EACH LIVING CHILD: CURRENT AGE IS RECORDED.  .ovvree oo
CHECK: 220 FOR EACH DEAD CHILD: AGE AT DEATH IS RECORDED.  ...oouviiie e
CHECK: 220 FOR AGE AT DEATH 12 MONTHS OR 1 YEAR: PROBE TO DETERMINE EXACT
NUMBEROF MONTHE. . 1 e v ooiriomirnens orim mivisimms oreimis s yiosstiie soms o181 s e St 66 S oo a5 5edsis
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
225 Are/were any of your children suffering mental YRR cas o amanr s amaassns e TS 1
or physical disability at birth? Y. oo s e oo s s s 2
- a9 - -
Lyt Flag o Al (e Lo TY
WL snir L
226 Are you pregnant now?  j L7 SR RS [ 1
?u_:_j.t,‘fz_-,l'._,T W 1 —— 2
& UNSURE. e sniics 8 229
227 How many months pregnant are you?
T bocs W _g,T MONTHS Sy el et
228 At the time you became pregnant did you want to become THEN: cusmmiseesisaearasdsias: 1
pregnant then, did you want to wait until later, or did you not want
to have any (more) children at all? TR oo msiniRin i smma s e i 2
-~ - - v - e r s -
L= {5 L =i b 1o
ﬂLJM{fJJ?w‘?‘wi" Sl adbely HOTATALL, srimimnssessevimsss 3
sSSP OIS Tin
229 Have you ever had a pregnancy that miscarried, was aborted, WES oot iep s B IR 1
or ended in a stillbirth?
ﬂh,ﬂgy,fﬁ"é__,ﬂgmduﬁrgg - - [SURRA 2 [—>231
tdn 8y
230 How many pregnancies have you had that did not result in a
live birth. How many of these pregnancies were miscarried, NUMBER OF MISCARRIAGES
aborted or ended in a still birth?
1 vl L, & - R OF ABORTIONS  .....
?ndn.;J"l{.;Jé;a}Jgf; ngd"’d__léf.., ] MRS =
?Lﬁ,{g”/é ZQL&/‘J"’Z& . ﬁufgc-—uful NUMBER OF STILLBIRTHS  .....
IF 7 OR MORE, RECORD '7".
231 When did your last menstrual period start?
a DAYS AGD .viuvenusenns 1
S lnl s f ARSI YT
) WEEKSAGO .......... 2
MONTHSAGO ........ 3
(DATE, IF GIVEN) YEARSAGO .......... 4
IF LESS THAN A WEEK, RECORD DAYS, IF ONE WEEK AND IN MENOPAUSE/
LESS THAN ONE MONTH RECORD WEEKS. HAS HAD HYSTERECTOMY ... 994
IF ONE MONTHA AND LESS THAN A YEAR RECORD
MONTHS, IF YEAR OR MORE RECORD YEARS. BEFORELASTBIRTH .....ccc00ns 995
NEVER MENSTRUATED ......... 996
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SECTION 3. PREGNANCY, LAB@UR/DELIVERY AND P@STNATAL CARE

301 CHECK 208:  ONE OR MORE [ NOLVEBRTH [ | _  s01
LIVE BIRTHS
302 ENTER IN THE BIRTH NUMBER, NAME, AND SURVIVAL STATUS OF LAST BIRTH
Now | would like to ask you some questions about the health of your Last child born since January 2003.
Sty Lite s L& GHL_TAI
303 BIRTH NUMBER FROM 212 LAST BIRTH
BIRTH NO.
304 FROM 212 AND 216 NAME
LIVING DEAD l,_l
305 At the time you became pregnant with (NAME), did you want to THEN consusvnass 1
become pregnant then, did you want to wait until later, or did (SKIP TO 307#—1
ycu not want to have any (more) children at all? V4 | =, PR——— 2
G A LT Sl T IS 16U e £ LT (p ) NOT AT ALL ...... 3
WEAEPIS SUENIT it pdy Vo S (SKIP TO 307)e—]
306 How much longer would you have liked to wait?
P ~ MONTHS . 1
WG L s T
YEARS ..2
DON'T KNOW . .. 998
307 Did you see anyone for antenatal care for this pregnancy? HEALTH PERSON
L oG el P T DOCTOR........ A
g NURSE/MIDWIFE/
wWwAis, L LHV  oeonnnnn. 8
OTHER PERSON
IF YES: =, DALTBA  ...... e
Whom did you see? -4 ,4:&/ LADY H. WORKER D
HOMEOPATH .... E
- HAKIM .......... F
Anyone else? AN g = ufuj DISPENSER /
COMPOUNDER .. G
OTHER X
PROBE FOR THE TYPE(S) OF PERSON(S) AND RECORD THE (SPECIFY)
ALL MENTIONED. NOONE ;. ivavenns b i
(SKIP TO 313)e—
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LAST BIRTH

NO. QUESTIONS AND FILTERS NAME
308 Where did you receive antenatal care for this pregnancy? HOME
b s o YOURHOME .... A
el i |
Bl Sl OTHER HOME.... B
oW I [Ultf PUBLIC SECTOR
= GOVT.HOSPITA.. C
RHC/MCH ...... D
BHU/FWC ...... E
Anywhere else? S S L’ OTHER PUBLIC
F
(SPECIFY)
FOR ANY HOSPITAL, PRIVATE MED. SECTOR
HEALTH CENTRE, OR CLINIC, PVT. HOSPITAL/
WRITE THE NAME OF THE CLINIC........ H
PLACE. PVT.DOCTOR 1
HOMEOPATH .. J
DISPENSER /
(NAME OF PLACE(S) COMPOUNDER .. K
OTHER PRIVATE
PROBE TO IDENTIFY TYPE(S) MED. L
OF SOURCE(S) AND RECORD (SPECIFY)
ALL MENTIONED. HAKIM . ......... M
OTHER X
(SPECIFY)
309 The first time you went for antenatal care did you go
because you had a problem or did you go just for a check-up? FOR PROBLEM ...... 1
s 25 R T
ST AAEL g v BT FOR CHECK-UP ONLY 2
?fd’a‘..l/_, IR Gl T Gt
310 How many months pregnant were you when you first received
antenatal care for this pregnancy? MONTHS. ..
S TS 17 6t § UG o T
e R 1.0 Wi DON'T KNOW .. ... 98
e nLE
3N How many times did you receive antenatal care during this NUMBER
nancy? 3. OF TIMES
preg 4 a_ufa_..,TguuLJ"Jl
S S ! DON'T KNOW ...... 98
312 As part of your antenatal care during this pregnancy, were any of the following
k least ? - -
measures taken at least once -:v”énr'-ééh'-’ ﬁulwé J;J!
. I
= &’ i YES NO
Were you weighed? W Vb T WEIGHT ... 1 2=
L 48 5 ol
Was your blood pressure measured? - &, - B.PRESSURE 1 2=
- P SR, 2 T
i i ? - . - URINE ..... ;| 2—
Did you get a urine test ‘-'lt_ls),..'f:“b/.,.L“:;.d...:lg
Did you get a blood test? o l.v(_’/:b'ufi_._»l'if BLOOD ... 1 2=
- - T -
Did you have an ultra sound exam? U/SEXAM . 1 2—

0 il T

(SKIP TO 314) 4 —
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LAST BIRTH
NO. QUESTIONS AND FILTERS NAME
313 Why didn't you see anyone for an antenatal check-up? NOT NECESSARY ... A
COSTSTOOMUCE.. B
5 . " TOOFEAR cosemen= c
L LI/ NG Sy NO TRANSPOR1.... D
5ol 7 NO ONE TO GOWITH E
o
Iy, SERVICE NOT GOOD F
NOTIMETOGO ... G
CIRCLE CODES ALL MENTIONED. DID NOT KNOW
WHERETOGO .. H
DID NOT WANT TO SEE
AMALE DOCTOI.. |
LONG WAITING TIME J
NOT ALLOWED TO GO.
K
OTHER
X
314 Do you know your blood group? NES o wnamains 1
e, ki
e ST S 2
315 When you were pregnant with (NAME), did anyone talk to you about how to have
a safe delivery? | mean things like using a safe delivery kit or a a clean blade to YES i dndivaiisg 1
cut the baby's cord or asking the person who helps you to wash their hands?
2 " X 2 o NE: somcnmmaamans 2
ﬁj;ic}ﬂu_}ll;‘glﬁ'ﬂ 14 f:’u-;,J- b (r )-.‘-— e
sl s - " » DONTKNOW ... ... 8
Fihobd £2 6 JeweUud L Ficte Fn
L Ay Sl S E s e
316 During this pregnancy, were you given an injection in the buttocks or your arm YEE..ouiivamas 1
to prevent the baby from getting tetanus, that is, conwulsions after birth?
P NO sz aieines 2
LSod LLE P bie (SKIP TO 318) +—]
W OE Ll "’.15.";‘ Tolss DONTKNOW .. .... 8
317 During this pregnancy, how many times did you get this tetanus injection?
? TMES s
& LT wunl Fu
TP R Vi DON'T KNOW ........ 8
317A Before this pregnancy, how many years ago did you receive that tetanus injection? YEARS
= AGO ...
?l;_':o'%dbf—(.g. érilf:_ Crg i Fun
318 During this pregnancy, were you given or did you buy any iron WEB conounmmnmiss 1
tablets or iron syrup?
WS T uml S MO i i o 2
- i Ju (SKIP TO 320) «—
SHOW TABLETS/SYRUP. WAL LT B s f DON'T KNOW . . ..., 8
o T = s = &
319 During the whole pregnancy, for how many days did you take the
tablets or syrup? DAYS ..
U)é‘—.(d._#- fubué,.ﬂfr v J;
. » i DIDN'T TAKE ... 997
IF ANSWER NOT NUMERIC, ASK S E’Jb*‘l;f./_uyf
FOR APPROXIMATE NUMBER. DON'T KNOW . .. 998
320 During this pregnancy, were you given or did you take calcium YES woivmiiemus i 1
tablets? n
Suw, J(ﬁ’f..‘,ﬂ_/u P g NO oo, 2
&, s ks @ (SK!PTO322)‘—|
Tl e
Bl »V-; DONTKNOW .. . ... 8
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LAST BIRTH
NO. QUESTIONS AND FILTERS NAME: U — -
3N During the whole pregnancy for how many days did you take the
tablets? DAYS .. oo
o8 L Toml apil f DIDN'T TAKE .. 997
B egusls DON'T KNOW ... 998
322 During this pregnancy, did you have difficulty with your vision L - 1
during daylight?
sl sl T Vsl Jn o 2
06 Uukeds e DON'T KNOW 8
323 During this pregnancy, did you suffer from night blindness MBS oopsmestpamits 1
[Punjabi=andirata] - i
L AT S NO 2
(NGBS L DONTKNOW . . .. 8
324 When you were pregnant with (NAML), did you have any of
the following problems?: = ,-u';oﬁ"/g(r BB il T
R Bk g
" YES NO
Severe headaches? Shytsss qf‘{" ....... 1 2
Blurred vision? ¢ Db"u,.;.,. ....... 1 2
Swelling of your hands? ot s s /u:iy ....... 1 2
- v
Swelling of your face? ?lﬁp,_d’y{,‘:‘: ..... 1 2
Vaginal bleeding /spoting oL el yi Tuse e} 1 &
Fits or conwulsions? Eo b B e 1 2
% £
Epigastric pains? Tl L2 L sy PPE N 1 2
325 CHECK 324: ANY YES ALL NO
‘—l (SKIP TO 331)
326 Were any of these problems so severe that you were afraid VES ovvwnnninm v 1
you might die? e i
/h’af‘:_r.?;Jgf-:\;q_/n"h;" yd;&ﬁde'g NG s s 2
St e I TL nin 5, DO NOT REMEMBER 8
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LAST BIRTH

NO. QUESTIONS AND FILTERS NAME
327 Did you seek advice or treatment for the problem(s)? HEALTH PERSON
LJ’Z:..JJWUI.‘_._,TU’ IJOCT(_)R. e AN
- /i NURSE/MIDWIFE/
LB T thed BV e B
IF YES: OTHER PERSON
DALTBA  ...... o
Whom did you see? e A r ¢ LADY H. WORKER D
= "{I- ‘/' HOMEOPATH ... E
" HAKIM .. ........ F
Anyone else? “Jffj Lzslu’:sllﬁf_ul DISPENSER /
¥ COMPOUNDER ... G
OTHER X
(SPECIFY)
PROBE FOR THE TYPE(S) OF
PERSON(S) AND RECORD NOONE .......... Y
ALL MENTIONED. (SKIP TO 330}« I
328 Where did you seek treatment for the problem(s)? HOME
- . - YOURHOME .... A
¢ 5 .
G e U A T OTHER HOME ... B

PUBLIC SECTOR
GOVT. HOSPITAL  C
Anywhere else? W b e by RHC/MCH . ... n
- BHUFWC ... P

OTHER PUBLIC
PROBE TO IDENTIFY TYPE(S) F

OF SOURCE(S) AND RECORD (SPECIFY)
ALL MENTIONED. PRIVATE MED. SECTOR
PVT. HOSPITAL/
CLINIC........ H
PVT.DOGTOR ... |
HOMEOPATH ... J
DISPENSER /
COMPOUNDER ... K
T L
OTHER PRIVATE
MED. M
(SPECIFY)
OTHER %
| (SPECIFY)
329 How long after you first started having the (first) problem did you
seek advice or treatment? HOUR!.. .1
o fEL 0 s L M "
IF LESS THAN ONE DAY, - o ’
RECORD HOURS IF LESS AT LA Lol WEEK:! .. ..3
THAN ONE WEEK, RECORD
DAYS. IF MORE THAN ONE DON'T REMEMBEF ... 298
WEEK, RECORD WEEKS. (SKIP TO 331)
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LAST BIRTH
NO. QUESTIONS AND FILTERS NAME
330 Why didn't you see anyone for the problem(s)? NOT NECESSARY ... A
COSTSTOOMUCE.. B
Ll Lpwl e TOO FAF ....coommme ©
. NO TRANSPOR1 ... D
Ay, NO ONE TO GO WITH E
SERVICE NOT GOOD F
NOTIMETOGO ... G
DID NOT KNOW
RECORD ALL MENTIONED. WHERETOGO .. H
DID NOT WANT TO SEE
A MALE DOCTOR |
LONG WAITING TIME J
NOT ALLOWED TO GO.
................. K
OTHER___ X
(SPECIFY)
a When (NAME) was born, was he/she very large, larger than VERY LARGE ...... 1
average, average, smaller than average, or very small? LARGER THAN
- - " AVERAGE ...... 2
K2 bt 1812 boleld 1615 2 S Fn g (p ) AVERAGE ........ 3
- & " SMALLER THAN
0 1 e 15 b S 12 AVERAGE ...... 4
VERY SMALL ...... 5
DONTKNOW ...... 8
332 W ho assisted with the delivery of (NAME)? HEALTH PERSON
= . a7 DOCTOR.coiwas A
Yl SEALS() NURSE/MIDWIFE/
Anyone else? LN wovsamns B
Wallpgyy | CTREERRM
PROBE FOR THE TYPE OF LADY H. WORKER D
PERSON AND RECORD ALL HOMEOPATH E
MENTIONED. HAKIM . ......... F
RELATIVE/FRIEND
IF RESPONDENT SAYS NO ONE (NOTADAIl).... G
ASSISTED, ASK IF ANY OTHER X
ADULTS WERE PRESENT AT (SPECIFY)
THE DELIVERY. NOONE .......... Y
333 Where did you give birth to (NAME)? HOME
e e YOURHOME .... 11
SO () (SKIP TO 338)
IF SOURCE IS HOSPITAL, OTHER HOME.... 12
HEALTH CENTER, OR CLINIC, PUBLIC SECTOR
WRITE THE NAME OF THE GOVT. HOSPITAL 13
PLACE. PROBE TO IDENTIFY RHC/MCH ...... 14
THE TYPE OF SOURCE AND OTHER PUBLIC
CIRCLE THE APPROPRIATE 15
CODE. (SPECIFY)
PRIVATE MED. SECTOR
PVT. HOSPITAL/
(NAME OF PLACE CLINIC........ 16
OTHER PRIVATE
MED. 17
(SPECIFY)
OTHER 96
(SPECIFY)
(SKIP TO 338)<—J
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NO.

LAST BIRTH

QUESTIONS AND FILTERS NAME
334 Before you were discharged after (NAME) was born, did any health B v i e 1
personnel check on your health?
3 o NO sosvivicin.. g
- ™ ! [ * =
ML U’rlzfééc.gc._dc.-ﬁu LL)JA_;J(( ) (SKIP TO 337) y
NS A
335 How many hours, days or weeks after delivery did the first check
take place? HOURS 1
b Dol L R;
i il & DAYS 2
IF LESS THAN ONE DAY, - e
RECORD HOURS. - WEEKS 3
IF LESS THAN ONE WEEK,
RECORD DAYS.
IF MORE THAN ONE WEEK, DONTKNOW ... 998
RECORD WEEKS.
336 Who checked on your health at that time? HEALTH PERSONNEL
DECTOR isicns L
LS Gk= S By NURSE/MIDW IFE
o 5 LHY i 12~
Y OTHER PERSON
DA-TBA........ 13 -
LADY HWORKER 14 —
PROBE FOR MOST QUALIFIED HOMEOPATH .... 15 -|
PERSON. HAKIM . ......... 16 —
OTHER 96 —
(SPECIFY)
(SKIP TO 351) +——
337 After you were discharged, did any health care provider or G T T 1
a traditional birth attendant check on your health? (SKIP TO 344)«—!
SR L Ll e Joir
- e T NE oot i 2
WL R
BB TG 8 & (SKIP TO 351)«—
338 Why didn't you deliver in a health facility? COST TOOMUCH .. A
FACILITY NOT OPEN .B
S JorsE T TOO FAR/ NO TRANS-
i b PORTATION ...... c
UL e DON'T TRUST
PROBE: i i FACILITY/POOR
Any other reason? QUALITY SERVICE D
Coalind NO FEMALE PROVID-
: ER AT FACILITY .. E
HUSBAND/FAMILY
RECORD ALL MENTIONED. DID NOT ALLOW. . F
NOT NECESSARY .. G
NOT CUSTOMARY .. H
NO TIME/ BABY
CAME TOO FAS .. |
OTHER
(SPECIFY) X
339 Was a safe delivery kit used during this delivery? MBS s o e 1
S L sy =5 3

i

DOES NOT KNOW .... 8
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LAST BIRTH

NO. QUESTIONS AND FILTERS NAMLE o
340 What was used to TIE the umbilical cord? UNBOILED THREAD 1
7o s BOWLED THREAL.. . 2
U1zl e s (U WASHED CLAMPS ... 3
UNWASHED CLAMPS 4
BBAIR oo 5
OTHER 6
341 What was used to CUT the umbilical cord? NEW RAZOR BLADE 1
OLD RAZOR BLADE 2
A Jezud L2 g(Js SCISSORS 3
), 2 < — 4
TOKA, CHOPPEL.... 5
OTHER 6
342 Was the instrument boiled before using or not boiled? BOWED .......... 1
B i o e NOT BOILED ...... 2
Wy i DONT KNOW . .. 8
343 After (NAME) was born, did any health care provider or
a traditional birth attendant check on your health? ot YEB.. woon smpumvaas ¥
G L ES VLl Al
e P NO .......... | 2
‘.‘ut_g.;l_.gs’..—fgf.{ b (SKIP TO 347)¢ |
344 How many hours, days or weeks after delivery did the first check
take place? HOUR! ... 1
TP T &
= DAYS .. 2
Sttt e ¥
IF LESS THAN 1 DAY, RECORD WEEK: ... 3
HOURS. IF LESS THAN 1 WEEK, L
RECORD DAYS,; IF ONE WEEK OR
MORE, RECORD WEEKS. DON'T KNOW . .. 998
345 Who checked on your health at that time? HEALTH PERSONNEL
DOCTON ..uvawss 11
- i - o NURSE/MIDWIFE
¢ el e T 1
SUL U BE TSy e 12
OTHER PERSON
DALTBA........ 13
PROBE FOR MOST QUALIFIED LADY HWORKER 14
PERSON. HOMEOPATH . ... 15
HAKIM ... .. 16
DISPENSER /
COMPOUNDER .. 17
OTHER 96
(SPECIFY)
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LAST BIRTH
NO. QUESTIONS AND FILTERS NAME o
346 Where did this first check take place? HOME
YOURHOME ... 11
AU NGl o OTHER HOME . ... 12
T S e PUBLIC SECTOR
IF SOURCE IS HOSPITAL, GOVT. HOSPITA .. 13
HEALTH CENTER, OR CLINIC, RHC/MCH ... . . 14
RECORD THE NAME OF THE BHUFWC ...... 15
PLACE. PROBE TO IDENTIFY OTHER PUBLIC
THE TYPE OF SOURCE AND 16
CIRCLE THE APPROPRIATE (SPECIFY)
CODE. PRIVATE MED. SECTOR
PVT. HOSPITAL/
CLINIC........ 17
(NAME OF PLACES) OTHER PRIVATE
MED. 18
(SPECIFY)
OTHER 96
(SPECIFY)
347 In the two months after (NAME) was born, did any health
care provider or dai or a LHW or hakim check on his/her health? YES i cns smaamine ¥
r"-‘_)::;’f‘ dy‘JI’J'Jerng”LJJI&J(r -} MO s 2
SKIP TO 351)<-
SN AR PSS DON('T KNOW .. .. .. 8
348 How many hours, days or weeks after the birth of (NAME) did the
first check take place? HOUR! .. 1
KCp V™ s 50
IF LESS THAN ONE DAY, _ DAYS .. 2
RECORD HOURS. IF LESS THAN TGl g
ONE WEEK, RECORD DAYS. IF WEEK..3 [ | |
ONE WEEK OR MORE, RECORD
WEEKS. DON'T KNOW . .. 998
349 Who checked on (NAME)'s health at that time? HEALTH PERSONNEL
DOETOM ... - b3
_{,u& KJJ(F Y= Nﬁ:?FJMIDWIFE =
- is g OTHER PERSON
- DA-TBA........ 13
PROBE FOR MOST QUALIFIED LADY HWORKER 14
PERSON. HOMEOPATH .... 15
KM imiinsiss 16
OTHER 96
(SPECIFY)
350 Where did this first check of (NAME) take place? HOME
YOUR HOME .. . 11
- OTHER HOME . . .. 12
WL e () PUBLIC SECTOR
GOVT. HOSPITAL 13
IF SOURCE IS HOSPITAL, RHC/MCH . .... 14
HEALTH CENTER, OR CLINIC, BHU/FWC ...... .15
RECORD THE NAME OF THE OTHER PUBLIC
PLACE. PROBE TO IDENTIFY 16
THE TYPE OF SOURCE AND (SPECIFY)
CIRCLE THE APPROPRIATE PRIVATE MED. SECTOR
CODE. PVT. HOSPITAL/
CLINIC... ..... 17
OTHER PRIVATE
(NAME OF PLACE) MED. 18
(SPECIFY)
OTHER 96
(SPECIFY)
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LAST BIRTH
NO. QUESTIONS AND FILTERS NAME
351 In the first two months after delivery, did you receive a
vitamin A dose like this? Sl LT bndl £ & YES o sz 1
SHOW AMPULES/CAPSULE/SYRUP. 2 2§t L NO ..o 2
352 Has your menstrual period returned since the birth of i YES .. .vvieeeinnnn 1
(NAME)? os, 9l Tl Pl S () (SKIP TO 354)4—
53 [, . /N g — 2
Sldoels o Tl
353 For how many months after the birth of (NAME) did you not have
a period? !;'Tfiﬁé_:iz-féu‘j'ﬁt;(r') MONTHS . ..
td 7 Sl DON'T KNOW . .. ... 98
354 Did you ever breastfeed (NAME)? YES s s A
H Ao 7)’( I NEY s s |
ok i AR (SKIP TO 362)4—
355 How long after birth did you first put (NAME) to the breast?
. = b af
-f.lﬂév U’!./:U;ZUJU_GJ(;"‘) IMMEDIATELY ... 000
IF LESS THAN 1 HOUR, o5 i ’
RECORD ‘00 HOURS. W hamile
IF LESS THAN 23 HOURS, HOURS 1
RECORD HOURS.
OTHERWISE, RECORD DAYS. DAYS 2
356 Did you give the (NAME) the thick milk (colostrum) that comes GAVE COLOSTRUM 1
first or did you discard it? % o
oo besl(p VTS DISCARDED T .... 2
Wil T 6 e D6k DO NOT REMEMBER 8
357 In the first three days after delivery, was (NAME) given YES vnvnwamomsnsn 1
anything to drink other than breast milk? 2 «f
. Lol It uh3dL il Fig - —— 2
ﬂ;_u(é_ ul‘J:u e 211 (SKIP TO 358)
358 What was (NAME) given to drink? MILK (OTHER THAN
PR § BREASTMILK) .. A
HeLa e PLAIN WATER .... B
Anything else? HONEY OR SUGAR
= WATER ... .... C
[ .
R ANy GHEE, BUTTER .... D
FRUITJUIC........ E
INFANT FORMULA . F
RECORD ALL LIQUIDS GHUTEE .......... G
MENTIONED. GREENTE/........ H
OTHER X
(SPECIFY)
359 CHECK 303: LIVING DEAD
IS CHILD LIVING?
(SKIP TO 361)
360 Are you still breastfeeding (NAME)? ¢ = - 1
T (SKIP TO 362) ¢—1
S am (e DA TY NO oo, 2
361 For how many months did you breastfeed (NAME)?
MONTHS. . . l
TF Jjj-ljr( *)é ZA._.-.-T
IF LESS THAN ONE MONTH, S el B ¥
RECORD '00' DON'T KNOW . .. 98
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NADHS-2008

NO.

QUESTIONS AND FILTERS

LAST BIRTH

Did (NAME) drink anything from a bottle with a nipple yesterday
or last night?

€ Sy
‘-’l;g.f::—- Sudnk

NAME

362 CHECK 303: LIVING DEAD

IS CHILD LIVING? £ l

(SKIP TO 401)
363 Yesterday or last night, did (NAME) drink or eat: , "
Y WLuss 244%
YES NO DK
Plain water? fd ol WATER .. 1 2 8
- r

Baby formula or other milk? Tl amu*drf_awdlsgié’wf MLK ... 1 2 8

Juice, soda, tea, rice water? ?Q(d,)@\!wjﬂ;ff—k-'fﬂdﬁ JUICE/SODA 1 2 8

Any mushy or solid food? OB P i fg FOOD... 1 2 8
364

1, =2 1
[0 2
DON'T KNOW ... .. 8
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SECTION 4. CHILD VACCINATION, HEALTH AND NUTRITION

401 CHECK 208: ONE OR MORE NO LIVE BIRTH {:1_, 501
LIVE BIRTHS
401A| ENTER IN THE BIRTH NUMBER, NAME, AND SURVIVAL STATUS FOR LAST LIVE BIRTH .
LAST BIRTH
402 | BIRTH NUMBER FROM 212
BIRTHNC ........
NAME
403 | FROM 212 AND 216
LIVING 1:‘ DEAD [:l
404 Do you have a card where (NAME'S) vaccinations are written down?
L3 LTy YES SEEN woveiusies 1
IF YES: PN T WP
b YES, NOT SEEN ........ 2
S LKL F .
G s IS (SKIP TO 407)
May | see it please? " ”
Sum o e 1 Y NOGARD ....ooooon... 3
405 | (1) COPYDATE OF BIRTH IF GIVEN. IF NOT ON CARD, LEAVE IT BLANK.
(?2) COPY VACCINATION DATE FOR EACH VACCINE FROM THE CARD.
(3) WRITE '44' IN ‘DAY’ COLUMN IF CARD SHOWS THAT A VACCINATION WAS GIVEN, BUT NO DATE IS RECORDED.
LAST BIRTH
DAY MONTH  YEAR
BIRTH
BCG
POLIO 0 (POLIO
GIVEN AT BIRTH)
POLIO 1
POLIO 2
POLIO 3
DPT 1
DPT 2
DPT 3
HBV 1
HBV 2
HBV 3
MEASLES
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LAST BIRTH
INO. QUESTIONS AND FILTERS NAME _ sl
1406 Has (NAME) received any vaccinations that are not recorded on this card NES i s sy 5 1
including vaccinations received in national immunization day campaign (PROBE FOR +———!
il VACCINATIONS AND
RECORD ‘YES' ONLY IF V2 Fo il S o WRITE '66' IN THE
RESPONDENT MENTIONS BCG, LY fb’u’zéf 5 - CORRESPONDING
POLIO 0-3, DPT 1-3, HBV 13, OR $8J o Ut DAY COLUMN IN 405)
MEASLES VACCINES. LJ}..EU-;G?U:JLK tft_fu:‘?l-/fzif (SKIP TO 409) +——
Lz 0L he B NO ..o 12
i o (SKIP TO 409) <—
—udedio s g2 DONTKNOW ....... 8
407 Did (NAME) ever receive any vaccinations to prevent him/her
from getting diseases, including vaccinations received in a h 1= - 1
national immunisation campaign?
L;Jlg._.z_ﬁ__ljf:g?'l}?éf&r_iﬁ!tf-c-ugzhgi_((")L_f ¥ S 2
by . —_ (SKIP TO 410) <]
S B L L b LFSISuLS
; DONTKNOW . .. .. .. 8
408 Please tell me if (NAME) received
any of the following vaccinations:
WL e N0 piunz e B 28 il (02
408A A BCG vaccination against tuberculosis, that is, an injection j = GO —
in the arm or shoulder that usually causes a scar?
!J_c-fﬂ_ljﬂrﬁddd-éiyéqd NO..AZ
- TeruSLigabrea Loulie g S DONTKNOW ... .. .. 8
4088 Polio vaccine, that is, drops in the mouth? NES i cmwmwsmms smrm 1
N & esemmes wres 2
&Lz e Sy (SKIP TO 408E) «- |
DON'T KNOW ... .. ..
408C Was the first time polio drops were received in the first 2 weeks FIRST 2 WEEKS. . . .. 1
after birth or later? %J,'.Lj,#‘__/g‘g,g{_,_‘_};g
i LATER . ... ... ....... 2
Caurl L u;ku_éc Li&u: e
408D How many times was the polio vaccine received?
" 3 . NUMBER
‘-‘Léf—*&h‘-é/”é'”&é’; OF TIMES ....... D
IF 7 OR MORE TIMES RECORD 7
408E A DPT vaccination, that is, an injection given in the thigh or
buttocks,( sometimes at the same time as polio drops)? 1 R 1
= O e e Ot S oz G ¢3gusy - R — 2
(SKIP TO 408G) {
DON'T KNOW .. ... .. 8
408F How many times was a DPT vaccination received?
B0, FLF Py DPTAY 3 —
/6. 588 ERTOg OF TIMES .......
408G A hepatitus HBV vaccination, that is an injection given in the thigh or
buttocks, sometimes at the same time as polio drops? YES:unawsvaimans 1
S 0L L u ol & WL HBY $rd81 (U )bk _— 5
SAE LE B S D5 sl (SKIP TO 4081) «+—]
BL b Plige dynsies DONT KNOW . .. .. 8
408H How many times was an HBV vaccination received?
5 = P s NUMBER
o 3 e . » &
G 6. FG Foeigc ui IGEHBY $38) AR D
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LAST BIRTH
INO. QUESTIONS AND FILTERS NAME
4081 An injection to prevent measles? WES i s sRay § 1
. MO o s i simrsid 2
oy i PRSPy DONTKNOW ... ... 8
409 Did (NAME) ever receive a polio vaccine (drops in the mouth)
during a national immunisation day campaign?
Ll gl @88 g e Ly e (e W YES....ooonnn 1
tE g (Ul bl Bt o2)e W@ o 2
IF YES, CHECK 4050R 408D IS 1 OR MORE.
410 Has (NAME) ever received a vitamin A dose like this? YES.......... 1
¢ NO .......... .... 2
| LANL IS
SHOW VIT.A CAPSULES. DONT KNOW .. ..... 8
e Wil
411 Has (NAME) had diarrhea in the last 2 weeks? YES. . .. comieme s 1
NG e ssanssmmassomEaes 2
&z TernfuH 25/ (Y (SKIP TO 423)  +—
DONTKNOW ....... 8
412 Was there any blood in the stools? =x o i f 1 RI——————— 1
W TusfLLll e L —— 2
DONTKNOW .. ..... 8
413 Has (NAME) had diarrhea in the last 24 hours ? YES. o vvmsitsiigss 1
2 . NE o e e 2
(A Fe I .
e '*”L}:‘J’IZ‘M‘;"((F W (SKIP TO 415) +—]
DON'T KNOW . ... .. 8
414 How many times did (NAME) pass stool in the last 24 hours ?
NUMBER OF
12 T..-:/:.-;J(f‘:):u}; 24 g‘_;f(r =) R
415 Now | would like to know how much (NAME) was given to drink
during the diarrhea.
. Zysssfunpbedt o
_.-.{— U-"’g_.é 4.;:((( N s
g MUCH LESS ....... 1
Was he/she given less than usual to drink, about the same
amount, or more than usual to drink?
- . SOMEWHAT LESS . 2
dmﬂwuwy’_;ﬁ’.{_ & %JLW& Q:’J(l‘f(r )E-r
& . - ABOUT THE SAME . 3
0" t_f_:u_)fc_u!:(&_(,(d’
MORE ............. 4
IF LESS, PROBE: S L ydrba iy
Was he/she given much less NOTHING TODRINK .. 5
than usual to drink or somewhat _t?gf_,f.-,/.é_.é.;;
less? . 3 DONTKNOW ....... 8
B L1
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LAST BIRTH
NO. QUESTIONS AND FILTERS NAME
416 When (NAME) had diarrhea, was he/she given less than usual to
eat, about the same amount, more than usual, or nothing to eat? MUCHLESS ....... 1
S bl Udbpbae IWIE 2 Tar 5/ () oa SOMEWHAT LESS 2
S o B s 50 L £ L ABOUT THE SAME . 3
W LA ELL LSk MORE . 4
IF LESS, PROBE:
STOPPEDFOOL... . 5
Was he/she given much less than usual to eat or somewhat less?
: NEVER GAVE FOOD 6
S LE G LUttty
5 DONTKNOW . . ... .. 8
WY LA G e
417 Did you seek advice or treatment for the diarrhea from any source?
YES o sumimanyoi 8 1
Lo Losa gl T
NO ... ... ... . ..... 2
WUk G (SKIP TO 420y¢——
418 Where did you seek advice or treatment?
- . A - PUBLIC SECTOR
Mo BY wey e GOVT. HOSPITAL A
_r RHC/MCH ... ... B
"
BHU/FWC .. ..... Cc
Anywhere else? LADY HWORKER D
S LSkl 1 OTHER PUBLIC
FOR ANY HOSPITAL, E
HEALTH CENTER, OR CLINIC, (SPECIFY)
WRITE THE NAME OF THE PRIVATE MED. SECTOR
PLACE. PVT. HOSPITAL
CLINIC.: o F
CHEMIST i G
(NAME OF PLACE-S) PVT. DOCTOF..... H
HOMEOPATH . .. .. |
DISPENSER /
COMPOUNDER il
PROBE TO IDENTIFY TYPE(S) OTHER PRIVATE
OF SOURCE(S) AND RECORD MED. K
ALL MENTIONED. (SPECIFY)
OTHER SOURCE
SN s s L
HAKIM  ...ccoee M
DALTBA......... N
OTHER X
(SPECIFY)
419 How many days after the iliness began did you first seek advice
or treatment for (NAME)?
L ToesZ L nt st
el e DAYS ...
OV s, WL ()
IF THE SAME DAY RECORD '00'
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LAST BIRTH
INO. QUESTIONS AND FILTERS NAME _
420 Was he/she given any of the following to drink at any time since
h : : ; ._ )
he/she started having the diarrhea: !((r ')-'-a’)(}’(l‘c"!é:Lﬁci;'&/J
A fluid made from a special packet called ORS or Nimkol?
YES NO DK
Jylﬁ' l_J’_:JﬁaJLFL._'.g u"/..{# ]
e FLUID FROM
420A TORS _J#& ORSPKT. 1 2 8
A drink made at home with sugar, salt and water?
; 2 E HOMEMADE
4208 Il S § T FLUD ... 1 2 8
iV
421 Was anything (else) given to treat the diarrhea? WER = v s 1
" JIA. é: & 1 L = t,( NEO .. consmes s 2
Caetdiie A (SKIP TO 423) < |
FF Uz DON'T KNOW . . ... 8
422 What (else) was given to treat the diarrhea? PILLS/SYRUP . ... ... A
» INJECTION . ... ... B
I AV (O S TV e IVDRP ........C
Anything else? HOME REMEDY/
s HERBAL MEDICINE /
Saldosted 1 ISPAGHOL .. .. ... D
RECORD ALL TREATMENTS
GIVEN. OTHER X
(SPECIFY)
423 Has (NAME) been ill with a fever at any time in the last 2 weeks? L 1
= NO ........... ?
S SR UH2EES (W
i DONTKNOW ... .. . 8
Tl
424 Has (NAME) had an illness with a cough at any time in the YES: ciwwsaiivuvsesss 1
last 2 weeks?
'u"::, =5 ,‘,I( 1 Y et b fm— 2
¢ ’U{’iu 245/ (SKIP TO 427) <
tSln et s Ll DONTKNOW .. ..... 8
425 When (NAME) had an illness with a cough, did he/she breathe faster YES ..o ssanwenuae 1
than usual with short, rapid breaths or have difficulty breathing?
PG nerviseacmEiae. 2
P = 3 S ESUTC - (SKIP TO 428) < |
L td L Uhrbnl ISE VT (F Dz
R b it JJ v DON'T KNOW . ... ... 8
(il S SR
426 Were these breathing symptoms due to a problem in the chest or to CHEST ONLY  ..... T
a blocked or runny nose? ) NOSE ONLY ....... e
P P S P S P (a1, (TRTR—— 3 =
"_{‘u:" 'JUJ" OTHER 6 —
e dis 2L S o (SPECIFY)
DON'T KNOW . ...... 8
(SKIP TO 428) -
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LAST BIRTH
NO. QUESTIONS AND FILTERS NAME
427 CHECK 423: YES Nook [ ] | s01
HAD FEVER
428 Did you seek advice or treatment for the liness from any source? G (| = R S S 1
J;;_Ld;lgu;c_gf:'_?.fg - ,
WL Ttk Lass* (SKIP TO 501 j¢——
429 Where did you seek advice or treatment? PUBLIC SECTOR
. iy GOVT. HOSPITAL A
WY e UL T RHCMCH ....... B
Anywhere else?
?L.,.;z:' ”u“_'/_ur! BHU:’FWC ....... C
LADY HWORKER D
FOR ANY HOSPITAL, OTHER PUBLIC
HEALTH CENTER, OR CLINIC, E
WRITE THE NAME OF THE (SPECIFY)
PLACE. PRIVATE MED. SECTOR
PVT. HOSPITAL/
CLINIC ......... 3
PHARMACY. .. .... G
(NAME OF PLACE(S) PVT. DOCTOF. ..., -
HOMEOPATH. .. .. I
DISPENSER /
COMPOUNDER .. J
PROBE TO IDENTIFY TYPE(S) OTHER PRIVATE
OF SOURCE(S) AND RECORD MED. K
ALL MENTIONED. (SPECIFY)
OTHER SOURCE
SHOP ........... L
HAKIM  ......... M
DALTBA......... N
OTHER X
(SPECIFY)
430 How many days after the illness began did you first seek advice
or treatment for (NAME)?
bg W LL atsfie
DAYS wuns
‘-'lﬁ\_)u)‘”sblkz_d’v{_ié(f 3
IF THE SAME DAY, RECORD ‘00"
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SECTION 5. CONTRACEPTION

501 Now | would like to talk about family planning - the various ways or methods that 502 Have you ever used
a couple can use to delay or avoid a pregnancy. /-, g LSk ¥ il e (METHOD)?
& ‘1 " . -4 . - - -
BES O B pFL S SR *u-‘d"'o’f-«fungv e YU Method (7é o T
Which ways or methods have you heard about? 1 - % -
ﬂ;buﬁ;;_&dbinu,ﬂ)‘ﬂ_? [
FOR METHODS NOT MENTIONED SPONTANEOUSLY, ASK:
2 . -
Have you ever heard of (METHOD)? e b, £ Method J" S Y
CIRCLE CODE 1 IN 501 FOR EACH METHOD MENTIONED SPONTANEQUSLY.
THEN PROCEED DOWN COLUMN 501, READING THE NAME AND DESCRIPTION OF EACH
METHOD NOT MENTIONED SPONTANEOUSLY. CIRCLE CODE 2 IF METHOD IS
RECOGNIZED, AND CODE 3 IF NOT RECOGNIZED. THEN, FOR EACH METHOD
WITH CODE 1 & 2 CIRCLED IN 501, ASK 502.
01 FEMALE STERILISATION Women can have an operation YES/SPON ..... 1 Have you ever had an oper-
to avoid having any more pregnancies. YES/PROBED....2 ation to avoid having any
5 N oy O more pregnancies?
Mot V| TR e
- & 5 7 r <
VR LE e Fgbognrds s 0L e
) WS s o s e 1
ME) csrennessnanena 2
MALE STERILISATION Men can have an operation te YES/SPON ... .. 1 Has your husband ever
02 avoid having any more pregnancies. YES/PROBED . ... 2 had an operation to avoid
] N 55 apasina s 31 having any more pregnancies?
; S dun, TR L T
“Uzéifd?{i‘.iéé.;kﬁﬁt;uf{f ,/ VER ‘-‘Jf.-.'«fd;:r'%_l/
NEY. & oo o 2
03 PILL Women can take a pill every day to avoid YES/SPON ..... 1 NES s wnmemm s
becoming pregnant. uyf YES/PROBED . ... 2
e s L 3 MO cnmessasiomssn vie 2
ALl L &e FLES +
IUD Women can have a loop or coil placed inside them YES/SPON ..... 1 WED isiisssisemmpson 1
04 by a doctor or a trained health worker. YES/PROBED ....2
"4 NG o 31 NO coomemsmissntomsms 2
iug&':lﬁjzb; Lsiz e Sz ens 3wl
05 INJECTABLES Women can have an injection by a health YES/SPON ... 1 YES i onvascmwesaun 1
provider that stops them from becoming pregnant - YES/PROBED....2
for one or more months. J’E‘l NEY asoausiiney 31 NB cccusenasessies 2
f'ﬁﬁ;ﬁ:}k’ﬁ_:f;_}_ﬁi U{ijf
e B A N Linse St
06 IMPLANTS Women can have several small rods placed YES/SPON'..... 1 NED s srw ettt 1
in their upper arm by a doctor or nurse which can prevent YES/PROBED. .. .2
pregnancy for one or more years. 31, ;5 A ——— 31 NO ...cnverecnanas 2
S AL ALLL L5 e S35 ES
Er b BN i 1 Lise St G
o7 CONDOM Men can put a rubber sheath on their organ YES/SPON ..... 1 YES e vaviae s smnm 1
before sexual intercourse. -4 YES/PROBED . ... 2
) NO . ormesinne 3 P o e e A i 2
PR A o bl Guur et
- e
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08 RHYTHM METHOD Every month that a woman is sexually YES/SPON ..... 1 YEB . cvsinasviereia 1
active she can avoid pregnancy by not having sexual inter- YES/PROBED .2
course on the days of the month she is most likely to get ND sy 31 L L 2
pregnant. -
3 /6040
WSl st e L nk iu’i.:af-,-—’.uCU;; ufp Ly
-é_[:;lglfc.:"_ﬁ.“wi);’;j{cg;ﬂ&d{:uk'ﬁ:.«/&?
09 WITHDRAWAL, AZAL Men can be careful and Pull out YES/SPON ..... 1 YES  swame v g s 1
before ejaculation. oIS YES/PROBED . . . . 2
< NO' ssnemswies 3 NO suisimmimenan 2
- E e &Z = Bt E Sy b’
10 EMERGENCY CONTRACEPTION Women can take pills up| YES/SPON ..... 1 YES s i i B 1
to five days after sexual intercourse to avoid _ 5 YES/PROBED....2
becoming pregnant. é)()’d'-d‘q NQ 7 omeies 31 NO |, nmmsiios e 2
LZe Sl WL Suupde
B VU S eFesl 15l
1 ' Have you heard of any other ways or methods that YES/SPON ..... 1 WES «. oo mimumsusisnioos wsiwian 1
women or men can use to avoid pregnancy? YES/PROBED....2
& B oo e ssiwis 2
;/_uf;f&a‘_bu:g_J_La_,{-;s_.'-’,'_)»roi.r Y (SPECIFY)
g o 1
{SPECIFY) L g 2
NO s cmmming 3—*
503 CHECK 502:
NOT A SINGLE AT LEAST ONE =]
"YES® "YES® ik
(NEVER USED) (EVER USED)
504 " Have you ever used anything or tried in any way to delay or avoid b T i
getting pregnant?
Z'gﬁuwf“q-_tJTJ_)dJr_JJWLdeJ{i-77kr L 2 —»515
e
505 What have you used or done? “_fUF"‘L"-_’)_,&ZJ{Jﬁ-yT
CORRECT 502 AND 503 (AND 501 IF NECESSARY). E
506 CHECK 104: {
CURRENTLY MARRIED WIDOWED, DIVORCED OR
F] SEPARATED D_— e e LS BG
507 CHECK 502 (01):
WOMAN NOT WOMAN |
STERILISED l:] STERILISED + 510
508 CHECK 226:
NOT PREGNANT PREGNANT -
OR UNSURE FI * 516
509 Are you currently doing something or using any method to delay
or avoid getting pregnant? O i m s R LM A 1
UGS Cslse @t S Io LT
. K L 2 [—»513
VLU L VA
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QUESTIONS AND FILTERS CODING CATEGORIES SKIP
510 Which method are you using? o o= alr FEMALE STERILISATION ......... 01
UZ(}JI&J@" -‘J“) qu):""' I MALE STERILISATION ........... 02
| 03
WD cooinniisainess 04
INJECTABLES 05
IMPLANTS 06
CONDOM 07
RHYTHM 08
WITHDRAWAL .........cc000ne 09
OTHER 96
(SPECIFY)
511 Where did you obtain (CURRENT METHOD) the last time? PUBLIC SE CTOR
WU e U (o) T2p 7T RHSC/ GOVT. HOSPITAL ..... 01
IF STERILISE D J‘L UL{ j. /d GOVERNMENT HEALTH CENTRE, MCH
Where did the sterilisation take place? BHUMBHC . oo 02
3 5 iyl FAMILY WELFARE CENTF....... 03
ESudi MOBILE SERVICE CAMP ..... 04
VILLAGE BAESD FAMILY PLANNING
WORKER ... ....icovense 05
IF SOURCE 1S HOSPITAL, HEALTH CENTER, OR FWC, LADY HEALTHWORKER . . ... . .. 06
WRITE THE NAME OF THE PLACE. PROBE TO IDENTIFY THE OTHER GOVT. _ 07
TYPE OF SOURCE AND CIRCLE THE APPROPRIATE CODE. (SPECIFY)
[ Lo s ] el e [A———————— 08
PRIVATESE CTOR
GREEN STAR CLINIC 09
KEYCLNIC ... 10
OTHER DOCTORS ........... 1
(NAME OF PLACE) PHARMACY/DRUG STORI... ... 12
AR oo gensmuismivsms 13
HOMOEOPATH 14
TBABAL < xramsisiai 15
OTHER 16
(SPECIFY)
OTHER S OURCE
SHOP (OTHER THAN DRUG
2] 184 ) O — 17
FRIEND/RELATIVE 18
OTHER I
(SPECIFY)
NOT APPLICABLE ............... 20
512 Since what month and year have you been using (CURRENT
METHOD) without stopping?
A L.,.«Uj‘”(_‘, T T e , MONTH ......ovineen 515
IF STERILLIJ'S.ELFD' d ) J . “'.,'_'JC.« |
In what month and year was the sterilisation performed? YEAR  cuawinnns -
PROBE: S TSk R Uentzats”
For how long have you been using (CURRENT METHOD)
now without stopping?
S WP unr et o
513 You did use contraceptive in the past, why did you stop
using them? INFREQUENT SEX/HUSBAND WENT
AWAY, uanasessyanaias 01
BECAME PREGNANT WHILE USING 02
o . % % . 2 - WANTED TO BECOME PREGNAE} ... 03
1£ | v £ ]
¥ L &t ‘Cd"‘f”‘ ks Glle HUSBAND DISAPPROVEL.......... 04
¢ % o s HEALTH CONCERNS ............. 05
LISd iy SIDE EFFECT .......ooeeen... 06
LACK OF ACCESS/TOO FAF....... o7
COST TOO MUCH .. vinivvaninas 08
INCONVENIENT TO USI........... 09
MENOPAUSE ........ocmvisiens 10
MARITAL DIFFICULTIES/PROBLEMS 11
OTHERS 96
DONTENOW i s semimsneises 98
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
514 Why are you not currently using contraceptives? L5 =L, ol B (R —— 01 []
WANT TO BECOME PREGNAN. . ... 02
HUSBAND AWAY ............... 03
T 1 g Vet B .7 HUSBAND DISAPPROVES. ....... . 04
Je 0y SO Qe T, INCONVENEINT TOUSI . .. ......... 05
v HEALTH PROBLEM/CONCERN.. . ... 06
Ly i ¥
S SIDEEFFECT ....uvuieeennnnnn.. 07
COSTTOOMUCH «cvvsnnvnnnnnnn 08 | 516
MENOPAUSE ...........ccoun.... 09
MARITAL DISRRUPTION/PROBLE... 10
HARD TO GET PREGNAN . . ....... 11
NATURAL SPACING ............. 12
OTHERS 96
DONT KNOW. . o s samssing 98 | |
515 What is the main reason you never used a method? AFRAID OF SIDE EFFECT . ........ 01
RELIGIOUS REASONS ........... 02
DON'T WANT OR SHY TO GO TO
BPICLINIG o5 oo e iimemsn i smimnaa 03
o e a FP FACILITY NOT AVAILABLE ..... 04
Saee QUL e Unbie or S FATALISTIC ..ooovnnnnnn. 05
2 COST TOO MUCH . .oinvwnmins s 06
W1 S b HUSBAND/OTHER OPPOSE . . .. ... 07
CANT GET PREGNANT .......... .08
HAVE NO CHILDREN/NEWLY MARRIE 09
HAVE NOT YET HAD DESIRED
NUMBER OF CHILDREM. .......... 10
NATURAL SPACING ............. 11
BREASTFEEDING . ...:ccivisiares 12
OTHERS 96
DONTKNOW . .......covvnnnn.. 98
516 In the last 12 months, were you visited by a fieldworker or YESom sy e 1
a Lady Health Worker who talked to you about family planning?
u')‘{—dTéi'—):s;iﬂdjgj,):ﬁgd’g-;?gd:uﬂ’u_5;:' . 0. 2 }—»519
Oor s, Sk QLbd_TE
517 How many visits did she pay in the last 12 months?
= i NUMBER OF VISITS . ... ...
TJ& Flhe ..;'T)’é T;:/U.)/A-._ JIL',”J)JLILDJ_g,'
518 On the last visit, what did she discuss? YES NO
FAMILY PLANNING .. ... ...... 1 2
CIRCLE ALL MENTIONED. RESPONDENT'S HEALTH . . . ... 1 2
. 5 P e CHILDREN HEALTH ., ......... 1 2
*deg *.{.@“"’fWQ—J'U'J“&—"”“J‘*{ OTHERHEALTH .. ... ... ... { D
519 Have you visited a health/FP facility for any reason in the last = T 1
12 months?; . . -
L - -1l J F il
e T o oL s ST BB e i 2 e 2 | 601
TSl S
520 Did you visit the health/FP facility alone or someone ACCOMPANY . vvwmsimon ve i s 1
accompanied you?
Pé = o . T . BEDNE s amsmamaisn s snas o 2
?g_"/Ln’lJJr_u:qu/L i Jibl s TS
521 On the last occasion what was the main reason that you CHEDIEL: sonuevresmoe s ines ibn 01
attended that health/FP facility? RESPONDENT ILL .. .. ... ........ 02
OTHER FAMILY MEMBER ILI. . .. ... 03
ANTE-NATAL/POST-NATAL
u;,;ffj.édk_,ﬂduu,__j‘_f_&;/ﬁ nss it R —— 04
4 i IMMUNIZATION . ... ... ... ....... 05
x:LfL,r__,,J; St FAMILY PLANNING . . ... ........ .. 06
OTHER 96
(SPECIFY)
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SECTION 6. FERTILITY PREFERENCES

NO. QUESTIONS AND FILTERS | CODING CATEGORIES SKIP
601 CHECK 104:
| _ 610
CURRENTLY MARR!EDF] WIDOWED, DIVORCED, SEPARATED i
602 CHECK 510:
l:l o » 610
NEITHER STERILISED HE OR SHE STERILISED
603 CHECK 227:
NOT PREGNANT lj PREGNANT F
OR UNSURE
Now | have some questions Now | have some questions
about the future. about the future. HAVE (AJANOTHER) CHILD ....... 1
Would you like to have After the child you are
(a/another) child, or expecting now, would you like NOMORENONE uuissisnssisnmesis 2 I—"805
would you prefer not to to have another child, or would
have any (more) children? you prefer not to have any SAYS SHE CANT GET PREGNANT .. 3 |[—*610
i 3= T A i| more children?
Ve LS e Tt G LS LTl | UNDECIDEDIDONT KNOW AND
- ). g (— -
_',il:ﬁtfunt;t:a;{.-,wr}: J T o PREGNANT ..o st 4 [—=605
P It L7 =]
w50, um)u;L-UJwb Uhy! uft:w"’""u e UNDECIDED/DON'T KNOW AND
b - 2 g% Py 4‘;5. st NOT PREGNAN . covcssmesaan 5 =805
GRSl T ey
A L =
s | AN T
S
] . .
;;l.flJ/Ju:;dff_—a.Jl_ﬂ
Sl
604 CHECK 227:
MONTHS . o< cosaavismin 1
NOT PREGNANT F] PREGNANT l:l
OR UNSURE YEARE: ocowsmaseys 2
How long would you like to wait |After the birth of the child you BOONMNOW. ..commmsamnnenomes 993
from now before the birth of are expecting now, how long SAYS SHE CAN'T GET PREGNAN .. 994 |— 610
(a/another) child? would you like to wait before
& i the birth of another child? OTHER 996
U'J'f.id,,iik’—-.—":" EF el vin T (SPECIFY)
- - . 1 DONTKNOW ...oiviinnnnnnnns 998
of i - L F I E S5 £ 1
sy Sg S
605 CHECK 226:
NOT PREGNANT l:] PREGNANT [ | , 607
OR UNSURE
606 CHECK 509:
NOT NO, F! YES,
ASKED NOT CURRENTLY USING CURRENTLY USING - » 610
607 Do you think you will use a contraceptive method to delayoravoid| YES....................c.couvnnos 1 |—>609
pregnancy at any time in the future?
" - B - = NO e 2
_aged’a:fxfﬁf7ﬁusu’f;'g .
‘-’JZ[/UU‘}'—'A_J)&L;‘OE-J:LIQ‘JJ! DONT KNOW. .....connamssmmmesmias 8
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
608 What is the main reason that you think you will not use a FERTILITY-RELATED REASONS L
contraceptive method at any time in the future? INFREQUENT SEX .. . 01
F o - - e . MENOPAUSAL/HYSTERECTOMY . )2
LAy Mg S SN ! SUBFECUND/INFECUND 03
v o ; WANTS(MORE) CHILDREN 04
e P T
e afile e d Ll o VI OPPOSITION TO USE
RESPONDENT OPPOSE......... 05
HUSBAND OPPOSEMD........... 06
OTHERS OPPOSEI. ......... 07
RELIGION PROHIBITIOM. . ....... 08
LACK OF KNOWLEDGE
KNOWS NO METHOL . .......... 09 ™ 610
KNOWS NO SOURCE........... 10
METHOD-RELATED REASONS
HEALTHCONCERNS ........... 11
FEAR OF SIDE EFFECTS ....... 12
LACK OF ACCESS/TOOFAR.. . ... 13
COSTSTOOMUCH ........... 14
INCONVENIENT TOUSE ....... 15
[ INTERFERES WITH BODY'S
NORMAL PROCESSES ....... 16
OTHER 96
DONT KNOW <o vasvsinains s %8
609 Which method would you perfer to use? PEES: covvnsiinisnni s ssissn 01
e AL 02
INJECTABLES . . ......0vvinnnnnn. 03
?JJ_ ;GFILIJL&L:_:)V@I.( | IMPLANTS .........ccooeeon.... 04
CONDON. ...covvsvenmnaneninias 05
FEMALE STERILIZATION. ........... 06
MALE STERILIZATIOM . . ... oennnn.. o7
PERIODIC ADSTINENCE. .......... 08
WITHDRAWAL . ons v vsnssnssss 09
OTHER 96
UNSUREMI. .....ovnneio. ., 98
610 CHECK 216:
HAS LIVING CHILDREN NO LIVING CHILDREN
NONE - o S e 00 |—*612
If you could go back to the time  If you could choose exactly the
you did not have any children  number of children to have in NUMBER. & et mcmmns
and could choose exactly the your whole life, how many
number of children to have in  would that be? OTHER 96 |—*612
your whole life, how many A Jﬁ'x’dﬂ'&i' T ;, (SPECIFY)
would that be? = L v
Sl sttt LIS S s
Sy itmmis e & & Tin i
Vi /S SSuEd £
W e & T
PROBE FOR A NUMERIC RESPONSE.
611 How many of these children would you like to be boys, how many BOYS GIRLS EITHER
would you like to be girls and for how many would the sex not
r? & 3 -
matte y::iunéjd‘:a-g.fquJu_?‘l;rg:—l NUMBER
OTHER 96
S und g s Lty (SPECIFY)
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
612 In last few months have you heard/read about family Yes No
planning on/in: DN RADIO o500 v wavaisin o 1 2
ONTELEVISION .vvivas sammain 1 2
IN NEWSPAPER OR MAGAZINE . 1 2
i = - INPOSTER........... 1 2
L v S o (= i c | INFOSIER................0
ey, Lk SUb il LS LTY IN LEAFLETS OR BROCHURES . . 1 2
OTHERS 1 2
(SPECIFY)
613 In the last one month have you discussed family planning with i I S B TR R 1
your friends, neighbours or relatives?
- . =i ] NU et encsrencssensssssssnnnas >
c._u;;b::;_u::':;;ruru'%lubm.f.uL..«_(léﬁ'L_.;,fL_f e - s
?‘LJﬁ.g..:,‘Jh?Z:dA.,r“”dUGJ{
614 With whom? Yes No
[RECORD ALL MENTIONED] HUSBAND ..iosessoasiisass 1 2
MOTHER cuvsnansssamanasans: 1 2
EATHER: siiaiminaaiaiaisies 1 2
?J__-;:g e u/ SISTERIB)  soonmmiitcsnemmmen 1 2
BROTHER(S) +.vvvevevennnnnn ] 2
DALGHTER o o p:xiscszessssmmumimins 1 2
MOTHER-IN-LAW ............ 1 2
FRIENDS/NEIGHBOURS/
OTHER RELATIVE! ........... 1 2
OTHER 1 2
(SPECIFY)
615 CHECK 104:
CURRENTLY WIDOWED, DIVORCED,
MARRIED SEPARATED [:L—‘*" PN —* 701
616 Have you talked to your husband about family planning NEVERINPASTYEAR........... 1
in the past vear? If "YES" once or twice or more often? ONCEORTWICE ... ..........:. 2
Ldi?q""dwud—ﬁ;{-'cﬂulédb‘-{' '__:14_77&{ MOREOFTEN ..« isvmsmiavins 3
edeze &
9}?5 5/"('_ .J)ur.d’).{';u lufl
617 Now | want to ask you about your husband's views on APPREVES oo smm ans e 1
family planning. Do you think that your husband approves or BIBAPPROVES: . . 5 5w e sisis 2
disapproves of couples using a method to aviod pregnancy? B cssvanannnan sas nasa s 3
FFL b Wi L p 2L T TR
Srrl LT Sunpbe e s Laup
QI SL s YL S 2L L s,
Ol g
i gt 2 g1
618 Do you think your husband wants the same number of children SAMECHILDREN .. ............. 1
that you want, or does he want more or fewer than you want? MORECHILDREN . .............. 2
- - 5 i s = FEWERCHILDREN . .. ........... 3
FeeT&uzei ozl Gl Uedod¥or ok 000 8
7 AT Fuz b&n e SR Tt
619 Does your husband want to have another child? YES s s e s 1
St SN E g PETY S oo = e oy 2
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SECTION 7. SOCIO-ECONOMIC AND HEALTH RELATED INFORMATION

NO. QUESTIONS AND FILTERS ] CODING CATEGORIES SKIP
701 CHECK 104:
CURRENTLY NOT CURRENTLY 1
MARRIED MARRIED * 705
702 CHECK 701:
What is your husband's occupation? fe 2 2L -
That is, what kind of work does he mainly do?
?Lj_f L)T‘ b’b’(’u’(}o:_h;
703 CHECK 702:
HUSBAND WORKSFI DOES NOT WORK 1
IN AGRICULTURE IN AGRICULTURE -+ 705
704 Does your husband work mainly on his own land or family HIS/FAMILY LAND ............. 1
land or does he rent land or does he work on someone RENTED LAND' .:.sesranmemenns 2
else's land? SOMEONE ELSE'SLAN ......... 3
L LIyt se i i intE TS
t L)}Quﬁ;dﬁ,la’: :‘_J:J_,;z.l/utj
705 As you know, aside from your own work, some women
take up jobs for which they are paid in cash or kind.
Others sell things, have a small business or work on the family e 1 |—»707
farm or in the family business. In the last seven days,
have you done any of these things or any other work? NG s s e T 2
LB s i QI E kL e S T U e
&l JL RV I OV 4 J/:}:/;-l_/.lbfa'fuﬂ.gi:_ b lfl_!luf g—.u»‘J
c)fi_.?, l‘gﬁu.’i)? &-@Jlﬁ;l.gﬁd_slféuf:@a‘fff{ _-_)féuh-' -
e i_f[‘ VI/J)J,(_‘L l‘fr KJ');_ v
706 Although you did not work in the last seven days, do you have
any job or business from which you were absent for leave, b £ = 1
iliness, vacation, maternity leave or any other such reason?
3 5 4 w B MO ciasinussEses s e — 71
.;,Tt_ffggq_ _LJ’J.'*’(KJ)’L; ub?g‘_;@fl.;/" o : i
Wi Tyt 34, K k3
U~ (r/_;;,.;u: 'Jr_bj/;((ﬁ}-u.-‘?:
707 What Is your occupation, that is, what kind of work do
you mainly do? | | |
(g QI 0 i TR (D ST
708 In your current work, do you work for a member of your family, FOR FAMILY MEMBER . .......... 1
for someone else, or are you self-employed? FOR SOMEONEELSE ............ 2
d}/rblg,/féur;u.e_,_"fg&r(',ﬁréf SELFEMPLOYED ......cnmnvawnunnn 3
e g Tt 8/ as_r
709 Do you receive money for the work you do? _ ) e 1
i‘u:ié_'&rKJ;,{T_L,ﬂuzd);jrgy o R S 2 |—711
710 Do you keep all the money, some or none of the money KEEP ALL THEMONEY ........... 1
especially at your disposal? KEEP SOMEMONEY............. 2
i 5 " T DOES NOT KEEP ANY MONEY .... 3
GG L1 b Lo ok 6 o Ty
V-
711 Do you do this work at home or away from home? HOME . ocoiccnnsassiasssings 1
- = 2 NERY i vt
?ugdfmgj’_u_rd/{)’rb’,.?l . 2
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NO.

QUESTIONS AND FILTERS CODING CATEGORIES SKIP
712 We are interested in knowing about property that belongs Yes No
only to you. Do you own: AGRICULTURE LANC........ 1 2
[READ OUT] COMMERICAL LAND/PLO™.... 1 2
(e Tz Lokt Cage i 1A AHOUSE ........ccoennn.. 1 2
= . & ABUSNESS! . cononmmvansman 1 2
PRI (1 LA 7SRO o - ST 11 1
713 CHECK 711:
ATLEAST ONE 'YES‘l:I NOT A SINGLE "YES" =
® 715
714 Who gets the income of this property/Business? RESPONDEN...........cvu... 1
HUSBAND/SON ................ 2
3 - BEITHL +om s xnccaimmsmmmmmmmcmonnn 3
c g i 12 PR [ - 12 )
R ELSE ©uviriiniiannannnnn, 4
NOINGOME.......ccvmmsmwimmasiia 5
T15 If you need to go to a health clinic or hospital, could you go by SELE' cemenns e mn et 1
yourself or would you need to be accompanied by ACCOMPANIED BY SOMEONE ELSI 2
someone else? (8. 525 =1y | 5 R ——— 3
J’V!(d/_vjt:‘gi,r{'-;"g?az'LrJU;T_}r/J- :.ff.;U'F DONTT KINOW o000 wvasranossssisans 8
716 How far is the nearest health facility from your house?
DISTANCE (INKM)......
fe J:)u')’a.;é T/’}(cfc)_’ }_{)‘f'
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SECTI®N 8. HIV/AIDS AND TUBERCULUSIS

NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
801 Now | would like to talk about something else. WD oo in i e S 1
Have you ever heard of an illness called AIDS?
e bh e s, Loedibii T R, 2 |—»sg08
802 Can people get the AIDS virus from mosquito bites? YEB - coremsrimthon o sonmmad 1
¢ cﬂ » §itie 2 B e o e e e s e i e 2
- Onlribe 26 AT DONTKNOW ..., .. 8
803 Can people get the AIDS virus by sharing food with a person O om0 i S 1
who has AIDS? IND) ossmmmsmsraesasimiive i ees 2
?ILGLJU'A:;JJ%&LJ‘JJVLJ—’/&)A_-’_'L’( DONT KNOW v oo s smesss 8
804 Can people get the AIDS virus because of witchcraft or other == L e 1
supematural means? NO s i s dr s 2
DONTKNOW ........oovvennnn.. 8
S Cﬁ_ﬁ‘ Lrikie sz -.‘-)"JfJ)’L/:J ub:f)/ujz'bf
805 Can people reduce their chance of getting the AIDS virus by YES s i isah ere s 1
using a condom every time they have sex? & 2
r’m.ﬂ&,évué‘mu?@&;yﬂg DONTENOW i v v s susis 8
S EEN 2 LT L 1L S
806 Do you know someone personally who has the virus that KNEW A PERSON HAVING AIDS . ... 1
causes AIDS or someone who died from AIDS? KNEW A PERSON DIED FROM AIDS . 2
; y Bl O e .
O P2 P bzt 2 o P sy Mo Ty DON'T KNOW 8
S = stz L
807 Can the virus that causes AIDS be transmitted from
a mother to a child: . YES NO DK
T ﬁﬂygﬁ'&;utu_ﬁu-’/ﬁélg
During pregnancy? 90,‘,”5 ‘J-? DURING PREGNANCY?.. 1 2 8
During delivery? Sl fos DURING DELIVERY? .. .. 1 2 8
By breastfeeding? Ced_lkarnbUl BY BREASTFEEDING.. . 1 2 8
808 Have you ever heard of an iliness called tuberculosis or TB? YES v wiss e e 1
"
Ca o % O Y ord 1"s NEY s Biwamacsswies s e e 2 |—*END
‘T'JJD:"’J- Sl Ol INTERVIEW
809 How does tuberculosis spread from one person to another? THROUGH THE AIR WHEN
y P . COUGHING OR SNEEZINC. . . . ... A
e F LA U{f:‘fi-/ v ‘f’:gd"-( BY SHARING UTENSILS . ........... B
PROBE: BY TOUCHING A PERSONWITHTE. C
Any other wzy=? o & bl il THROUGH SHARING FOOD . .... .. D
. THROUGH SEXUAL CONTACT ..... E
RECORD ALL MENTIONED. THROUGH MOSQUITO BITE ....... F
OTHER X
T PECIFY)
DORT KINOW  vatisin s st vt 4
810 Can tuberculosis be cured? CC WES wnlun Slesmmans Snssrieng 1
S n e K e T 2
el Rt DONTKNOW .. ... . s Lo g1
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NO. QUESTIONS AND FILTERS [ CODING CATEGORIES SKIP
811 What is the duration of treatment of TB now a days? MONTHS .. ..ocamsrsiinsins
T “lst 2 IZGL“&J’J 'J/ZvT
IF e i DONT KNOW -+« v eeeeeeeanannn 8
IF MORE THAN 7 MONTHS, RECORD 7
812 Have you ever been told by a doctor or nurse or LHV that God YEBsssaaananss S seaean )
forbid you have/had tuberculosis? N T e s e 2 j
. - o - o ik DONT KNOW' o oicamnesaiiame 8 END
‘-'Lf lee Doz lfhp;.?. Lf_l.zd";’.;_. e LHV_J/«/U Lf’L;r INTERVIEW
813 Do you get treatment for TB from any health personal? NEB i owimmincosmmimim mimamimm e ssmimypam aigin 1
MO ..omrvrnnnsomanssesssussnssn 2
- ” DONT KNOW' oo cmaismaneneis 8
WSS T KO W FITS TY
814 RECORD THE TIME.
HOUR e vosoomon simimn mn wpin
MINLITES . < sovmsicsssmmminvara
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INTERVIEWER'S OBSERVATIONS
TO BE FILLED IN AFTER COMPLETING INTERVIEW

COMMENTS ABOUT RESPONDENT:

COMMENTS ON SPECIFIC QUESTIONS:

ANY OTHER COMMENTS:

SUPERVISOR'S OBSERVATIONS

NAME OF SUPERVISOR: DATE:
EDITOR'S OBSERVATIONS
NAME OF EDITOR: DATE:
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