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PREFACE

The Demographic and Health Survey (DHS) National Report summarises the findings
of the 1996/1997 Papua New Guinea (PNG) Demographic and Health Survey
conducted by the Population and Social Statistics Division of the National Statistical
Office.

One of the major objectives of the DHS was to establish an up-to-date benchmark data
set to evaluate population, health and family planning programmes in PNG. The
results presented in the report provide a clear picture of the current level of
demographic and health indicators and show the likely course for the future. Decision
makers especially, are encouraged to use the report. The information available is
indeed essential for monttoring and evaluating the performance of health and family
planning programmes. -

The findings presented in this volume represent a sﬁbsample of about 5000
households, from the sample of 25,000 households selected across the country.
Women of ages 15-49 were the respondents. Some of the indicators are presented
below

Some key indicators from the DHS concerning women and children

Women [ndicator
Literacy rate among all women 15-49 years ' 56.1%
Awareness of modern methods of contraception, all women 15-49 67.7%
Contraceptive prevalence rate (CPR), all methods, all women 15-49 19.8%
CPR, all methods, currently married women 15-49 25.9%
Average desired family size, all women 15-49 3.5

Unmet need for family planning among all currently married
women (age 15-49, want no more children, or are unsure, and don't

use a contraceptive method) 45.9%
Total fertility rate in the five years preceding the survey 4.8
Infant mortality rate for the ten years preceding the survey 77
Under-5 mortality rate for the ten vears preceding the survey 100

Maternal mortality ratio, circa 1984, per 100,000 deliveries 370

xi




|
ii‘ Children born in the past 3 years
| . Mother received tetanus-toxoid vaccination during pregnancy 68.8%
' Mother received professional antenatal care 77.5%
;i Baby delivered with professional attention 53.2%
\. _ Baby delivered my mother alone and by herself 10.2%
all Duration of breastfeeding (median, expressed in months) 25
H Children 12-23 months old with BCG vaccination 80.7%
: Children 12-23 months old fully vaccinated 38.7%
\ [ With acute respiratory infection (ARI) in past 2 weeks 12.6%
| Those with ARI who were treated in a health facility 74.9%
. With diarrhoea in past 2 weeks 16.5%
| | Those with diarrhoea who were NOT given increased fluids. 64.8%
[i -
)
| An important feature of the report is the inclusion of the sampling variability. This
| 1‘15 should increase users’ confidence in the use of this information.
i The NSO is indebted to AusAID, the Government of PNG and the 19 Provincial
! Administrations for the successful execution of this activity.

I September 1997 Nick Suvulo
i NATIONAL STATISTICIAN
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CHAPTER1
INTRODUCTION

Arthur Jorari & John Kalamoroh

1.1  Geography

Papua New Guinea (PNG) gained independence from Australia in September,
1975. It has a total land area of 463,840 square kilometres and occupies the eastern
half of the island of New Guinea and about 600 associated islands. Only 13 per cent
of the country is inhabited (NSO, 1994). The terrain is rugged with high mountain
ranges, steep valleys and extensive marshes (in the coastal areas). As a result, there
are only few roads and many areas of the country are still inaccessible by vehicles.

Administratively, PNG is divided into 20 provinces see map),
including the National Capital District (NCD) which is totally urban. Six provinces,
including the NCD are located on the Southern Coastal Region of the country. These
are Western, Gulf, Central, NCD, Milne Bay and Northern (Oro). Four provinces are
located on the Northern Coastal Region: Morobe, Madang, East Sepik and West
Sepik. Five more provinces are found in the densely populated Highlands Region:
Southern Highlands, Enga, Western Highlands, Chimbu and Eastern Highlands. An
additional five provinces are located in the Islands Region: Manus, New Ireland, East
New Britain, West New Britain and North Solomons. For administrative purposes,
each of these provinces is divided into districts, community government areas and
council wards. Over one third of the population of PNG live in the densely populated
Highlands Region of the mainland (NSO, 1994). Papua New Guinea is also noted for
its cultural and linguistic diversity with over 700 languages spoken. :
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1.2 Demographic and Health Indicators
Population Size, Density and Distribution

The 1995 population of PNG was estimated to be 4.03 million', with a sex
ratio of about 110.4 (Jorari and Lasia, 1996). This figure represents an increase of
around 452,000 from the reported de-facto population in the 1990 census®. Figure 1.1
shows that, since 1966, the citizen population has increased in size by more than 50
per cent, increasing from about 2.2 to 3.6 million in 1990. Projections indicate that,
by the year 2020, the population will reach about 7 million (Jorari and Lasia, 1996).
The average growth rate of PNG’s citizen population between 1980 and 1990 was 2.3
per cent per annum (NSO, 1994), and at this rate the population will double in about
30 years.

The population density of PNG in 1990 was about 62 pegple per square
kilometre of inhabited area (NSO, 1994). The 1990 census results also show that
there is a great variation in the average density by provinces, with a fluctuation from a
low of 29 people per square kilometre in Central province to a high of 815 people per
square kilometre in the National Capital District (NSO, 1994). Some areas in the
urban sector are extremely crowded, particularly, the squatter settlement areas, where
the densities could be as high as 1,000 people per square kilometre.

Figure 1.1 Trend in Population Size by Sex, PNG 1966-1990

Million
2

1.8
1.6 4
1.4 4

1.2 4
1

O Males
O Females

0.8 4
0.6 1.1 1.0 1.3 1.2
0.4 4
0.2

0

. 1.7
15 | 14 1.9

1968 1971 1980 1980
Source: NSO, 1994 Census Years

About 85 per cent of PNG’s citizen population live in the rural arcas. The
urban population has been growing since 1966, from 5 per cent to 15 per cent in 1990
(NSO, 1994). The 1980 urban population was estimated at 12 per cent of the total
citizen population. The urban population was growing by an average rate of about 4.6
per cent per annum between 1980 and 1990 (NSO, 1994), and it would double by the
year 2005 if this growth continues.

! Excludes the population of North Solomons Province and PNG citizens who were living abroad.
% 1990 Census figures adjusted for age misreporting.




Fertility

Women of the reproductive age (15-49 years) represent about 24 per cent of
the PNG population and about half of the female population in 1990 (NSO, 1994).
The NSO (1994) estimated that the child-women ratio was 685 children per 1,000
women. The crude birth rate (CBR) was estimated at 31.6 per 1,000 population in
1991 (NSO, 1995), which is about 0.6 higher than the 1981 estimate. The CBR
estimates in 1991 varied between provinces, with a low of 23.2 per 1,000 in Western
Highlands province to a high of 38.2 per 1,000 in the Western province (NSO, 1995).
The highland provinces generally have a much lower level of fertility than the rest of
the country, :

Figure 1.2
Trends in Crude Birth Rate, PNG 1981 and1991

30.

1981 1991
Source: NSO, 1994 Census/Survey Years

The total fertility rate was estimated to be 5.4 children per women in 1980
:' (Bakker, 1986). The NSO (1995) estimated that completed fertility was 5.2 children
= as measured for women in the age group 45-49 years. (This age group is when most
women on average complete their reproductive cycle.) These rates of fertility are high
and as a result, the age structure of the PNG population is very young, with about 42
per cent of the population under the age of 15 in 1990 (NSO, 1994).

Mortality

— Infant (IMR) and child mortality represent the majority of all deaths and are
considered as high in PNG. The IMR and child mortality levels were seen to be
declining after 1971. Indirect estimation of mortality using the 1980 census and 1981
survey data yielded an infant mortality rate of 72 per 1,000. This was a decline from
the 1971 estimate of 134 deaths per 1,000 population (Bakker, 1986). The infant
mortality varied between provinces in 1980, with North Solomons and the NCD
experiencing the lowest rates of 33 and 35 per 1,000 respectively, while Southem
Highlands experienced the highest of 116 infant deaths per 1,000 population. Child
mortality (at ages 1 to 4 years) at the national level in 1980 was 42 per 1,000 and
variation among provinces prevailed, with the lowest estimated in the North Solomons
with 17 deaths while Southern Highlands experienced the highest of 67 deaths
(Bakker, 1986).



The IMR was expected to further decline after 1980, however, estimates from the
1990 census and the 1991 DHS show that IMR increased by approximately 14 per
cent to about 82 deaths per 1,000 (Hayes, 1996). Hayes (1996) further reported that
child mortality also increased in 1991, from 42 to 56 deaths per 1,000.

Figure 1.3
Trends in Infant Mortality Rate, PNG 1981 and1991
IMR
140
120?/
100.?-
80 :
60,/ 134 - . .
40_/ . v
20.
- 1971 1981 1991
Source: NSO, 1684 Census/Survey Years

The impact of the mortality situation was reflected on the expectation of life at
birth. It was estimated to be about only 51.7 years in 1991 (Hayes, 1996), up from
49.6 years in 1981. Life expectance for males was estimated to be higher than that for
fernales in 1991, 52.2 and 51.4 years respectively. In almost all countries, the average
life expectancies at birth are higher for females than for males and this was exactly the
case in PNG according to the 1981 estimates; 48.8 years for males and 50.7 years for
females.

1.3 Population Policy and Programs

PNG’s population is characterised by high growth rates, high fertility and
mortality rates, high rate of migration to urban centres, high unemployment rates, high
illiteracy rates that affect the productivity of the labour force, low average life
expectancy rates compared to other developing countries with similar characteristics,
among many other related problems.

In 1987, the National Executive Council (NEC) decided that a policy on
population should be formulated as soon as possible. NEC Decision Number 3/87
instructed the then Department of Finance and Planning to convene an Expert
Committee on Population Policy. This committee was designated the National
Advisory Committee on Population Policy (NACPP) and was responsible for the
coordination of all activities related to the development of the NPP. The Integrated
National Population Policy for Progress and Development of PNG was drafted in the
late 1980°s and early 1990°s to address PNG’s population problems and it was
endorsed by the NEC on the 5 June, 1991. Under this NPP, the NEC also approved
the establishment of a National Population Council (NPC) and the Population
Planning Unit (PPU) to provide secretarial services to the NPC.




e The PPU is currently located in the National Planning Office. Under the NPP, the

T NPC is the highest decision making body in relation to the population and

at development activity coordination, policy approval and programming. Technical
advice to the NPC is provided by a Technical Advisory Committee (TAC) also
established under the NPP.

The NPP (1991) concentrates on the sectors of health, education, family
planning, and gives particular emphasis to the issues of migration and urbanisation.
Rural agricultural development and equitable distribution of basic socio-economic
services are viewed as important means to deter rural-urban migration. '

To complement the implementation of the NPP, a number of projects are
undertaken by the Government of PNG and aid donors. Firstly, with the assistance of
the World Bank, ADB and AusAID, the government is currently implementing a
Population and Family Planning Project, and the 1996 DHS is a daif gathering
component of this project. In addition, a number of other projects are being jointly
funded by the government and additional aid donors. These include the Integration of
Population Factors into Development Planning,- funded by UNFPA/ILO, Manpower
and Planning Development funded by UNDP and some others. These all address the
NPP objectives and targets in one way or another.

1.4  Health Policies and Programs

Improving the health of the people of PNG is the main objective of the PNG
Government’s health plan (GoPNG, 1996b). The success of the national health
system will be measured by many indicators, including the number of lives saved,
reductions in preventable illness and disability, and improved health behaviours of the
population (GoPNG, 1996b). To realise this objective, the PNG Health Plan
emphasises the following areas:

Ld Aol | Ll L

Increase health services to the rural majority;

Expand health promotion and preventive health services;

Reorganise and restructure the national health system;

Develop staff professional, technical and management skills;

Upgrade and maintain investment in health infrastructure (GoPNG, 1996b).

Allocation of resources (both staff and budget) and daily activities in the next
five years, will support the above priorities. The single most important aim will be to
improve and extend health services to the rural majority. The focus will be on health
promotion, information, education and communication, preventive health,  and
curative health services. The strategies to achieving the above priorities are:

. Health promotion, information, education and communication;
. Preventive health: Family health services: ‘
. Preventive health: Disease control;

. Preventive health: Environmental health;

. Curative health services (GoPNG, 1996b).

5



Programmes in support of this National Health Plan include -the' Population and
Family Planning Project, cited above, where the National Department of Health is
also implementing various components. In addition, with the support of the
Australian Government, National Department of Health is implementing the Sexual
Health and HIV/AIDS Prevention and Care Project. A number of other projects are
being jointly funded by the government and additional aid donors.

1.5 The DHS Survey

The 1996 DHS is a national level population and health survey. It was
implemented under the supervision of the National Population Council (through the
National Planning Office) by the National Statistical Office, with financial support
from AusAID under the Population and Family Planning Project.

The PNG Government’s contribution to the survey coveredesalaries of the
survey personnel, office accommodation and vehicles. Funds from AusAID have
been used for the purchase of computers and accessories, allowances of survey
personnel, technical assistance, printing of questionnaires and reports, publicity, and
running and maintenance of vehicles. The Australian Bureau of Statistics provided
some technical assistance, while SAGRIC International provided the project
managerial support, as well as a long-term technical adviser, and a short-term expert
on computer processing.

Objectives

At the national level, the principal objective of the 1996 DHS was to generate
reliable and current information on fertility, infant and child mortality, contraception,
and maternal and child health indicators. At the provincial level, the survey was
designed to provide planners with both demographic data (fertility, mortality) and
socio-economic data (education, employment, housing). Such data are necessary for
effective policy formulation as well as programme design, monitoring and evaluation.
Other long-term objectives of the survey include:

(i) strengthening the capacity of the National Statistical Office (NSO) to plan,
conduct, process and analyse data from complex, large-scale surveys such as
the DHS; and '

(ii) contributing to the ever-expanding international database on demographic
and health related variables.

Sample Design

The 1996 DHS sample was a two phase design. The first phase (household
survey) was a two stage self-weighting systematic cluster sample for each province,
with the first stage being census units (CUs) and the second stage, households. The
sample frame was the 1990 Census register of CUs. All census units are listed in a
geographic order within their district, and districts within each province.




AL B A )

A gystematic sample of CUs/villages was selected from each province, with
probability proportional to the number of households existing at the time of the 1990
Census. The sample was distributed between provinces on a 50/50 equal/proportional
basis, so that reliable data would be produced for all provinces, as well as for the
nation as a whole. The expected sample ‘take’ from each CU was 20 households. (If
a CU contained less than 20 households according to the 1990 Census, it was
combined with its nearest neighbour.) All households in selected CUs were then
listed, in a listing operation that took about ten months to complete. Within each
selected CU, a sample of approximately 20 households was then selected
systematically. This is referred to as a cluster of households. The design énsured an
equal probability sample of households for each province (ie. a self-weighting design
at the provincial level). In all, 1,250 clusters were selected from the 19 provinces
included in the survey universe (which excludes North Solomons). Further
information on the survey design is contained in Appendix A.
: -

The second phase (women’s survey) was a one-stage national self-weighting
systematic cluster sample selected from the first phase cluster sample, maintaining the
geographic ordering of the phase one cluster sample from each province. The skip
used in selecting clusters within each province was calculated to ensure that the final
sample of clusters was self-weighting at the national level. In this phase of the
survey, all women of ages 15 to 49 in each selected household were eligible to be
interviewed.
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: ’M' The sample size for the household survey was approximately 25,000
5 1l households (1,250 clusters) and the second phase was 5,000 households (250
| | | clusters). The sample was distributed between provinces as follows:
e
|
i 1;|. 1996 Demographic and Health Survey: Sample Distribution of Clusters
| W Province Phase 1 Phase 2
!} ' h! 1 Western 50 7
| \ 2 Gulf 44
} im 3  Central 54 9
) 1Rk 4 NCD 64 13
B I 5 Mine Bay 60 11
‘ &  Northern A8 6
“‘ 7 Southem Highlands 84 20
.EIM; 8 Cnga 74 16
‘d‘ 9  Western Highlands 96 25
=:‘;; 10 Chimbu 68 14
|i|“| 11 Eastern Highlands 92 24
} '.|‘ 12° Morobe 96 25
N \! 13 Madang 74 16
|l 14  East Sepik 78 18
I 15 West Sepik 56 g
HEH 16 Manus 38
; ‘|||‘ 17 New lreland 50 7
| 18 East New Britain 68 14
N ?‘Ill‘ 19 West New Britain 56 10
ol \I Al Provinces 1250 250
hi-'
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fﬂ“i Questionnaire Design and Pre-test

‘ Relevant topics for inclusion in the household and women’s questionnaires

‘ were selected by liaising closely with the Data Users” Advisory Committee, which

| consisted of members from the Population Planning Unit of the National Planning

1l| Office, Departments of Hg_alth, Youth and Women’s Affairs, Education, the

University of PNG and especially its medical faculty, National Research Institute, and

| ‘ | representatives from several donor agencies. The final questionnaires used in the
SR survey are presented in Appendix E.

iy The household questionnaire was developed to permit provincial-level

‘ estimates of the following: household composition, ie. age, sex, relationship to head,
and marital status; maternal and paternal survivorship (to measure adult mortality);
Jevel of education; labour force status and occupation; current levels of fertility and
infant mortality; household services and amenities including source of drinking water,
i toilet facilities, and possession of modern artefacts. :
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For operational reasons, two household questionnaires were developed. Form
A (unlike Form B) contains questions for women of childbearing age on the number
of children they have borne, the number still living, and date of last birth. This
questionnaire was applied in 80 percent of the sample. Form B, administered in the
20 percent of the clusters comprising the national sample, did not include fertility
information, because all women of childbearing age in these clusters would be
interviewed with the in-depth individual questionnaire, which contained a full birth
history.

The individual questionnaire was a reduced version of the model questionnaire
for low contraceptive prevalence couniries being used in the international DHS
programme, funded by the'United States Agency for International Development
(USAID) and contracted to MACRO International Inc. This ensured the international
comparability of results obtained in PNG. The questionnaire is divided into sections
dealing with the respondent’s background, including marriage and polygyny;
reproduction, including a full birth history; maternal and child health, including
antenatal care, immunisations, and childhood diseases; knowledge and use of
contraception; fertility preferences; knowledge and attitudes concerning AIDS; and _
matemal mortality.

The questionnaires were developed over the period July to November, 1995.
In preparation for a pre-test, a 109-page Interviewer’s Manual was prepared. Thirty
women, mostly NSO staff, were trained for 3 weeks. The pre-test was carried out in
300 households selected from 15 CUs in Ceniral Province in December, 1995. It was
a success: survey teams were well received; they had no difficulty in administering
household questionnaires; and women were very cooperative in responding to the
individual questionnaire. Thereafter, only some cosmetic changes were introduced in
producing the final versions of the questionnaires.




1.6 Organisation, Activities and Results of the Survey

Organisation and Time Table

The 1996 DHS was undertaken by the Population and Social Statistics Division of the

' NSO. The planning, administration and execution of the fieldwork were carried out in

close consultation and coordination with the 19 provincial administrations.

Procedures were developed for recruitment and appointment of field staff who were
involved in the DHS. The survey personnel appointed possessed good educational
background, were mature and responsible.

Provincial DHS coordinators were initially trained as trainers, to impart the Form A
training as this was a household questionnaire, a decentralised activity.delegated to the
provinces. Their assistants who were all females were trained in Form B household
questionnaire and the Individual Questionnaire. The Assistant Provincial DHS
Coordinators then coordinated the work of interviewing teams specialised in applying
the Form B/IQ. The NSO provided Field Editors to each team during all their
operations.

Figure 1.4 shows the organisational structure for the 1996 DHS that was finally
adopted.

Fig 1.4
DHS Organisational Structure
NSO
[ L I
' DHS b DHS
Director | | Adviser
: I P
Administration | | Regional Research Data Field
. Cocrdination & Planning ©  Processing | @ Operations
' Provincial Questionnaire  Data Editing
DHS Design Entry | & Coding
Coordinators :
i Supervisors Training
1 | & Documentation

evienss || Pusicly |

| .. ‘

| Tabulation |
& Publication ;
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Planning and scheduling began in 1994, but the actual preparations commenced in
1995.

The broad survey activities timetable which was followed is shown below.

Activity Started Finish
1. Planning 1/1/94 31/12/95
2. Framework and Sample Design 1/1/95 31/3/96
3. Selection of Survey Topics 1/1/95 31/12/95
4. Pretesting 1/11/95 31/12/95
5. Field Operations 24/6/96 4/8/97

6. Data Entry and Cleaning (IQ) 1/8/96 24/6/97
7. Tabulations from IQ 25/6/97 | 31/7/97
8. Presentation of Results 22/9/97 - 31/3/98

Note that field operations for Form B/IQ were completed in February, 1997. The
actual timetable is a reflection of the difficulties that were encountered during the
preparatory stages. In fact the draft 1996 DHS timetable envisaged the DHS output
by March 1997.

Data Collection Activities

Enumeration began in NCD on 24 June 1996, immediately after the initial training for
all Provincial DHS coordinators and their assistants. Form A enumeration was
followed by Form B/IQ enumeration on the 28 June 1996.

Whilst Form A was the provincial responsibility, Form B/IQ were centrally
controlled. A total of seven teams were formed and those trained fanned out across
the country to conduct the Form B/IQ enumeration in Southern, Momase and Islands
regions. The Highlands region, which presented special cultural difficulties was
trained separately in Mt Hagen in July 1996. Teams of female interviewers were then
formed for each respective province and were responsible for the conduct of the Form
B/IQ for their province.
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Data Processing Activities

As the survey questionnaires arrived from the field to NSO, coverage checks were
carried out; then sent for office editing, including occupation coding, and finally
keyed into computers. A 3 stage edit process then enabled the creation of clean data
files for each province, from which tabulations were produced. Two distinct streams
of editing operations occurred at that stage: a highly detailed and complex editing
program for the Form B/IQ, and a much simpler routine for the Form A questionnaire.

Data cleaning and the execution of the tabulation plans for the IQ was done using
ISSA (Integrated System for Survey Analysis) software. A four week technical
assistance mission undertaken by Victor Canales (computer expert), in
January/February, 1997 enabled the establishment of the procedure.

An analysis workshop was held prior, from 21st October to 29th, November 1996 at
the Adelaide Office of the Australian Bureau of Statistics. Six participants from the
NSO attended, with the intention of obtaining the technical skills to produce the
provincial reports.

Results of the Interviews

In this monograph the information presented relates only to the Form B household
questionnaire and the women’s Individual Questionnaire. The results of the Form
B/IQ operations are shown in Table 1.1. (More detailed results are presented in
Appendix A, Table A.2.) Approximately 11 percent of households could not be
contacted due to prolonged absence, or because their dwellings were vacant or had
been destroyed. Among the households contacted, a response rate of 90 percent was
achieved.  Within the 4,319 successfully interviewed households, a total of 5,550
women of ages 15 to 49 years were eligible to be interviewed, or about 1.3 per
household. Successful interviews were conducted with 89 percent of eligible women.
An overall response rate can be calculated as the product of the household and
individual response rates (.899 * .886). The overall response rate was 80 percent. It
was decidedly better in urban areas (85 percent) than in rural areas (78 percent).

Table 1.1 Results of the Household and Individual Inferviews
Place of residence
Interview Resulls Urban Rural Total
Households Sampled 829 4560 5389
Households to interview 759 4046 4805
Households interviewed 703 3616 4319
Household respense rate {as %) 926 894 89.9
Eligible women 1094 4456 86550
Eligible women interviewed 1009 3908 4917
Eligible women response rate (as %) 92.2 87.7 88.6
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CHAPTER 2

Household and Respondents’ Characteristics
Lina Bade

In this chapter, the background characteristics of the sample households and the
respondents to the survey will be presented because they are important in the
interpretation of the survey results. In particular, women’s characteristics and their
environment will influence their behaviour regarding demographic phenomena. More
so, analysis of the reported characteristics of the sample households and the
respondents can serve to indicate the quality of the data collected in the survey, and
how representative the sample was.

The chapter is divided into three parts. The first part deals with age-sex composition,
household size and distribution of the population. The second part describes the
respondents’ housing characteristics and environment, and their possession of durable
consumer goods. The third part presents respondents’ background characteristics such
as education, access to mass media and employment at the time of the survey.

2.1 Household Population by Age and Sex

The household questionnaire used in the 1996 Demographic and Health Survey
collected data on the demographic and social characteristics of the members and
visitors of each sample household. The definition of a household refers to a person or
a group of persons who usually live together and have a common arrangement for
preparation and consumption of food. A visitor on the other hand is someone who is
not a usual resident of the household, but had slept in that household the night before
the time of interview. Table 2.1 presents the population according to the place where
they spent the night before the interview known as the ‘de-facto’ household
population.

The age-sex distribution of the population reflects a young population, composed
more of young age groups than of the older age groups. For each sex, the proportion
below 15 years is higher in the rural than in urban areas, indicating a younger age
structure of the rural population. Within the rural areas, the proportion is, however,
higher for males than for females. On the contrary, there are more females than males
in urban areas. On the whole, it can be said that the composition of the PNG
population by age and sex depicts a ‘true” pyramid (Figure 2.1). In other words, there
is a wide base and a narrow top that reflects a pattern that is typical of high fertility
societies. :

There seems to be an excess of females over males at age 5-9, particularly in urban
areas. It is also possible women at age 45-49 have been pushed to the 50-54 age
group, causing a slight irregular bulge at that age group. This pattern is obvious in
age group 10-14, as well. This seems to indicate that there was intentional

displacement of women from ages 15-19 to ages 10-14 and from ages 45- 49 to ages
50-54,
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This was-probably done intenticnally by the interviewers to reduce their assigned
workloads, because respondents for the main questionnaire were women age 15 to 49
years. This is more pronounced among women in rural than in urban areas, because
rural women are less certain of their ages, thereby relying on an estimate by the
interviewer. The problem of collecting good data on age has always been a concern

for analysts in PNG.

Table 2.1 usehold Population by Age and Sex
Percentage distribution of the de facto household population by five- year age groups,
according to urban - rural residence and sex

Urban Rural Tofal

Age graup Male Famale Total Male Female Tofal Male Female Tofal
0-4 15.3 14.9 15.1 15.4 14.6 15.0 154 147 15.0
5-8 13.4 15.3 14.2 15.0 156 + 15.5 15.1 18,5 15.3
10- 14 12.1 12.3 12.2 13.9 13.7 13.8 13.6 134 13.5
15-18 11.4 11.3 11.3 8.4 8.2 8.5 9.8 8.7 9.3
20-24 103 10.8 10.5 7.5 8.2 7.9 8.1 8.7 8.3
25-29 8.0 8.9 9.5 7.1 8.1 76 7.5 8.4 7.9
30-34 7.8 7.3 7.5 B.7 6.9 6.8 6.9 7.0 7.0
35-39 6.8 6.8 8.8 5.5 57 5.6 5.8 5.9 5.8
40 - 44 5.8 4.8 54 44 4.1 4.3 47 42 4.5
45 - 4§ 3.2 2.5 2.9 3.9 4.1 4.0 3.7 3.8 3.8
50-54 2.4 2.0 2.2 3.4 4.3 3.8 32 3.8 s
55-59 1.1 a7 0.9 2.9 3.2 3.1 26 2.8 27 i
60 - 64 0.8 0.7 0.8 2.1 17 1.9 1.8 1.5 1.7
65 - B9 0.2 0.3 0.3 1.2 0.8 1.0 1.0 0.7 0.8
70-74 a1 - 0.1 0.6 04 0.5 0.5 0.4 0.4
75 - 79 0.2 01 0.2 0.3 0.2 0.2 0.2 0.2 a.2
80+ 0.1 - 0.1 0.1 0.2 0.2 0.1 0.2 0.1
Missing/Dont know 0.1 - - - - - 0.1 - -

Total 100 100 100 100 100 100 100 100 100

Number 2399 2044 4443 10315 9830 20145 12714 11874 24588




The distribution of the male and female household population by single years of age is
presented in Figure 2.2 and in Appendix Table C.1. The data show evidence of a
preference to report ages that end in 0s, and to a lesser extent 5s, that is commonly
found in countries where ages are not known well. Examination of data presented in
the graph show age heaping and digit preference illustrated by troughs and bumps at
all ages. The troughs at ages 15 and 50 for females are clearly distinguishable in the
graph. During the fieldwork, women of 50 years were declared eligible to be
interviewed because women often round their ages upward. (When processing the
data from the Individual Questionnaire, women who were determined to be actually
older than 49 years, based on their date of birth, were excluded.) Therefore the trough
at age 15, and especially that at age 50 and the subsequent rise at 51 and peak at 52
illustrate the displacement introduced by interviewers.

Figure 2.1

Age Population Pyramid, PNG, 1996
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Figure 2.2
Single-year Age Distribution by Sex
PNG, 1996
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PNG-DHS 19988

Table 2.2 shows the comparison of the broad age structure of population according to
all the censuses conducted in PNG since 1966. It appears that the proportion of
population less than 15 years tends to fluctuate in the vicinity of 42 to 46 percent since
the first census count in 1966. Similarly, the elderly population 65 and over has
fluctuated between 1.1 and 2.5 percent over the years. The fluctuations are
statistically insignificant (the first two ‘censuses’ were samples, not full counts). The
dependency ratio, defined as the ratio of persons in the dependent ages (age under 15
and age 65 or over) to those in the “economically active” ages (15-64), has remained
*fairly constant at around 80 per 100. The median age continues to remain the same
over the years. The most likely explanation for the lack of trend in the age structure is
continuous high fertility. It is noteworthy that the 1996 DHS survey and the 1990
census data show fairly similar distributions by age, supporting the reliability of the

1996 survey.
Table 2.2 Population by Age from Selected Sources
Percentage distribution of pepulation by age group at different dates
Sample Surveys Paopuiation Censuses
Age 1990 1980 1971 1966
Group 1996 DHS 1991 DHS Census Census Census Census
Less than 15 43.8 41.8 41.9 43.0 455 42.9
15-64 54.5 559 . 556 55.3 52.8 56.0
65 + 1.8 2.8 2.4 15 1.5 1.1
Missing/Don't Know - - - 0.1 -
Total 100 100 ‘1 oo i_:{DU 100 100
Median Age 18.3 18.8 18.7 18.4 17.6 19.1
Dependency ratic per 100 83.0 79.0 " 8C.G 80.0 g89.0 79.0




2.2 Household Composition

Information on the size and composition of the sample households by urban and rural
residence is presented in Table 2.3. The majority of heads of household are male
with over 90 per cent in both urban and rural areas. Female headed households are
slightly more common in rural areas (9 per cent) than in the urban areas (7 per cent).

On average, the household size in PNG is 5.7 persons. Household sizes in urban areas
are substantially higher than those in rural areas (6.3 verse 5.6). This reveals the
crowded situation in urban areas, where housing is a major problem because of the
high cost and shortage of housing. Some 18 per cent of households in urban areas

-consist of 9 or more members as compared to 14 per cent in rural areas.

When considering the adult composition of the household, population, about half of
the households consist of 3 or more related adults, while 35 per cent consist of two
adults of opposite sex. About 7 per cent of the households have one adult member
while households with two related adults of the same sex comprise only 2 per cent.

Table 2.3 Household Compaosition
Percentage distribution of households by sex of head of household,
household size, kinship structure, according to urban-rural residence

Place of residence .

Characteristics Urban Rural Total
Sex
Male 92.7 91.4 91.6
Fernale 7.3 8.6 8.4
Total 100 100 100

Household members

1 4.3 4.6 4.6

2 5.8 8.0 7.7

3 8.0 1.4 10.9

4 9.8 13.8 13.2

5 14.2 153 16.2

6 13.7 14.0 14.0

7 15.5 10.5 11.3

8 10.5 8.5 8.9

9+ 18.2 136 14.4

Total 100 100 100

Mean size 6.3 5.6 5.7
Relationship structure

One adult 5.1 7.5 7.1

Two related-opposite sex 28.3 36.4 35.1

Two related-same sex 2.1 1.9 1.9

) 3+ related aclults 499 | 49.1 “49.3

Other ' 14.5 5.1 6.6
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2.3 Educational Level of the Household Population

Information on the highest level of education attained by the population classified by
sex, age residence and regions are presented in Tables 2.4.1, 2.4.2 and 2.4.3. The
value of education is not highly regarded by PNG families. Although, the National
Constitution of the country regards education as a basic right of all children, not all
children have the opportunity to attend at least to grade 6 in community schools.
Unfortunately, a high percentage of household members do not have any formal
education.

The survey data indicate that 42 per cent of males and 50 percent of females age 5
and above have not attended any formal education. The proportion of both men and
women with no education is higher in the rural than in the urban areas. The urban
population is much more likely to have attended school than the rural population: 78
versus 54 per cent for males and 73 versus 45 percent for females. -

Table 2.4.1 Education Level of Household Population
Percent distribution of the household population age 5 and over by highest education attended
Level of Education Median
Background No Grades Grade Grade No.of
Characteristics education 1-5 [} 7+ Total  Number yegars
Age
5-9 82.0 180 - - 100 3747 0.6
10-14 281 59.4 9.3 31 100 3319 3.0
15-19 18.2 27.3 29.5 25.0 100 2278 6.2
20-24 23.2 17.8 326 26.4 100 2052 6.3
25-29 29.5 15.1 31.0 24.3 100 1850 - 6.2
30-34 35.6 13.6 27.8 23.0 100 1709 6.1
35-38 43.2 14.8 22.6 18.4 100 1428 38
40-44 48.5 15.8 16.4 18.3 100 1102 2.0
45-49 60.3 17.2 10.3 12.2 100 932 0
50-54 65.4 18.3 6.3 6.0 100 870 0
55-59 74.8 152 5.2 4.7 100 656 0
B0-684 801 14.1 3.3 2.4 100 418 0
65 + 77.4 16.6 4.0 2.0 100 403 0
Place of residence
Urban 244 214 19.4 351 100 3772 6.3
Rural 50.5 25.1 159 8.6 100 17107
Region
Southern 28.7 254 . 238 2z.1 100 4717 52
Highlands 62.3 21.5 8.0 7.2 100 7778 0
Momase : 44.2 24.9 19.4 115 100 5848 23
Islands 30.3 3041 19.4 20.2 100 2536 4.4
Total 457 244 16.5 13.4 100 20879 2.0
z




Females in the rural areas continue to be in an especially disadvantaged situation in
obtaining higher education compared to their peers in the urban areas, with 30 per cent

y who have attended grade 7 or above in urban areas compared to only 6 per cent in
& rural areas.

al

1 The distribution of the population by highest level of education attended differs
S. greatly among the regions of the country. Southemn and Islands are advanced in
al education compared to other regions. The median duration of schooling is 5 and 4

years respectively, compared to 2 or 0 for other regions (Table 2.4.1).

5 The median duration of schooling differs greatly by gender in rural and urban areas.
d . Urban residents are more likely to remain at school longer compared with rural; 7
n years as against 2 years for males, and 6 years compared to 0 year for females.

F8 "
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Table 2.4.2 Education Level of Male Househo!d Population
Percant distribution of the male household population age 5 and over by highest education attended

Leve! of Education . Median
Background No Grades Grade Grade No. of
Characteristics education 1-5 ] 7+ Total Mumber years
Age
5-5 83.1 16.9 - B 100 1908 0
10-14 27.1 59.8 9.2 3.9 100 1723 3.0
15-19 17.5 28.2 28.4 25.0 100 1241 8.1
20-24 171 19.0 32.5 31.3 100 1024 6.4
25-29 21.7 14.1 32.2 31.8 100 952 B.5
30-34 25.5 12.1 3 31.3 100 a78 6.4
35-39 33.2 16.0 24.9 26.0 100 732 6.1
40-44 40.4 16.4 17.7 25.5 100 589 4.2
45-49 52.5 15.1 12.4 20.0 100 476 o}
50-54 64.6 18.0 7.6 9.8 100 . 410 o]
55-59 66.5 17.7 6.4 8.5 100 328 1]
60-64 781 12.6 4.6 3.3 100 239 o]
65 + 74.0 17.9 5.1 3.0 100 235 0
Place of residence
Urban 21.8 19.7 18.6 39.8 100 2033 6.5
Rural A6.1 257 16.8 11.4 100 8724 1.8
Region
Southern 25.8 23.6 23.9 28,7 100 2459 6.0
Highlands 57.3 22.5 10.1 10.1 100 3879 o}
Momase 39.0 258 20.3 14.8 100 3010 3.3
Islands 287 29.5 18.7 231 100 1309 A7
Total 415 245 17.2 16.8 100 10757 29




Table 2.4.3 Educatfon Level of Female Household Population
Percent distribution of the female household population age & and over by highest education attended
Level of Education Median
Background No Grades Grade Grade ) No. of
Characieristics educalion 7-5 [ 7+ Total  Number years
Age
5-9 80.9 19.1 - - 100 1830 0
10-14 29.1 59.0 9.5 2.3 100 1596 3.1
15-19 19.1 25.0 30.8 25,0 100 1035 6.2
20-24 284 16.5 327 21.4 100 1028 6.1
25-29 37.0 16.1 209 17.0 100 888 5.1
30-34 46.2 15.3 24.3 14.2 100 831 27
35-39 53.7 13.5 20,3 12.5 100 686 0
40-44 58.1 15,1 14.9 11.8 100 503 0
45-49 68.4 19.3 8.1 4.2 100 456 o
50-54 73.7 18.5 5.2 2.6 ' 100 460 . 0
55-59 83.2 12.8 4.0 - 100 328 0
60-64 B1.6 16.2 1.7 0.6 100 178 a
65 + 821 14.9 2.4 0.6 100 168 o]
Place of residence
Urban 274 22.8 20.2 29.6 100 1739 6.0
Rural 55,0 24.5 14,9 5.6 100 8383
Region
Southemn 31.8 273 23.8 17.% 100 2258 4.4
Highlands 67.5 204 7.8 4.2 100 3789 0
Momase 49.6 23.9 18.4 8.1 100 2838 1.1
Islands 32,0 30,7 20.0 17.2 100 1227 3.9
Total 50.2 242 15.9 8.7 100 10122 0

2.4 School Attendance

Table 2.5 shows the percentage distribution of the household population 6-24 years of
age attending school by age, sex and urban-rural areas. The proportion of those
attending school is nearly 32 per cent of the population age, 6-10 and three-fifths of
the population age 11-15. Between the age of 6 to 15, about 44 per cent of children are
at school. However, the proportion of those attending diminishes significantly after
age 16. Only 18 per cent of youth of ages 16 to 20 attend school. The reasons could
be economic conditions that draw youth from the school system.

As expected, attendance is higher in the urban areas than in the rural areas. In urban
areas, 62 per cent of children of age group 6-15 attend school compared to 41 per cent
in rural areas. At age group 6-15, 44 per cent of both boys and girls attend school.
For age group 16-20, men are much more likely to attend than women (21 per cent
compared to 15 per cent), in part, presumably, because of early marriage and
childbearing that cause young women to drop out of school.
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Pl | | Table 2.5 School Attendanee

-‘i 1

il !||| Percentage of the household population 6-24 years of age attending school by age, sex and residence

| i_-N! Age o Males : Females Total

§| i“ | Group Urbar Rural Tetal Urban Rural Total Urban Rural Total
| | ! .!!ii 6-10 50,8 281 31.7 47.2 28.2 31.3 49.0 28.1 315
N i‘l‘\ 11-15 79.5 55.4 59.7 75.7 57.1 60.2 77.8 56.2 59.9

i

"= : H 6-15 64.8 40.4 445 59.8 40.8 440 62.4 406 44.2
ool 16 - 20 34.1 16.8 20.7 286 113 14.9 31.6 142 18.0
L i | 21-24 11.8 1.6 4.1 3.8 13 1.9 7.9 1.4 3.0

1
| i
o ‘ ‘ v
4 M |‘\11_|! 2.5 Housing Characteristies
I
|

Table 2.6 shows the distribution of households with selected housing characteristics in
urban and rural areas. The information on the source of water, type of sanitary
facility, type of floor material and number of persons pet sleeping room are indicators
of the health and socio-economic condition of households. Furthermore, the housing
characteristics are associated with demographic behaviour of the household.

Only 12 per cent of the households in PNG consume electricity. However, a
significant difference is noted between the urban and rural areas; 59 per cent of urban
households have electricity compared to 3 per cent of rural households. Electricity is
not accessible to about 97 per cent of the rural households.

Sources of drinking water differ greatly in rural and urban areas. In urban areas, piped
water is the major source connected to 61 per cent of the households and 11 per cent
obtain water from a public tap in the neighbourhood. In rural areas, only 4 per cent of
households have water piped into the household, while 5 per cent of households share
a public tap within the neighbourhood. The major sources of water in the rural areas
are piver or stream (38 per cent) and springs (25 per cent).

A majority of the households in PNG (69 per cent) have traditional pit toilets. About
14 per cent of the households use the bush for toilet purpose as they do not have a
toilet facility, while 9 per cent of households use their own flush toilets. Households
in both urban and rural areas commonly use the traditional pit (32 per cent and 76 per
cent). In urban areas 48 per cent of households have their own flush toilets, while
more than 10 per cent of households have shared flush toilets. About 16 per cent of
rural households do not have any toilet facilities.




Table 2.6 Housing Characteristics
Percent distribution of households by housing characteristics,
according to urban-rural residence
Household Place of residence
Characteristics Urban Ruraf Total
Electricity
Yes 59.2 3.2 12.3
No 40.8 96.8 87.7
Source of water
Piped to household 60.5 3.6 12.9
n Piped to neighbourhoed 1.2 4.9 5.9
' Well in yard 0.5 16 1.4
y Public well 1.3 71 ) 6.1
5 Spring 20 248 21.1
2 River/stream : 28 37.9 32.2
Pond/lake/dam 0.6 8.5 5.5
Communal tank 3.0 54 5.0
a Rain water 14.7 6.8 8.1
Tanker truck 1.8 0.1 0.3
- Other 16 14 14
15 Total 100.1 100 100
Sanitation facility
Own flush toilet 47.9 1.5 9.1
d Shared flush toilet 10.4 1.0 25
nt ‘ Tradtiona! pit 32.1 76.3 6a.1
v ‘ Improved [atrine 2.8 186 1.8
re Bucket system 3.1 - 0.5
Closet over sea 04 33 28
= No facility/bush 31 16.3 14.1
Totat 100 100 100
Floor material
ut | Earh 14 18.4 15.6
a Sand 0.1 1.3 1.1
s Wood planks 257 10.8 132
er Palm/bamboo B.7 57.1 48.9
le Polished wood 25.5 1.6 . 55
o f ) Vinyl/asp.strips 16.2 2.5 4.7
Ceramic tiles 5.0 0.1 0.8
Cement 12.5 1.0 29
Carpet 1.7 0.2 0.5
Other 51 7.0 6.7
Total 100 100 100
Persons per sleeping room
1-2 60.5 58.7 59.0
3-4 29.4 25.9 26.56
5-8 8.5 9.1 87
7+ 3.4 6.1 56 |,
Missing/don't know c1 0.2 0.2
Total 100 100 100
Mean persons per room 2.8 2.9 29
Number of households 703 3616 4319
25
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As to the type of flooring material, 49 per cent of the households have palm or
bamboo floors. Wood plank flooring is common in urban areas (26 per cent), while
palm or bamboo is common in rural areas (57 per cent).

For estimating the extent of crowding, information on the number of rooms that the
households use was available in this survey. More than half of the households (59 per
cent) have one or two persons per sleeping room, while 27 per cent of households
have three or four persons per sleeping room. On average, there were 2.9 persons per
sleeping room. In this respect, there was no significant difference noted between the

urban and rural areas.
2.6 Durable Consumer Goods

Presented in Table 2.7 is the percentage of households owning specific durable
consumer goods. Among the durable goods, radio is the most common consumer good
owned by nearly 31 per cent of all households. About 60 per cent of houscholds in
urban areas and 25 per cent of the households in rural areas own radios. Electricity is
a common item consumed in.59 per cent of households in urban areas. Only 3 per
cent of households in rural areas are connected to an electricity web. On average 12
per cent of the total households consume electricity.

The proportion of households with other appliances varies to a large extent between
the urban and the rural areas; 49 per cent of urban households reported having a
refrigerator, compared to only 2 per cent of rural households; 40 per cent of urban
houscholds owned a television set, 20 percent owned a motor vehicle and 14 per cent
had a telephone. Television, motor vehicle and telephone are not common durable
consumer goods among rural households (about 1 per cent).

Table 2.7 Household Durable Goods
Percentage of households possesing various durable
consumer goods, according to residence

Household Place of residence

Possession Urban Rural Total
Electricity 59.2 3.2 12.3
Radio 59.6 24.9 30.6
Television 40.0 1.4 7.7
Refridgerator 49.4 1.5 9.3
Motor vehicle 19.8 1.4 4.4
Telephone 141 0.4 2.6

Number of households 703 3616 4319
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2.7 Characteristics of Women Respondents

In the household questionnaire, a total of 5,550 women were identified as eligible for
interview with the Individual Questionnaire. Of these women, 4,917 or 89 per cent
were successfully interviewed. In each age group, the proportion of women
interviewed was about the same, varying from 85 to 91 per cent (see Appendix C,
Table C.2). '

The distribution of women in the DHS sample by selected background characteristics
is presented in Table 2.8. More than half of the women interviewed in the survey are
under the age of 30. However, women of prime child bearing ages, 20 to 39
comprised of 65 per cent. Table 2.8 indicates that about 73 per cent of female
respondents are currently married and 21 per cent have never married. About two per
cent each are widowed, divorced or separated. Living together is an insignificant
practice in the country according to the DHS, that revealed a very low number of such
womerl.

The majority of the respondents, about 61 per cent, have had some education varying
from grade 1 to grade 7 and above. About two fifths of the women have no formal
education at all.

PNG still remains predominantly rural with approximately four fifths of the women
living in rural areas. The distribution of women by region shows that about 36 per
cent of the respondents are from the Highlands; Momase has 28 per cent, Southern 24
per cent, and the Islands 12 per cent, ‘

Almost all the women interviewed report themselves as Christians (98 per cent). The
mainline churches or denominations are Roman Catholic (27 per cent), Evangelical
Lutheran (18 per cent), United Church (15 per cent), and Pentecostal (11 per cent).

Presented in Table 2.9 is the percentage distribution of the female respondents by the
highest level of educational attended according to the selected background
characteristics of respondents. The results indicate that younger women have higher
educational attainment than older women. Among women age 15-19, 57 per cent
have attended at least grade 6, and 25 percent have had some secondary schooling.
Among women in the age group 45-49 only 14 percent got as far as grade 6. Women
with no education accounted for 56 percent of women age 40-44, and for 66 percent of
women age 45-49,

As expected, women in the rural areas are more disadvantaged in obtaining education
than women in urban areas. About 45 per cent of women in rural areas have not
attended school compared to 15 per cent of urban women. Almost half (45 per cent)
of the women in urban areas have attended grade 7 and above, and only 10 per cent of
them have attended that grade in the rural areas. : e
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Table 2.3 _Respondent Background Characteristics

Percent distribution of women hy age, urban-rural

residence, region and level of education

Background Female population
Characteristics Percent Number
Age
15-19 17.9 881
20-24 18.4 an4
25-29 18.2 883
30-34 15.4 758
35-39 12.7 624
40-44 9.1 446
45-49 8.4 411
Marital Status
Never married 20.9 1026
Married 726 3570
Living together 0.3 13
Widowed 2.3 111
Divorced 1.6 77
Separated 2.4 120
Educational Level
No education 39.0 1816
Grades 1-5 17.9 880
Grade 6 26.0 1280
Grade 7 + 17.1 841
Place of residence
Urban 20.5 1008
Rural 79.5 3508
Region
Southern 24.4 1202
Highlands 35.6 1751
Momase 28.1 1384
Islands 11.8 580
Religion
Anglican 4.3 213
Evangelical Alliance 8.8 433
Pentecostal 10.6 523
Evagelical Lutheran 17.8 873
Reman Catholic 26.7 1311
Salvation Army 0.6 28
Seventh Day Adventist 2.0 444
United Church 148 716
Other Christian 6.1 299
Non - christian 0.9 2 48
No religion, missing 0.6 3
Total 100 4917




There are also wide variations in education attainment between regions. In the
Southern and Islands regions, less than 20 per cent of women have no formal
education. A little over 64 per cent of those in the Highlands reported having no
education at all, while women in Momase were in an intermediate situation.

Table 2.9 ReSpgndents Level of Education by Background Characteristics
Percent distribution of women by highest level of education attended, according to age,
residence, and region
Leve/l of Education
Background No Grades Grade Grade
Characieristics education 1-5 6 7+ Total  Number
Age
18-19 17.7 25.3 32.0 25,0 100 881
20-24 28.3 16.7 332 21.8 100 90.4
25-29 35.5 16.7 30.1 17.7 100 ¥ 893
30-34 43.7 16.0 25.2 15.2 100 758
35-39 53.5 13.3 21,2 12.0 100 624
40-44 55.8 15,9 155 12.8 100 446
45-49 66.4 20.0 2.0 4.6 100 411
Place of residence
Urban 151 12.6 276 44.8 100 1009
Rural 48.1 19.3 25.6 10.0 100 3508
Region
Southem 16.8 18.1 364 28.7 100 1202
Highlands 64.1 16.0 12.8 7.0 100 1751
Momase 36.8 17.8 31.1 14.2 1c0 1384
Islands 14.0 231 326 30.3 100 580
Total 39.0 17.9 25.0 171 100 4917

Table 2.10 presents the exposure of respondents to the different types of mass media,
according to their background characteristics. The table shows that about 44 per cent
of the women listen to radio at least once a week, while 25 percent read newspapers
and about 15 percent watch television. Younger women are more likely than older
women to be exposed to mass media.

The higher the level of education, the more access there is to the media. Among
women with no education, about 2 percent read newspapers, 4 percent watch
television, while 23 per cent listen to radio. Among women who attended grade 7 or
above, 75 percent read newspapers, 45 percent watch television and 78 percent listen
to radio.

Between urban and rural areas, the proportion of women differs greatly for reading
hewspapers and watching television, but less so for listening to radio. While 70 per
cent of women in urban areas listen to radios, only 37 per cent of women in rural areas
do so.
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Similar to education, women in Southern and Islands have more exposure to mass
media than those in either the Highlands or Momase. Women in the Southern region
have the most access to all three modes of mass media (43 per cent read newspapers,
31 per cent watch television, and 61 per cent listen to radio), followed by Islands
region and Momase. The least exposed women are those in the Highlands to all three
media.

Table 2.10 Access to Mass Media

Percent of women who usually read a newspaper, walch television or
listen to radio once a week, by selected background characteristics

Mass communication media

Background Read Watch Listen Number
Characteristics newspaper television to radio of women
Age -

15-19 . 376 196 52.1 881

20-24 33.6 15.6 50.0 004

25-29 255 131 43.1 893

30-34 21.2 12.9 42.5 758

35-39 17.2 14.7 3a.1 624

40-44 19.1 13.3 3r.2 446

45-49 8.3 8.5 30.7 411 !

Educational Level

No education 2.3 4.4 22.6 1916
Grades 1 -5 15.8 8.5 42.2 880
Grade 6 34.1 14.1 53.8 1280
Grade 7 + 74.9 44.5 77.9 841

Place of residence

Urban 60.8 54.5 71.1 1009

Rural 16.3 4.2 36.6 3908
Region

Southern 42.5 30.8 61.0 1202

Highlands 13.8 6.5 36 1751

Momase 23.0 11.6 38.9 1384

Islands 30.9 122 55.7 580
Total 25.4 14.5 437 4817

Table 2.11 presents the percentage distribution of female respondents by economic
activities according to their background characteristics. Farming and fishing for
subsistence are predominant economic activities that women engaged in the last week.
By age groups, women are actively engaged in these activities throughout their
reproductive years, 15 to 49.
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There are wide variations in economic activity by highest educational level attended.
Among women who have attended grade 7 or above, 45 percent are working (not
counting housework), compared to 74 percent of women with no education. The
predominant activity for women with no education is subsistence fishing or farming.

Half of the urban women do housework (50 per cent), while their rural counterparts
are mostly engaged in subsistence activities (43 per cent). While a little over 30 per
cent of urban women work in non-farm employment, a quarter of rural women do
housework (25 per cent) as a second major activity performed by women according to
type of residence. |

While more women in the Southern and Islands regions engaged in housework
activity (41 and 44 per cent), women in the Highlands and the Momase are heavily
engaged in subsistence farming, accounting for 44 and 37 per cent, respectively.
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CHAPTER 3

FERTILITY
Esther T Lavu

One of the objectives of the 1996 Demographic and Health Survey was to collect
information on fertility and also measure fertility differences across the country. This
chapter addresses the fertility levels, trends and differentials based on the information
collected by this survey. Information obtained from this presentation will help us to
understand the impact of changes in the use of family planning, and related aspects of
change in the study of determinants of fertility in Papua New Guinea (PNG).

Fertility in this chapter refers to the reproductive performance of the female
population, that is usually affected by various socio-economic factors. - The female
population is used for fertility measures because they give birth and not men. In
PNG, fertility studies have shown that there are differentials within the population.
Characteristics such as place of residence, educational level and region have all
reflected fertility differentials. The 1981 Sample Survey indicated that the rural
fertility was higher than the urban sector and higher levels of education had a negative
effect on fertility. Regional differences were also evident. The 1996 DHS dataset
obtained from the sample of 4,917 women has been analysed systematically to detail
the fertility situation in PNG.

The fertility measures presented in this chapter are based on the reproductive histories
of women age 15-49 interviewed in the 1996 DHS. Each woman was asked by
trained interviewers whether she ever had a baby or not. Those who ever had a baby
were asked to report on the number of sons and daughters living with them, the
number living elsewhere, and the number who had died. They were then asked for a
history of all their births, including the name, the sex, status of birth (whether single
or multiple birth), the month and the year each was born, and if alive, the current age
and whether he/she was living with the mother, and if dead, the age at death. Based on
this information, measures of completed fertility (number of children ever born) and
current fertility (age-specific rates) are examined. These measures are also analysed
in connection with various background characteristics.

The chapter begins with current fertility levels and trends; this includes current
fertility, fertility by background characteristics, fertility trends and fertility by marital
duration. The completed fertility is reflected by children ever born and living.
Spacing of births in a woman’s childbearing period is reflected by timing of births and
birth intervals. The beginning of a woman’s childbearing is indicated by age at first
birth, and further insights are provided by background characteristics. The chapter
concludes with adolescent fertility behaviour.
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} 3.1 Current Fertility
Age-specific fertility rates (ASFR) and total fertility rates (TFR)

The sum of the age-specific fertility rates, i.e., the total fertility rate (TFR), is used to
summarise the current level of fertility. It can be interpreted as the number of children
a woman would have by the end of her childbearing years if she passed through those
years bearing children at the currently observed rates. If fertility remained constant at
current levels, a Papua New Guinean women would give birth to an average of 4.8
children as shown in Table 3.1. Close examination of the age-specific fertility rates
reveals that there are marked differences between the urban and rural areas. The
results indicate that the urban age-specific fertility rates are considerably lower for all
ages except the youngest. The TFR for urban women is 4.0 children per woman
compared with 5.0 for rural women. :

Table 3.1__Gurrent Fertility

Age-specific and cumulative fertility rates and the crude birth rate
for the five years preceding the survey, by urban-rural residence

Residence
Age group Urban Rural Total
15-19 91 73 77
20-24 207 235 229
25-2% 209 240 234
30-34 176 192 189
35-39 86 131 122
40-44 22 94 82
45-49 9 38 35
TFR 15-49 4.00 5.02 4.84
TFR 15-44 3.95 4.83 4.67
GFR 147 171 166
CBR 33.60 33.90 33.90

TFER: Total fertility rate expressed per women

GFR: General fertility rate (births divided by number of women 15-44), expressed
per 1,060 women

CBR: Crude birth rate, expressed per 1,060 population

Note: Rates are for the perind 1-60 months preceeding the survey.

- ‘ General Fertility Rate (GFR)

i The general fertility rate (GFR) is calculated by dividing the number of births
: occurring during a specific period of time by the number of women of reproductive
age (15-44 years of age) and multiplying the resuit by 1000t The 1996 DHS estimated
the GFR to be 166 for the whole country; that is 166 births to every 1000 women.
The observed GFR is higher in rural areas (171) than in urban areas (147).
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Crude Birth rate (CBR)

The crude birth can be estimated from the birth history data and the age-sex
distribution of the household population. The 1996 DHS calculated CBR. by summing
the product of the age-specific fertility rates and the proportion of woman in each age
group out of the total population at all ages. As ASFR was calculated on the births
during the past five years, the CBR calculations are based on the same time period.
Overall, there were about 34 births per thousand population over the last 5 years.
Close observation of the results indicate there is a small difference between the two
sectors; urban (33.6) and rural (33.9). The reason behind this very small difference is
the higher concentration of women of childbearing age in urban areas than in rural
areas. (This figure is not comparable to census figures, as it excludes from the
denominator the non-household population).

Table 3.2 Fertility by Background Characteristics i
Total fertility rate for the five-years preceding the survey
and the mean number of children ever born to women
age 40-49 by selected background characteristics
Fertility Rates
Background Total Mean Mo. of CEB
Characteristics Fertility Rate age 40-49
Place of residence
Urban 400 4,65
Rural 5.02 5.54
Region '
Southern 4.85 5.30
Highlands 4.36 5.27
Momase 5.33 5.35
Islands 5.26 8,18
Level of education
No education 4.97 5.40
Grades 1-5 4.74 577
Grade 6 510 5.46
Grades 7+ 3.85 4,54
Total 4.84 5.40

3.2 Fertility Trends and Patterns

Five-year total fertility rates by residence, region and the respondents’ level of
education are presented in Table 3.2. There arc differences in the total fertility rate
between all regions. Women in the Momase region tend to give birth to more children
than the women in the other three regions. If fertility remains constant at current
levels, a Momase woman would give birth to an average of 5.33 children, followed by
Islands women (5.26), Southern region (4.85) and Highlands region with the lowest
(4.36).
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Increasing level of education is associated with reduced fertility as illustrated in Table
3.2, however as one moves up the category of education, the trend fluctuates.
Findings indicate that women with grade 7 or higher education give birth to an
average of 3.85 children per woman which is lowest compared to all education
categories, while women who have completed grade 6 by far have the highest fertility
(5.10). Although the depressing effect of higher education on fertility is still evident
in PNG, women with no education have on average 4.97 children per woman, which
is lower than those who have completed grade 6 education.

Further observations of findings on the mean number of children ever born to women

40-49 years in Table 3.2 provide the information on trends. These women have

completed their childbearing years, or are near to doing so. The total number of

children born to these women is a reflection of fertility levels in the past 20-25 years.

In general, current fertility levels (indicated by the TFR) are slightly lower (about half

a child) than the mean number of children born to women 40-49 years, suggesting a -
small fertility decline. The difference is greatest in two regions; Islands and

Highlands. ‘

Figure 3.1 Ade specific fertility rates by regioh
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The pattern of fertility can be discussed based on the number of births by mother’s
current age. Figure 3.1 illustrates fertility rates by current age of mother according to
region. The findings indicate that women in [slands region have a high fertility peak
between ages 20 and 29. Close observation reveals that women in Southem region
commence childbearing earlier than those in other regions, and women in Highlands
region have a much lower fertility rate from 25 onward. It is noteworthy that the
Southemn region tends to drop to a lower fertility level at age 35.
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Table 3.3 Fertility Trends

Age-specific fertility rates for five-year periods preceding the survey

Five Year Periods

Age 0-4 5-9 10-14 15-19
15-19 77 a3 104 107
20-24 229 238 245 237
25-29 234 250 259 248
30-34 189 210 245 237
35-39 122 186 208 -
40-44 82 122 - -
4549 35 - - -

Nofte: Age-specific fertility rates are per 1,000 women,

The age-specific fertility rates for five-year periods preceding the survey are shown in
Table 3.3. The fertility rates are declining in all age groups. Although there are
indications of fertility decline, detailed analysis on births to women in the child
bearing age indicate some shifting of birth dates and age misreporting of mothers at
the time of the survey. Nevertheless, over the last 15 years there is clearly a decline in
fertility among women in their thirties and early forties. Although this may come as a
surprise to sceptical demographers, it is attributable to much higher contraceptive
prevalence rates than anyone had imagined as will be seen in chapter 4.

Table 3.4 __ Fertility by Marital Duration
Ferility rates for ever-married women by duration since first marriage
for five-year periods preceding the survey

Years Since Five Year Periods

First Marriage 0-4 5-8 10-14 15-19
0-4 310 298 308 291
59 248, 257 269 . 266
10-14 185 227 258 233
15-19 130 185 210 23
20-24 88 146 191 -
25-29 37 90 - -

The fertility rates for ever-married women by duration since first marriage for five-
year periods preceding the survey are shown in Table 3.4. Childbearing early in
marriage offen remains resilient to change, even when fertility is declining, because
fertility decline usually begins at older ages (when women start to limit the number of
births), not among young couples postponing births, Table 3.4 bears out these
observations showing a recent decline in fertility, starting at marriage duration of 5-9
years, and accelerating thereafter.
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3.3 Completed Fertility
l * Children Ever Born and Living

! In the 1996 DHS questionnaire, the total number of children ever born was
ascertained by a sequence of questions designed to maximise recall. The distribution
of women by number of children ever born is presented in Table 3.5 for all women
and for currently married women. The mean number of children ever born for all
women increases rapidly with age, so that by the end of her childbearing years, a
woman has given birth to nearly six children. The distribution of women by number
Y of births indicates that 11 percent of teens have already borne a child, and more than
iy one-fourth of women age 45 and over have borne at least eight children.

‘ ﬂ‘ As in other developing countries childbearing is not confined to marriage; however

the findings show that about 73 percent of the women in the sample are married (see

iiii“' chapter 2) and this warrants more emphasis on married women than all women

‘ category. This is because married women are at a higher risk of conceiving than

unmarried women. According to Table 3.5 married women in PNG have on average

more than one living child at age 20-24, more than three at age 30-34, and more than
i “ five at age 40-44.

The parity distribution for older, currently married women also provides a measure of
I primary infertility. Voluntary childlessness is rare in PNG, and married women with
'1 ; no live births are most likely unable to bear children. The 1996 DHS results indicate
i |““|‘ that about 4 to 5 percent of PNG women are unable to bear children.




Table 3.5 Children Ever Born and Living
Percent distribution of all women and currently married women by number of children ever
born and mean number ever born and living, according to five-year age groups
as ;
Respondent' Number of Children Ever Born No, of
on Age 0 7 2 3 4 5 6 7 8 8 10+ Total Women MCEB  MCEBS
€n
All Women
all
a 15-19 88.8 9.1 1.8 0.2 - - - - - - - 100 881 013 | 0.12
er 20-24 40.0 30.4 198 66 22 07 0.1 - - - - 100 904 1.03 0.85
an 25-28 14.8 19.7 25.0 189 13.0 6.3 1.3 0.8 01 - - 100 893 225 2.04
30-34 8.0 88 117 21.2 191 16.2 9.6 42 12 04 - 100 758 3.60 314
35-39 83 6.3 91125 147 171 141 101 237 24 16 100 G624 4,29 3.86
40-44 7.8 3.8 61 98 139 14,6 130 137 85 47 40 100 446 5.02 4,42
(=) 45-49 46 22 66 75 124 97 139 144 119 7.8 80 100 - 411 5.81 5.01
ce AlAges 294 13.5 126 111 98 81 58 45 24 14 13 100 Taer7} 285 ® 236
o
cn Cumently Marrisd Women
an 15-19 5§3.6 36.1 9.0 1.2 - - - - - - - 100 1665 0.58 0.62
.ge 20-24 22,7 37.7 260 93 32 05 0.2 - - - - 100 534 1.36 1.25
an 25-29 9.4 185 265 21.2 147 71 14 1.0 0.1 - - 100 774 248 2.24
30-34 65 69 112 21.8 199 17.2 89 47 13 04 - fog 679 3.68 3.30
35-39 6.8 59 82 124 15.0 18.0 149 10.5 3.8 26 1.7 100 572 4.44 4.00
40-44 58 25 6.0 88 149 154 134 151 88 48 45 100 397 5.25 4,65
Of 45-49 44 19 72 75119 97 144 152 11,4 80 &3 100 361 5.79 5.01
ith e
ste All Ages 11.9 151 156 142 128 105 75 6.0 3.0 1.8 16 100 l3583l 337 3.01
Nota: T
MCER: Mean Number of Children Ever Born
MCEBS: Mean Number of Chiidren Ever Barn Surviving

3.4 Birth Intervals

Age at first marriage, termination of sexual unions through divorce and widowhood
and eventually remarriages all contribute in determining childbearing interval lengths.

There is overwhelming research evidence that closely spaced children suffer major
health disadvantages compared with children spaced further apart. This includes a
very high risk of being sickly and poorly nourished, because they are breastfed for
shorter periods. This is particularly true for babies born at intervals of less than 24
months. Table 3.6 shows the percent distribution of births in the five years preceding
the survey by the number of months since the previous birth. About 25 percent of
births occurred after an 1nterva1 of less than 24 months. The median interval length is
32.4 months.

The mother’s health is also affected in that she does not recover fully after short birth
intervals and therefore this can deplete her health and energy. Mother’s age at birth of
the child is an important characteristic influencing the duration of birth intervals.
Older mothers tend to have a longer birth interval than the youngér mothers. The
median length of birth interval ranges from 35 months to 37 months for women age
30 and over, while those under the age of 30 have a birth interval of less than 30
months.
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Short birth intervals are more common if the previous child died early in life, because
the parents often want another child quickly to replace the dead child. The death of
the child leads to truncation of breastfeeding, which leads to earlier resumption of
fecundity. This means that there is a better chance of conceiving another child
quickly as shown in Table 3.6, with median of 24.6 months interval for a deceased
child compared to 33.4 months for a surviving child.

Birth intervals are 2 to 3 months longer in the Highlands region than elsewhere. This
may be related to longer breastfeeding duration in the Highlands than in other regions
(see Chapter 9). Differences in the median length of birth intervals by urban/rural
residence and educational level are minimal.

Table 3.6_Birth Intervals
Percent distribution of births in the five years before survey by interval since previous birth
by demographic and background characteristics

Characteristics Manths Since Previous Birth Tofal Number
7-17 18-23 24-35 36-47 48+ Total  Number Median
Age of Mother
15-19 25.0 50.0 25.0 - - 100 20 21.0
20-29 12.7 17.7 36.3 20.0 13.3 100 1165 29.7
30-39 71 13.0 331 . 21.3 255 100 1224 34.6
40+ 10.1 12.2 258 20.2 31.8 100 337 35.8
Birth Order
2.3" 11.0 ;16.1 324 18.9 207 100 1263 321
4-6 8.0 13.8 34.2 218 224 100 1076 33.2
7+ 12.0 157 38.1 19.4 17.7 100 407 31.5
Sex of prior birth
Male - 9.7 16.0 338 202 203 100 1403 322
Female 10.3 14.2 33.2 20.8 21.5 100 1343 32.9
Survival of prior birth
Still alive 8.1 14.7 33.9 214 220 100 2469 33.4
Deceased 271 19.5 30.0 11.9 116 100 277 245

Place of residence

Urban 9.9 17.4 297 16.8 26.2 100 465 (327

Rurai 10.0 14.7 34,3 21.2 19.8 100 2281 32.4
Region

Southemn 101 16.3 35.0 18.8 211 100 655 31.9

Highlands 2.5 13.9 304 237 228 100 2oL} 33.9
- Momase 10.7 16.3 33.5 18.9 206 100 821 31.6

Islands 9.’4 1586 387 19.3 171 100 362 30.9

Level of Education

Ne education 8.9 14.8 314 22.3 216 100 1214 334
Grades 1-6 10.4 14.9 33.9 20.4 20.4 100 422 321
Grade € 10.0 14.7 38.6 18.8 18.0 100 762 30.8
Grades 7+ 9.8 17.5 29.3 17.8 2586 100 348 328

Total 10.0 151 33.5 20.5 209 100 2746 32.4
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3.5 Beginning of Women’s Childbearing
Age at First Birth

The age at which childbearing begins has important demographic consequences for
the society. Increase in the age at marriage and delaying of the first births even after
marriage has contributed greatly to overall fertility decline in many countries. The
distribution of PNG women by age at first birth, according to their current age is
presented in Table 3.7. Overall, the median age at first birth for women in Papua New
Guinea is 21 years. Among women currently of age 20-24, about 35 percent became
mothers before the age of 20; this is roughly the same percentage as for the older age
groups. Therefore, there has been little change in the median age at first birth, which
is about 2] years.

Table 3.7 Age at First Birth
Percent distribution of women by ag'é'at first birth, according to current age

Respondent's Age at First Birth Total Number
Age No <15  15-17 18-19 20-27 22.24 25+ Total Number Median

Births

15-19 88.9 0.7 5.9 4.5 - - - 100 881 -
20-24 40.0 22 13.6 18.8 16.8 8.5 - 100 904 -
25-29 14.8 3.4 14.3 18.6 20.9 20.8 7.2 100 863 21.3
30-34 8.0 44 14.4 21.1 22.8 16.0 133 100 758 20.7
35-39 8.3 3.7 14.4 221 18.9 16.2 154 100 624 209
40-44 7.8 4.5 16.6 19.7 17.3 19.5 148 100 448 21.0
45-49 4.8 3.9 11.4 18.0 18.7 212 221 100 411 21.7

Age at First Birth by background characteristics

Table 3.8 summarises the median age at first birth for different cohorts and compares
the entry age into parenthood for different sub-groups of population. (Medians for
cohorts 15-19 and 20-24 could not be determined because most women had not given
birth by age 20, the lower limit of the cohort 20-24.) The median age at first birth for
the population as a whole is 21 years. Findings for older women should be interpreted
with caution; for example, the higher medians for older women in Momase region
may reflect omission or misdating of early births, rather than a genuine trend. There
are however, only small differences between the various subgroups. Across all age
categories, women with at least some secondary education give birth for the first time
somewhat later (median 21.5 years). All other differences are insignificant.



Table 3.8 Age at First Birth by Background Characteristics
Median age at first birth among women aged 25-49 years, by current age and selected
background characteristics

Background Current Age Women
Characteristics 25-29 30-34 35-39 40-44 45-42  Age 25-48

Place of residence

Urban 213 20,6 20.3 21.0 21.6 208

Rural 21.3 20.8 21.0 21.0 21.8 211
Region

Southemn 21.2 20.3 20.1 204 223 20.7

Highlands 21.1 209 21.0 20.2 20.8 20.9

Momase 21.5 21.0 21.7 22,1 22.5 218

Islands 2186 209 19.8 21.3 215 21.0

Level of education

No education 20.9 207 21.1 20.9 213 21.0
Grades 1-5 21.3 20,5 18.7 20.6 21.8 20.8
Grade 6 21.3 20.9 20.8 21.1 21.2 2141
Grade 7+ 2241 20.8 213 21.3 223 218
Total 21.3 207 20.9 21.0 21.7 21.0

Timing of First Births

First births before marriage in a society can bring insecurity to the women in a number
of ways. This list ranges from simply bringing shame to the family, to no economic
support if unemployed in an urban area, and an extra burden upon herself and the
family. Table 3.9 summarises the percent distribution of first births according to their
timing with respect to mother’s marital status, tabulated by mother’s current age,
mother’s education, place of residence and region of residence. The findings indicate
that overall half of the women had conceived their first births before marriage, and
that 19 percent of first births occurred before the mother had married.

Certain differences betweén subgroups are of significance to mention. The current
age of women shows that about 18 percent of those who have or are completing their
childbearing period had births before marriage. Women who have had secondary or
higher education and those in urban areas are more likely to have had their first births
before marriage as indicated by about 24 and 26 percent respectively. On a regional
basis, women in the Southern region are the most likely to have their first births
before marriage, 27 percent, compared to 16 to 18 percent in other regions.
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Table 3.9 _Timing of First Birth y
Percent distribution of first births, according to their timing with respect to mother's mar:téi i
sfatus, by mother's current age, mother's education, place of residence and region of resmence
Mother 0-7 months > = 8 months
Background has not Before afler afler Ne. of
Characterislics married Mardage marrage marriage Total cases
Mother's current age
15-19 10.2 6.1 46,9 38.7 100 98
20-24 az 14.8 36.0 45.9 100 b42
25-29 1.2 16.3 30.7 51.8 100 761
30-34 1.6 201 30.1 48,2 100 687
35-39 - 19.9 27.8 523 100 572
40-44 0.5 21.4 24.8 53.3 100 411
45-49 0.3 18.1 26.8 54.8 100 382
Place of residence ‘
o .
Urban 1.7 24.3 30.0 . 438 100 690
Rural 1.4 16.3 03 51.9 100 2783
Region N
Southern 27 2338 32.1 413 100 840
Mighiands 0.2 16.0 29.4 644 106 1231
Momase 22 156 312 51.0 100 981
Islands 1.0 17.3 26.8 54.8 . 100 421
Mother's Education R
Nonhe 0.8 16.6 29.3 53.3 100 1548
Grades 1-5 1.0 19.9 301 48.1 100 579
Grades 8 27 16.8 314 49.1 100 851
Grades 7+ 20 21.8 31.5 44.6 100 A95
Total 1.5 17.8 30.3 0.3 100 3473

3.6 Adolescent Fertility
Teenage Pregnancy and Motherhood

Adolescent fertility in this study refers to births that have occurred to females under
the age of 20 imrespective of marital status. Table 3.10 shows the percentage of
women age 13-19 who are mothers or pregnant with their first child. About 24
percent of teenagers 18 years of age and 9 percent of teens 17 years of age have begun
childbearing (have already given birth, or are pregnant with their first child). Overall,
14 percent of teenagers 15-19 years old have begun childbearing. There are
indications that early childbearing is common in the Southern region, where the
percentage is 16. It is also much more common among teens with no education;
almost one-fourth of these teenagers have a child or are pregnant.
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Table 3.10 Adolescent Fertility
. Percentage of teériagers 15-19 who are mother or pregnant with their first child by
P ] background characteristics
: Percentage who are: Percentage
Background Pregnant  who have begun No. of
Characteristics Mothers with 1st child child-bearing  teenagers
Age '
15 - - - 137
16 2.8 - 28 196
17 6.4 2.1 8.6 187
18 16.9 6.8 23.7 177
19 277 4.3 321 184
Place residence
Urban 12,9 1.0 13.8 210
Rural 10.6 33 13.9 671
Region ' .
Southern 14.4 1.2 15.6 250
Highlands 8.2 43 124 282
Momase 11.4 3.0 14.3 237
Islands 10.7 1.8 12.5 112
Level of Education
No education 17.§ 5.1 23.1 156
Grades 1-5 9.0 1.3 10.3 223
Grade 6 12.1 3.8 16.0 282
Grade 7+ 7.3 0.9 8.2 220
Total . 11.1 27 13.8 881
Children Born to Adolescents
A high pumber of births to young females reveals a situation that needs to be

addressed by policy makers and planners. The distribution of teenagers 15-19 by
number of children ever born according to single years of age is presented in Table
3.11. The results show that fertility increases with age. About 2 percent of the
women aged 16 have at least 1 child. At the age of 19, around 20 percent have given
birth to 1 child; and around 7 percent have given birth to 2 children, which is not a
healthy situation. The average number of children born to teenagers is 0.13 for the
whole country. While not a startling figure, in comparison with many countries, it is
still of concern.

Table 3.11 Children Born to Adolescents

Percent distribution of feenagers 15-19 by number of children ever born according
to single years of age

Teenager's Children Ever Born Total Mean Number
Current Age 0 1 2+ Total Mean CEB No. of feenagers
. 15 100.0 - - 100 - 137
; 16 87.4 20 0.5 100 0.03 196
17 93.6 53 1.1 100 .08 187
18 83.1 15.3 1.7 100 0.19 177
19 72.3 212 6.5 100 0.35 184

Tofal 889 9.1 20 100 0.13 881
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CHAPTER 4
FAMILY PLANNING

Rita Pala
4.1 Knowledge of Methods and Source

Lack of knowledge of family planning methods and their sources is without doubt a
major obstacle to the use of contraception. As in other DHS surveys, information
about knowledge of family planning methods and of the places where they can be
obtained was generated by asking the respondent to name the ways or methods a
couple can use to delay or avoid a pregnancy. If the respondent did not spontaneously
mention a particular method, the interviewer described that method and asked the
respondent if she recognise it. There were nine methods described in the
questionnaire. These were: Pill, IUD, Injection, Diaphragm together with, Foam and
Jelly, Condom, Female Sterilisation, Male Sterilisation, Periodic Abstinence and
Withdrawal. ~ Other methods not provided in the questionnaire but mentioned
spontaneously by the respondent were also recorded. For all methods mentioned or
recognised, the respondent was asked if she knew where a person could go to obtain
the method or, in the case of periodic abstinence, advise on how to use periodic
abstinence. In this report, the term periodic abstinence is used for natural family
planning, thythm or ovulation methods.

A large majority of all women as well as currently married women know of one or
more family planning methods (72 percent and 76 percent respectively) as shown by
Table 4.1
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Tahle 4.1 Knowledge of Contraceptive Methods and Source
Percentage of all women and currently married knowing any contraceptive method
and knowing a source (for information of services), by specific method
Know method Know a Source
Contraceplive Currently Currently
method All married Al married
Women womeh Women women

Any method 71.8 76.4 64.5 69.4

Any modern method 67.7 71.9 63.6 68.4
Pill 58,7 63.1 54.5 59.2
D 26.0 28.3 23.1 25.3
Injection 55.5 60.0 51.6 56.6
Diaphrgm, Foam, Jelly 5.9 " B4 5.0 53
Condom ’ 44.5 44.7 39.1 39.6
Female sterilisation 47.7 51.8 44.4 48.8

- Male sterilisation 19.9 21.4 18.2 19.8

Any traditional method 371 40.3 19.2 207
Pericd Abstinence 23.2 245 192 20.7
Withdrawal 10.5 11.4 - -
Other : 21.8 24.9 - -

Number of women 4917 3583 4917 3583

The more widely known modern methods are the pill, injection and female
sterilisation. It is‘important to note that the low level of knowledge of the [UD is due
to the fact that the insertion requires sterile equipment, environment and a spectalist or
trained nurse. These are praciically not available in many rural areas. The least
known modern methods are the diaphragm, foam, jelly. This is related to the fact that
they are only available in pharmarcies and chemists.

The low knowledge of male sterilisation is a reflection of how responsive women are
to modern contraceptive methods that involve them. In other words, where women
are not the actual consumers, their knowledge about the method is low. Less than 25
percent know about periodic abstinence while less than 12 percent of women know
about withdrawal.

Not all who claim to know a family planning method know where to obtain it,
however, the gap between knowledge of contraceptive methods and their sources
among both all women and currently married is small. Almost 60 percent of currently
married women and 535 percent of all women know a source for pill, 57 percent and 52
percent for the injections, 40 percent and 39 percent for the condom, 49 percent and
44 percent for female sterilisation. It is not surprising that less than 6 percent of all
women and currently married women know a place where one can obtain the
diaphragm, foam and jelly because they are not well knowit contraceptive methods.
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4.2 Knowledge of Modern Methods by Background Characteristics

Table 4.2 presents the percentage of currently married women according to knowledge
of any method, of at least one modern method, and knowledge of a source by various
characteristics, including age, residence, region and education.

The proportion of married women that know of a modern method increases with age
up to 39 and then drops. More than 55 percent of all currently married women in each
age group know of at least one modern method. In general, about 70 percent
(68.4/71.9) of the women who know of a modern method also know of a source.
Knowledge of any method, modern methods and sources for modern methods vary
slightly by age with the exception of the youngest age group which shows a lower
level than older counterparts. There is also marked difference in the levels of
knowledge by urban-rural residence, where the urban level is higher by 12-14
percentage points than the rural Jevel. o

Table 4.2 Knowledge of Modern Methods and Source by Background Characteristics

Fercentage of currently married women knowing at least one modern method and
knowing a source (for information or service for a modern method) by selected
background characteristics

Knowledge of Contraceptives

Background Knows Number
Characteristic Any A Modem A Source of. of
Method Method  Modem Method Women
Age

15-19 80.2 57.2 48.8 166
20-24 70.8 67.2 63.1 634
25-29 78.4 73.9 704 774
30-34 81.0 76.3 732 679
35-39 80.4 77.3 75.2 572
40-44 783 71.8 68.5 397
45-49 72.3 65.9 62.3 361

Place of Residence

Urban 85.7 82.5 78.8 698

Rural 74,2 69.3 65.9 2885
Region

Southern 84.1 776 71.5 818

Highlands 76.8 73.9 ' 71.3 1369

Momase 65.0 584 553 979

Islands 86.8 85.6 83.5 417

Level of Education

No education 68.6 63.3 60.4 1605

Grades 1-5 | 74.5 69.7 64.6 604

Grade 6 82.8 78.4 73.68 878

Grades 7 + 927 90.9 89.5 ] 496

Total 76.4 71.9 68.4 3583
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When it comes to regional variations, it is the women from the Islands , Southern and
Highlands regions that show the highest levels of knowledge and of the source of
modern methods as compared to the Momase region which shows the lowest level.
There are substantial differentials in the proportion knowing at least one contraceptive
method and a source for 2 modern method by women’s education. Table 4.2 clearly
shows that as the educational level increases so does the level of knowledge of
contraceptive methods.

4.3 Ever Use of Contraception

All women interviewed in the Demographic and Health Survey (DHS) who said that
they had heard of family planning were asked if they had ever used it. Table 4.3
shows the percent distribution of all women and currently married women who have
ever used any contraceptive method, by specific method and age. Only 22 percent of
all women had ever used any modem method (upper panel} compared to 29 percent of
married women who had ever used any modern method (lower panel). Corresponding
figures for any methods are 29 and 37 percent, respectively.

Ever use is the lowest for those in the youngest age group (15-19), and increases to
around 45 percent for women 35-39 years old. In general, women are more likely to
have used pill, any traditional method and injection in that order. The least preferred
method is diaphragm/foam/jelly.
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4.4 Current Method Use.

Information on current use of contraceptives is used to determine estimates of the
current contraceptive prevalence rate by method . Table 4.4 presents the distribution
of current contraceptive use for all women (upper panel) and currently married (lower
panel). The age pattemns of current use for all women and currently married are
similar to those for ever use, with younger women being less likely to use either
modern of traditional methods.
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Among all women and currently married women, the most commonly used methods
of contraception are female sterilisation, injection and any traditional method with 6
percent, 5 percent and 5 percent respectively for all women, and 8 percent, 7 percent
and 6 percent, respectively, for currently married women (also see Figures 4.1).
Contraceptive use is highest among women in their late 30s and early 40s, and lowest
among women age 15-19. This pattern is most likely due largely to the fact that the
younger women are just starting their families, while older women are more likely to
have completed their families and to want to stop childbearing altogether. For the
same reason, younger women (15-24), are more likely to use less effective methods
such as withdrawal or rhythm, or temporary methods such as condoms, while older
women are more likely to use more effective methods such as female sterilisation and
injection. It is notable that 16 percent of women age 40-44 have been sterilised.

Figure 4.1 Use of contraception by currentlv'married women_15-49

=

Any trad. method
Any modern 6.3%

method
19.6% "
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4.5 Current Use by Background Characteristics

Table 4.5 presents the distribution of currently married women by current
contraceptive method used, according to selected background characteristics (also
Figure 4.2). The proportion using any form of contraception is higher in the urban
than the rural areas. Women most likely to be using contraception are those in urban
areas, those in the Islands and Southern regions, those with more education, and those
with 4 or more children. Both urban and rural women rely primarily on female
sterilisation, followed by injection and the pill. But women in the rural areas tend to
use traditional methods more than the women in the urban areas.
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The proportion of married women using any method varies by region from 16 percent
in the Highlands to 40 percent in the Islands. In the Islands and the Momase, female
sterilisation and traditional methods are the most frequently used methods, while in
the Southern and Highlands, injection is the most popular method followed by female
sterilisation.

There are distinct variations in level of current use by educational attainment.
Contraceptive use increases steadily with increasing level of education, from 19
percent of women with no education to more than twice (45 percent) of those with
Grade 7 and above. Female sterilisation is common among currently married with
Grade 1-5 and those with Grade 7 and above, while injection is the most popular
method among those with no education and those with Grade 6.

Contraceptive use of any method increases widely with increasing number of children,
from 6 percent of married women with no children to 6 times more (36 percent) with
those women with 4 or more children. Women with 4 or more children tend to use the
more effective methods such as female sterilisation and injection. Traditional methods
are common among women with no children and those with 1 child or 2 children,
while injection is common among those with 3 children.

Figure 4.2 Current use of contraception by selected background

characteristics
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4.6 Method Used by Source of Supply

All current users of modern metheds of family planning methods were asked for the
source from which they most recently obtained their methods. Table 4.6 presents the
percent distribution of current users of modern contraceptive methods by most recent
source of supply, according to specific method. Hospitals were the most frequently
cited source with 44 percent of users, followed by health centres and health sub
centres. Hospitals are largely responsible for sterilisation (91 percent of all female
sterilisation). Most users of pill and injection get their supply from health centres.

Table 4.6 Source of Supply
Percent distribution of current users of medern contraceptive methods by most
recent source of supply, according to specific method :
Contracepiive methods 1] ~
Source of Female
Supply Pill injection Sterilisation Total
FPA clinic 6.7 5.2 - 4.3
Aid post 55 15.7 - 6.7
Health sub centre 19.0 17.7 - 10.3
Health centre J6.8 385 7.7 254
MCH clinic 9.2 6.0 - 4.3
Hospital 13.5 11.3 91.2 44.3
Private doctor 0.6 1.2 0.7 0.8
Pharmacy/chemist 3.7 - - 1.1
Shop ' - , - - 0.1
Relative or friend 0.6 - - C4
Other 4.3 3.2 0.4 2.2
Total 100 100 100 100
Number 163 248 285 727
11 The percentage distribution for the IUD, condom and male sterilisation are not shown
because there were fewer than 25 users. But they are included in the total column.

4.7 Future Use of Contraception

All women not using contraceptives at the time of the survey, which includes now
pregnant as well as past users and never users, were asked whether they might
consider adopting contraceptives at a future date, and if so which method they might
prefer. Such data provide an indication of future demand for family planning services,
and acts as a convenient summary indieator of disposition towards contraception
among current non-users. Intention not to use contraception in the future is useful in
identifying “hard core” targets for program managers and implementors.

Table 4.7 shows the distribution of women by intention to use in the future, according
to the number of living children. Among all currently married non-users, 42 percent
do not intend to use a family planning method in future, while 34 percent intend to use
in the future. Of those who have used contraceptives previously, 33 percent do not
intend to use while 49 percent intend to use, a method in the future.
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In general, the proportion intending to use family planning method in the future tends
to increase with parity, then decreases among those with 4 or more children. For
example, among never users, the proportion intending to use some contraceptive
method is 18 percent among those with no living children, and increases to 38 percent
among those with only one living child then decreases to 30 percent among those with
4 or more children. The corresponding figures among all non-users are'20, 39, and 33
percent respectively. T

In contrast, among previous users the proportion intending to use family planning
decreases with the number of living children. Among previous users, the proportion
intending to use some contraceptive method is 58 percent among those with only one
living child, and 45 percent among those with 4 or more children. But in all cases, the
percentage of previous users intending to use in the future is greater than that of never
users.

Table 47 Fufure Use of Contraception

Percent distribution of currently married women who are not currently using any contraceptive
method by intention to use in the future, according to number of living children and whether ever

used contraception

Living Chiidren
Intentions None 1 2 3 4+ Total

Never Used Before

Intent to use 18.1 38.0 33.2 35.7 28.7 3t
Unsure as to intent 30.7 26.8 29.0 222 218 25.5
Does notintent to use 51.3 35.2 378 422 48.5 43.4
Total 100 100 100 160 ico 100
Number of cases 349 485 365 325 728 2282
Previously Used
Intent tc use * 58.3 49.3 51.3 458 494
Unsure as to intent * 16.7 9.8 11.8 8.4 10.2
Dees not intent to use * 25.0 39.7 34.2 3286 333
Missing b - 1.4 2.6 13.2 71
Total 100 100 100 100 100 100
Number of cases 18 36 73 76 190 392

Allnon - users

Intent to use 20.2 394 35.8 387 33.0 33.8
Unsure as to intent 287 26.2 25.8 202 19.1 232
Does notintent to use 5041 34.5 38.1 40.6 45.2 41.8
Mssing - - 0.2 0.5 27 1.1
Total 100 100 100 100 100 100
Number of cases - 367 531 438 401 918 2655

* Based on foo few cases fo show
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4.8 Reason for Non-use of Contraception

Women who are not currently using any contraceptive method and do not intend to
use any in future were asked to provide the main reason for their intention not to use.

“Table 4.8 presents the percentage distribution of these women classified into two age

ranges - those less than 30 years of age and those 30 years and above; according to
reasons for not intending to use. More than one quarter of married non-users cited
lack of knowledge as main reason for not intending to use contraceptives. This
category represents 35 percent of those under 30 years and 23 percent of those 30
years and above. A smaller number say that they want more children. This group
represents 29 percent of those under 30 years and 17 percent of those 30 years and
above. Other often cited reasons are “side effects” (11 percent), “menopausal/had
hysterectomy” (7 percent) and “religion” (6 percent). A small proportion (5 percent)
of non-users cite their partner’s opposition as their main reason for not intending to
use. : 22

Table 4.8 Reasons for Nonuse
Percent distribution of currently married women who are not using
any contraceptive method and who do not intend to use in the future
by main reason for not intending to use
Respondent's Age
Reasons <30 30+ Total
Wants children 28.7 17.4 21.3
Lack of knowledge 34.7 23.0 271
Partner opposed 4.4 4.7 4.6
Cost too much 0.8 1.1 1.0
Side effects 9.1 11.2 10.5
Hard to get methods 4.7 3.4 3.8
Religion 3.7 7.4 6.1
Fatalistic - 0.1 0.1
Menopausal, had hyst - 10.4 6.8
Other 9.1 16.6 14.0
Don't Know 4.7 4.5 4.6
Total 100 100 100
Number 383 729 1112
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4.9 Preferred Method

Respondents who are currently non-users, but who intend to use in the future, were
asked to state their preferred methods. Table 4.9 presents the percentage distribution
of these married women. Of ail the women who intend to use family planning in the
futore, 38 percent prefer to use injection and more than 34 percent intend to use the
pill. Only about 12 percent prefer female sterilisation. A small proportion (less than
5 percent) of non-users preferred periodic abstinence and “other” methods. It 15
noteworthy that only 1 percent of the women indicated an intention to use condom in
future. In summary, women who are currently non-users but who intend to use in the
future prefer pills and injection.

Table 4.9 Preferred Method

Percent distribution of currently married women “

who are not using contraceptive method but who

intend to use in the future by preferred method

Method Percent
il 34.4
Iup 0.9
Injections 37.5
Diaphragm/Foam/Jelly 0.3
Condom 1.1
Female Sterilization 11.8
Periodic Abstinence 4.0
Withdrawal 0.4
Other 3.6
Missing 5.8

Total 100

Number 898
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CHAPTER 5

MARRIAGE AND POLYGYNY
Rita Pala

In this chapter the focus is on the main factors that affect a woman’s risk of becoming
pregnant. In Papua New Guinea, various types of marriage exist, ranging from
customary, civil and religious, to a variety of informal unions. The majority of
unions have been formal and sanctioned in accordance with custom. As custom varies
from one area to another, definitions of what constitutes a marriage diverge quite
widely. The marital status of all respondents which was recorded during the survey is
the marital status they reported themselves. Throughout this report, theterm
‘married’ refers to both formal (legal, religious and customary) unions and to informal
unions or those persons living in a consensual union (de-facto), defined as a stable,
socially accepted marriage union. S

5.1 Current Marital Status

The distribution of all women interviewed according to their marital status by five-
year age groups is shown in Table 5.1. Women marry at an early age, thus, in the 20-
24 cohort only 25 percent remain single. The data shows that only a fifth of those
interviewed have never been married. Over 70 percent of the women are found in
formal unions. Less than 1 percent reported living together in informal unions. While
the widowed and separated are almost identical at 2 percent, they show different
patterns by age group. There is a clear relationship between age and marital status.
The proportion currently married increases with age up to 40 years. As expected, the
proportion widowed increases with age reaching 10 percent among women 45-49
years of age. Most of the separated women though are to be found in the 20-34 age
groups. The proportion of never married falls from 79 percent in the age group 15-19
to a low of less than 1 percent for those age 45-49.

Table 5.1_, Current Marijtal Status
Percentage distribution of women by current marital status, according to age
Marital Status
Age Never Living Number
Group married  Maried  together  Widowed  Divorced Separated  Total of women
15-19 79.2 18.2 0.7 0.3 0.7 0.9 100 881
20-24 24.9 70.0 0.1 G.4 1.5 3.0 100 904
25-29 7.2 86.3 0.3 0.9 19 34 100 893
30-34 34 89.4 0.1 1.5 2.0 3.6 100 758
35-39 1.0 81.5 0.2 3.7 1.9 1.8 100 624
40-44 13 88.8 0.2 4.9 2.0 2.7 100 448
45-49 0.2 87.8 - 9.7 1.0 1.2 100 411
Total 20.9 72.3 0.3 2.3 1.6 2.4 100 4917
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‘ 5.2 Polygyny

.||| The extent of the practice of polygamy in Papua New Guinea was measured by asking
; married women and those in informal unions whether their husbands/partners had
other wives. If they had other wives, they were asked how many, and the rank the
women themselves were in. '

Overall, about 14 per cent of currently married women are in polygynous unions
(Table 5.2.). As indicated in the data, women in the older age categories are more
likely than the younger women to be in the polygynous unions. Ten percent of the
respondents in urban areas are found to be in polygynous unions compared to 15
percent in the rural areas. In comparing the rural and urban sectors by age groups,
women in the rural areas start out in the polygynous union as early as age 15-19 years.

The incidence of polygyny varies from one region to the otber. Theregion in which
the practice of polygyny is most common is the Hightands region where 25 percent of
married women are in polygynous unions. Following are the Islands region and
Momase region, each with about 8 percent, and the Southern region with the least
percent (7) of married women found to be in polygynous unions. As indicated in the
data, 15 percent of the Highlands women of ages 15-19 are found to be in polygynous
unions compared to less than 3 percent in the other regions.

There is an inverse relationship between education and polygyny. The proportion of
married women in a polygynous union decreases from 19 percent for women with no
education to 8 percent for women with at least primary education, then increases to 11
percent for secondary education. It is interesting to observed that those with grade 7
and over education are more likely to be in the polygynous unions than those with
grade 6 education. The data reveal that women with less education and no education
are found to be in polygynous unions at earlier ages (15-19) than those of their
counterparts who are more educated.

The data also reveal that women in the oldest age group (45-49) are more likely than
those in younger age group to be in a polygynous union. The difference cannot be
interpreted that polygamy is decreasing, as younger women have had less time to
enter into a polygynous union.
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Jable 5,2 Polygyny

background characteristics

Percentage of currently married women in a polygynous union hy age, and selected

Background Respondent's Age
Characferistics 15-18 20-24 25-29 30-34 35-36 40-44 45-49- Totaf
Place of residence
Urban - 10.9 9.9 10.8 12.5 10,0 10.3 10.3
Rural 8.8 10.7 13.6 17.3 15.8 12.9 255 15,2
Region
Southemn 2.4 8.4 5.9 5.8 7.0 2.0 12.0 7.2
Highlands 15.4 17.5 23.3 30.4 26.1 22,8 34.7 251
Momase 2.4 6.2 7.7 8.0 8.3 57 12,3 7.5
Islands - 6.8 5.6 8.6 13.8 1.8 18.9 8.2
Educational level
No education 11.4 1.3 15.5 21.8 20.3 165 283 “T189
Grades 1-5 10.0 13.5 18.5 15.0 12.5 J3.2 13.7 13.4
Grades 6 4.5 8,6 6.6 7.6 7.4 11.3 20.0 8.3
Grades 7+ - 8.9 1.9 14.1 10.1 6.1 125 105
Total 7.2 10,7 i2.8 16.1 15.2 12,3 23.8 14,2

5.3 Number of Co-wives.

The question was asked to women whether their husbands/partners had other wives,
and if so, how many. The percent distribution of currently married women by number
of co-wives according to selected background characteristics is given in Table 5. 3.
Overall, 86 percent of respondents who are currently married are in monogamous
unions, 9 percent are in the polygynous union with one other wife and 5 percent have
two or more co-wives. The data show that women 45-49 are more likely to be in a
union with two or more co-wives. The table also reveals that women in the Highlands

region are more likely to have two or more co-wives than in the Coastal regions.

Comparing the urban and rural sector, women in the rural sector are most likely than
their counterparts in the urban sector to have two or more co-wives. Women who are
educated are less likely than those with no education to be in union with 2 or more co-

wives.
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Table 5.3 Number of Co-Wives
Percent distribution of currently married women by number of co- wives, according
to selected background characteristics
Number of Co-Wives
One Two +
Background No other Other = = Cther
Characteristics Wives Wife Wives  Missing Total Number
Respondent's Age )
15-18 82.8 4.2 2.4 0.3 100 166
20-24 89.3 6.9 3.8 - 100 634
2529 87.2 7.9 4.5 0.4 100 774
30-34 83.9 9.7 5.7 0.6 100 679
35-39 84.8 11.0 3.7 0.5 100 572
40-44 . 87.7 8.6 35. 0.3 100 397
4549 76.2 15.8 7.8 0.3 100 361
Place of residence
Urban 89.7 7.3 24 0.6 100 698
Rural 84.8 9.7 5.1 0.3 100 885
Region
Scuthern 92.8 4.6 2.0 0.5 100 818
Highlands 74.9 16.4 8.3 0.4 100 1389
Momase 92.5 4.5 2.7 0.3 100 979
Islands 91.8 6.0 2.2 - 100 417
Educational level
No education 81.1 12.3 6.2 0.4 100 1605
Grades 1-5 86.6 10.3 31 - 100 604
Grades 6 81.7 . 47 34 0.2 100 878
Grades 7+ 89.5 6.3 34 0.8 100 498
Total 85.8 9.3 4.6 0.4 100 3583

5.4 Age at First Marriage.

Information on age at first marriage was obtained by asking respondents how old they
were when they started living with their (first) husband/partner (Table 5. 4), and those
respondents who could not remember were aided by the interviewer to make an
estimate. Older respondents had a tendency to hesitate in recalling the exact time.
Thus, the data regarding older respondents must be interpreted with caution. The
median age at first marriage is 20 years for women age 25-49. With regard to the
median age across the age groups, no marked differences are observed.




Table 5.4 Age at First Marriage
Percentage of women ever married by specific exact ages and mean age
at first marriége, according to current age
Exact Age _
Age Never Median
Group 15 18 20 22 25 Married Number Age
15-19 09 - - - - 79.2 881 -
20-24 0.7 212 494 - - 249 904 -
25-29 13 2489 501 733 8az 72 803 20.0
30-34 1.5 204 53.0 783 89.3 3.4 758 18.8
35-39 0.8 250 540 777 899 1.0 624 19.7
40-44 1.1 228 513 771 89.0 1.3 446 18.9
45-49 0.7 221 487 757 912 0.2 411 204
Total 11 232 5186 758 80.3 3.3 3132 19.8 u

5.5 Median Age at First Marriage.

The median age at first marriage for women age 25-49 by selected background
characteristics is examined in Table 5. 5. The median age at which urban women
marry is slightly higher, 20.3 compared to 19.7 for rural women. Minor variations
among regions are also observed. Slightly higher values are observed in Southern and
Momase regions with the median age of 20 years. Highlands and Islands have lower
values of 19.5 and 19.6 years respectively.

The data also suggest a positive relationship between level of education and age at T~ .
first marriage: women with no education tend to marry earlier than their educated
counterparts. The median age at which women with no education marry is 19.5 years
compared to 20.7 years for women with Grade 7+ education. This could indicate a

trend toward later age at first marriage as more women become educated.
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E Table 5.5 Median Age at First Marriage
|

Median age at first marriage among women age 25-49 years,
by current age and selected background characteristics

Background Respondent's Age Age
; Characteristics 25-29  30-34 35-39 40-44 4549  25-49
; . i Place of residence
El
Pl Urban 204 202 201 206 204 203
I
Rurai 19.9 19.6 18.6 19.6 20.0 18.7
“ ‘ Region
1 Southern 204 198 201 202 210 20.2
il
EIE Highlands 194 197 196 191 194 19.5
Momase 20.3 19.9 19.8 20.2 20.4 20.1
Islands 202 195 185 195 202 19.6
Educational lavel ~
No education 19.2 194 19.5 = 198.2 18.9 19.5
Grades 1-5 19.7 19.8 19.0 205 19.8 19.8
Grades & 20.3 200 20,2 19.8 20.6 20.2
Grades 7+ 21.3 20.1 20.4 20.8 20.9 20.7
' Total 20.0 19.8 19.7 19.9 20.1 19.9

' 64




CHAPTER 6
FERTILITY PREFERENCES

‘Christine Aisoli

Fertility preference was never a concern to Papua New Guinea (PNG) families. Since
most PNG societies believed in large families for inheritance, tribal war and security
(amongst others) there was generally no rational decision on family planning taking
into account ideal family size, spacing of births, sex preferences and most importantly
mother’s health.

The PNGDHS for the first time has gathered information on women’s preferences
covering family size and gender of their children. All ever-married women in the
reproductive age were asked whether the respondent wanted to have (another) a child
or would prefer not to have any (more) children. Women who were pregnant were
asked about their desire for another child after the one they were expecting. Future
childbearing desires were not asked for sterilised women and those whose husbands
were sterilised.

In order to determine the extent of sex preference, the respondent was asked about the
preferred sex of the child. Additional questions were: reasons for wanting another
child, reasons for not wanting another child, the ideal number of children by sex and
interestingly, who decides on the number of children to have. The answers to these
questions are useful as they can be the basis to predicting the level of fertility and also
in assessing and providing family planning services in the country.

In most PNG societies in the past, it was the husbands who had a major influence on
the reproductive decisions. This practise is now rare in most cases due to reasons
such as education (for women as well as couples), social pressures, particularly in the
urban areas, and family planning services. With the case of family planning services,
there is no prior record of the contraceptive prevalence rate being measured in PNG
based on reliable, comprehensive and accurate data like recent data from the 1996
PNGDHS, however, it is believed the contraceptive prevalence rate was véry low.
Moreover, the responses to the questions may be criticised as the husbands were not
mterviewed at the time of the survey. Despite this, the observed fertility may at least
reflect family size preferences.

6.1  Fertility Preferences

Table 6.1 presents information relevant to the potential need for contraceptive
services. Of the currently married women interviewed, 38 percent want no more
children. The proportion wanting no more children increases from almost 30 percent
of women with two children to 70 percent of women with six or more children. The
desire to have a second child was prevalent among women who have only one living
child (68 percent). The desire for another then drops to 44 percent among women
with two children.
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Table 6,1 Fertility Preference
Percent distribution of currently married women by desire for children, according to
) number of living children
Children (+ current pregnancy)

Desire for children 0 1 2 3 4 5 6+ Total
Want more 675 675 439 301 13.5 6.6 28 3441
Not decided/Not sure 247 205 242 213 212 180 886 198
Want No More 73 114 207 A0 525 587 700 382
Sterilised (female + male) 0.3 0.6 2.2 73 125 158 184 7.8
Missing 0.3 - - 0.4 0.2 - 0.2 0.1

Total 100 100 100 100 100 100 100 100

Numhber 397 624 533 559 510 377 533 3583

Table 6.2 shows the distribution of currently married. women by desire for children,
according to age. It is evident that the interest in limiting childbearing increases
rapidly with age, from around 26 percent among women 25-29 to over 70 percent
among women 45-49.

Table 6.2 Fertility Preference and Age
Percent distribution of currently married women by desire for children, according to age
Respondent's Age

Desire for children 15-19 2024 2528 30-34 35390 40-44 45-49 Total
Want more 3.9 604 455 320 184 106 A7 3441
Not decided/Not sure 241 224 255 230 161 12.8 83 198
Want No More {20 166 260 368 505 592 742 382
Sterilised (female + male} - 0.6 3.1 7.8 14.7 174 12.7 7.8
Missing - - - 0.4 0.3 - - 0.1
Total 100 100 100 100 100 100 98.9 100
Number 166 534 774 879 572 397 361 3583

Table 6.3 looks at the proportion of women who want no more children with the
number of living children by selected background characteristics. Overall, 46 percent
of currently married women want no more children (this includes the women who
have been sterilised). The results show that the urban and rural women narrowly
differ in wanting to limit family size in the lower parities. As the number of living
children increases, the proportion of women wanting no more children increases but at
a faster pace for the urban women compared to that of the rural women at parities 4
and 5. For example, there were around 75 percent of urban women with four children
who do not want another child compared to 63 percent of rural women who do not
want another child.

“For the differentials by regions, the proportion of women wanting no more children

living in the Islands region is higher (52 percent) than the other three regions.
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The desire to stop childbearing is greater among women with no education (50
percent) than among women who have been to school. But this is due to the fact that
they are generally older. Interestingly, the proportion of women with no education
and wanting no more children after the third child (50 percent) was similar to that of
women who completed grade 7 or over. A similar pattern follows for the rest of the
parities. '

Table 6.3 Want No More Children by Background Characteristics
Percent of currently married women who want no more children by number of living
children by background characteristics

Background Living children (+current pregnancy)} )
Characteristics a 1 2 3 4 5 6 Total
Place of residence ‘ .
Urban ' 87 118 298 482 748 827 889 4586
Rural 7.3 121 325 48.0 82.7 73.5 883 46.1
Region
Southern 70 137 381 520 6689 685 848 493
Highlands 63 134 134 486 658 770 926 433
Momase 10.0 8.6 86 424 653 768 889 448
Islands 10.0 11.6 11.6 50.9 59.2 80.0 84.3 51.6

Education Level

No education 10.1 162 330 504 638 755 805 503
Grades 1-5 41 110 354 488 652 734 883 459
Grades 6 6.7 83 310 426 652 74.0 840 411
Grades 7+ 4.3 10.0 280 506 68.8 80.0 854 409
Total 7.6 12.0 31.9 483 65.1 75.3 88.4 46.0

6.2  Contraceptive Use and Desire for More Children

Information on fertility preferences alone is not sufficient to assess the need for family
planning services. There are women who are already using contraception because
they want to space the next birth or do not want to have another child. These women
are not exposed to the risk of pregnancy. On the other hand, there are women who are
not using contraception because they want another child while other women are not
using contraception and want no more children.

There are many contributing factors to decisions made by these women in using or not
using contraception. A major factor in PNG is the influence of the place of delivery
of contraception which may vary depending on where the towns and villages are
situated as well as the delivery and utilisation of health services. Furthermore, there is
still a great need to educate women and their husbands on the knowledge and practise
of contraception (see Chapter 4).
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Tabie 6.4 Need for Family Planning Services
percent distribution of currently married women by use of contraception and desire for {mare) children, by
background characteristics
Using Net using
Background Want wWant Not Want Want Not
Characteristics more nomore  decided more  no more decided Total  Number
Age
15-18 8.0 3.0 - 57.8 8.0 24.1 100 166
20-24 10.9 5.5 3.8 49.5 11.7 186 100 634
25-29 8.9 10.2 43 36.6 18.9 21.2 100 774
30-34 5.3 18.1 4.4 26.7 26.5 19.0 100 879
35-39 3.1 28.5 2.6 16.2 36.7 13.8 100 572
40-44 2.3 30.0 2.8 8.3 46.6 10.9 100 397
45-49 ) 0.3 20.8 1.4 4.4 66.2 7.2 - 100 361
Place of residence
Urban 9.6 222 4.0 26.8 23.4 14.0 100 698
Rural 5.0 15.4 3.1 285 . 30.7 17.3 100 2885
Region
Southemn 92 23,6 4.4 246 257 126" 100 818
Highlands 3.3 i1.2 1.3 36.2 321 15.9 100 1369
Momase 4.6 15.5 4.4 24.5 29.1 21.9 100 879
Islands 11.3 24.0 4.8 17.5 27.8 14.9 100 A17
Education Level
Ne education 2.8 13.8 2.0 27.9 236.4 171 100 1605
Grades 1-5 4.1 17.4 3.5 29.5 28.5 171 100 604
Grades € 7.5 17.5 4.2 287 23.6 18.5 100 878
Grades 7+ 15.3 238 5.4 26.8 17.1 11.5 100 486
Total 59 16.7 3.3 28.2 29.3 16.6 100 3583

Table 6.4 presents information for the currently married women on the use of
contraception and desire for (more) children by background characteristics. It 18
evident that there is a similar patiern when looking at fertility preference by age and
using or not using contraception by age. As age increases, the proportion of women
using contraception who want no more children also increases. The opposite is shown
for women not using contraception and wanting more children. Not surprising is the
higher proportion of younger women aged 15-29 who express a desire for more
children. Interestingly, the proportion of women not using contraception and waniing
no more children also shows a similar pattern as the proportion of women using
contraception and wanting no more children. The proportion not using and wanting
no more children increases from 27 percent age 30-34 to over 66 percent age 45-49.
One would expect these women o use contraception because they want no more
children but this is not the case (see Figure 1). This group of women represents those
who have an unmet need for contraception, and represent 29 percent of currently
married women. Based on projections from the 1990 Census, this would signify
approximately 195,000 women in PNG in the year 1996.
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- In considering the differentials by type of place of residence, generally the proportion
of women not using contraception and wanting no more was lower in the urban areas
(23 percent) than in the rural areas (31 percent).

Figure 6.1: Contraception and Desire for Children
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As shown in Figure 2, the unmet need for contraception is highest in the Highlands
region (32 percent), and lowest in the Southern region (26 percent). Unmet need
varies inversely with level of education. Among women with no education, 36
percent have an unmet need for contraception, while among those at with least
secondary education, only 17 percent have an unmet need (see Figure 3).
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6.3 Ideal Number of Children

Table 6.5 shows the distribution of currently married women by ideal family size,
according to number of living children. 1t is not surprising to find a high proportion
(27 percent) of women unable to give a numeric response on their ideal family size. It
can be concluded that it is difficult to respond to this type of question. QOverall, the
proportion of women giving non-numeric answers increased significantly with the.
number of children a woman already had, as is evident in Table 6.5. It also shows that
a woman without a child more often gives a non-numeric answer than a woman with

one or two children.

According to the findings, most women now want small families, a change from the
typical PNG large families. Almost 23 percent of the currently married women prefer
four children, 18 percent prefer 2 two-child family while 14 percent consider having
three children as the ideal family size. More than 14 percent want five or more
children. The mean ideal family size for women giving numeric answers is 3.3
children. The mean ideal family size increases from 2.8 children to 5.3 as the number
of children increases from 0 to 6 or more. The ideal family size for currently married
women does not differ much from that for all women.
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Table 6.5 ldea! and_Actual Number of Children

Percent distribution of all women by ideal number of children and mean ideal number of
children for all women and currently married women, according to number of living children

{deal Number Living children {+ current pregnant)
of Children g 1 2 3 4 5 G+ Total
Number
0 1.1 0.7 0.2 0.2 0.2 0.5 0.2 0.5
1 438 9.7 1.9 0.8 1.8 0.3 05 3.5
2 28.7 252 248 8.2 6.3 5.0 1.6 17.7
3 17.8 16.8 153 207 53 6.3 27 136
4 16.4 23.8 25.9 27.4 387 19.6 14.7 22.7
5 3.4 4.8 7.0 10.2 10.9 24.4 10.6 8.3
6+ 1.2 1.7 2.5 4.3 83 136 25.1 . 6.4
Non-Numeric
Response 26,7 17.4 225 28.1 28.5 305 446 274
Total 100 100 100 100 100 100 100 100
Number 1414 755 645 598 543 397 565 4917
All women Mean [deal 2.8 29 3.2 3.7 41 4.5 53 3.5
All Women 1037 624 500 430 388 277 313 3569
CMW Mean Ideal 3.1 C 341 33 3.7 4.1 4.5 5.3 3.8
Currently Married Women 324 516 446 400 368 265 300 2619

Table 6.6 examines the ideal number of children by background characteristics. It is
evident that the mean ideal family size also increases as age increases. Generally, the
mean ideal number of children for the rural women is higher than for the urban
women, 3.6 children compared to 3.3 children.

According to the differential by region, the Highlands women had the highest mean
ideal number of children (3.6 children) compared to other regions. The differential by
educational level shows women who had never gone to school with a high mean ideal
number of children (3.8 children) compared to women who went to school. In
summary, the mean ideal number of children increases as age increases; 2.7 children
at age 15-19 to 4.7 children at age 45-49. Overall, the mean ideal number of children
for women in PNG is 3.5 children.
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‘l'llih Table 6.6 Ideal Number of Children by Background Characteristics

1( Mean ideal number of children for atl women by age and selected background characteristics

‘ ‘ Background Respondent's Age
| Characieristics 15-19 20-24 25-29 3034 35-39 40-44 45-49 Total

Place of residence

l‘”iw' Urban 2.6 2.9 3.3 3.7 40 42 48 3.3
ik
-“"ulr! Rural »7 31 34 38 42 44 46 3.6
‘|'|-:‘ ‘”‘\ Region
A
il Southern 7 26 30 34 38 39 45 48 3.4
-|"'"i!_‘.\ Highlands .8 34 34 39 42 42 45 36
w}“_}\'\'l Momase 2.6 3.0 3.4 3.9 4.4 43 46 3.5
Al Islands 26 30 33 39 41 45 50 3.5

”'ia"“ Education Level

i No education 2.8 3.2 34 3.8 43 42 4.5 3.8
'||ih.;.‘i'||‘,‘) Grades 1-5 2.7 3.2 3.4 39 42 5.1 48 36
‘\“if:e}‘hh Grades 6 26 2.9 3.4 3.8 4.1 4.2 53 3.3
Y
'i‘i“ul"|||i\ Grades 7+ o5 28 33 37 40 43 48 32
, uh]
o Total 2.7 3.0 3.4 3.9 4.2 43 47 35

’”'{f 6.4  Fertility Planning

' luJ In determining the level of unwanted as well as wanted fertility, the PNGDHS had a
=ﬂ’l’- question on whether each birth was planned (wanted then), unplanned (wanted later)
g ‘||.‘-‘r‘ or not wanted at all.

Table 6.7 presents the percent distribution of births in the three years preceding the
survey by fertility planning status according to birth order and mother’s age at birth.
There were 71 percent of the births that were wanted then, 16 percent wanted later and
about 7 percent not wanted when they wete conceived. Generally, the proportion of
births that were not wanted at all increased with the birth order of the child; 6 percent
for the third child to 14 percent for the fourth and higher order births. Similarly, the
proportion of births not wanted at all also increased with the mother’s age at birth.
Over 20 percent of the pregnancies of women over the age of 40 were unwanted. As
mothers grow older, it is risky for them and their children because there is increased
mortality and morbidity. A greater effort in preventing unwanted pregnancies at the
older age is encouraged.

T R T T e
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Table 6.7 _Fertility Planning .
Percent distribution of births In the three years preceding the survey by fertility
planning status, according to birth order and mother's age at hirth
Planning Status of Birth
Birtf order Wanted
and mother's age Then fater  No more Missing Total  Number
Birth order
1 76.4 18.0 0.7 4.9 100 556
2 79.5 14.4 29 3.2 100 443
3 75.2 14.9 5.8 4.1 100 395
4+ 63.2 16.2 13.8 6.8 100 990
Age at birth
<19 771 16.1 1.7 5.1 100 236
20-24 73.5 19.1 26 4.8 100 686
25-29 74.2 15.8 6.1 3.9 100 670
30-34 68.6 15.1 10.5 57 100 437
35-39 65.1 11.1 17.4 6.4 100 235
40-44 54.0 138 23.0 9.2 100 87
45-49 51.5 121 21.2 15.2 100 33
Totai 71.3 16.1 7.4 5.2 100 2384

Table 6.8 shows the total wanted fertility rate for the three years preceding the survey,
and actual fertility rates for the five years preceding the survey, by selected
background characteristics. The wanted fertility rate is measured using the same
formula used in calculating the total fertility rate, but unwanted births are excluded
from the numerator. The unwanted births are defined as those which exceed the
number considered by the respondent as ideal. Women who do not report a numeric
ideal family size are assumed to want all their births. These rates may be
overestimated to the extent that women are unwilling to report an ideal family size
lower than their actual family size.

The wanted fertility rate for PNG as a whole is 3.9 births per woman, 0.9 children less
than the actual fertility rate. This implies that the total fertility rate is 23 percent
higher than it would be if unwanted births were avoided. The gap between the wanted
and actual fertility rates is greatest among rural women and women from the Momase
and Islands regions. The gap is narrowest among women with at least some
secondary education. There is no indication that the fertility level is reaching
replacement level since the fertility rates are still very high. However, if fertility were
someday to reach replacement level, it would only be when unwanted births were
prevented.
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Table 6.8 Wanted Fertility Rates

Total wanted fertility rates for the three years preceding
the survey, and actual total fertility rates for the five years
preceding the survey by selected background characteristics

Background Fertility Rates

Characferistics Wanted TFR Actual TFR

Place of residence

Urban 3.2 4.0
Rural 4.1 5.0
Region
Southern 3.9 4.8
Highlands 36 4.4
Momase 4.3 5.3
[stands 4.0 53
Education Level .
No education 4.1 5.0
Grades 1-5 3.8 4.7
Grades 6 3.9 5.1
Grades 7+ 3.3 3.8
Total 3.9 4.8
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CHAPTER 7
INFANT AND CHILD MORTALITY, AND MATERNAL MORTALITY

Arthur Jorari and Aibert Marckwardt

This chapter presents information on levels, trends and differentials in
neonatal, post-neonatal, infant and child mortality and on the prevalence of high-risk
fertility behaviour. This information is central to an assessment of the demographic
situation in Papua New Guinea. It is also important in efforts to improve child
survival programs in Papua New Guinea and in identifying those groups of the child
population who are at increased (high) risk. The final part of the chapter presents
what are perhaps the first reliable statistics ever produced on the level of the maternal
mortality ratio in the country.

7.1 Assessment of Data Quality

The infant and child mortality estimates are calculated from the birth history
information that was collected in the Reproduction Section of the Indjvidual
Questionnaire. The section began with questions about the aggregate child-bearing
experience of respondents (that is, the number of sons and daughters who live in the
household, who live elsewhere, and who died). These questions were followed by a
retrospective birth history in which data were obtained on sex, date of birth,
survivorship status, and current age at death of each of the respondents’ live births.
This information is used to directly estimate mortality rates. In this report, infant and
child mortality are measured using five rates:

* Neonatal mortality - the probability of dying within the first month of life;

» Posi-neonatal mortality - the difference between infant and neonatal
mortality; '

* Infunt mortality - the probability of dying before the first birthday;

* Child mortality - the probability of dying between the first and fifth birthday;

* Under-five mortality - the probability of dying before the fifth birthday.

The reliability of the mortality estimates from retrospective birth histories
depends upon the completeness with which deaths of children are reported and the
extent to which birth dates and ages at death are accurately reported and recorded.
Omission of births and deaths directly affects mortality estimates, displacement of
dates has an impact on mortality trends, and misreporting of the age at death may
distort the age pattern of mortality.
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l‘ The quality of the birth history data is examined in Table 7.1. It looks at
1 evidence of under-reporting of deaths, particularly of those deaths which eccur very
: _\h‘ early in infancy. If early neonatal deaths are selectively under-reported, the result
| would be an abnormally low ratio of deaths under seven days to all neonatal deaths.
i The ratio of deaths in the first six days to all neonatal deaths presented in Table 7.1
il appear reasonable for the three most recent time periods. The lower ratios for the
earliest two time periods probably reflect omission in the reporting of deaths
& ‘ occurring in the first week after birth. Of course, when a death has not been reported,
' -i|\“ the corresponding birth has not been recorded either.

I||. Table 7.1 _Reporting of Age at Death in Rays
) 5ih‘| Distribution of reported deaths under 1 month of age by age at death in days and the percentage
"||_“ | of neonatal deaths reported to occur at ages 0 - 6 days, for five - yeér periods of birth preceding
1“!!"\‘ preceding the survey, PNG 1996
: '|||h“|.|i Age at death (in days) Number of years preceding the survey Total
: ‘*HLJ 0-4 5-0 10 - 14 15- 19 20-24 0-24
iLH!'_H* Less than 1 22 32 17 11 14 97
‘ "|!‘1‘!:|. 1 37 28 24 11 6 104
‘JHL‘J!I 2 4 8 9 4 4 30
I;l'!! i 3 7 8 4 4 3 24
i 4 7 7 2 e 2 18
\h_l.\“ || 5 1 5 0 4 8 15
I 5 3 0 0 1 0 4
'|=|"§H 7 ] 22 7 9 5 52
| | 8 0 2 0 9 1 3 :
P 9 1 1 1 0 0 3 ;
._ﬁjﬁ‘u 10 1 0 2 2 0 5 ]
e 11 c 1 o 1 0 2
I‘u‘\'ll 12 i 0 2 1 1 4
o 13 1 0 0 1 0 2 ;
| 14 8 6 1 ) 6 37
[ 16 0 o} 1 0 1 2
| 18 1 0 0 0 1 2
i i 21 2 5 3 2 3 15
. i 23 1 0 0 0 0 1
N 24 o 0 0 ! 0 1
28 6 1 1 1 2 1"
30 (a) 0 2 0 1 1 4
. Total 0- 30 112 128 84 60 55 439
Per cent early neonatal () 73 69 67 53 62 ) B7
{a) Deaihs occuring on a day 30 are not really neonatal, and are not included in the first row of Table 7.2.
(b) {0 -6 days/O - 30 days) *100.
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The gradual increase in the per cent of early neonatal deaths over the past 15
years (from 67 per cent to 73 per cent) would be consistent with a decline in the infant
mortality rate over the same period. This is because improvements in health and
living conditions impact more on later stages of infant mortality than on early
neonatal mortality. Therefore, the share of the early neonatal mortality, often due to
congenital conditions, tends to rise with a concomitant decline in the infant mortality
rate. Conversely, this rise could also be interpreted as a gradual deterioration in the
recall of events the further removed they are from the date of interview. It seems
probable that a combination of both phenomena is involved.

Misreporting of age at death will bias estimates of the age pattern of mortality
if the net result of the misreporting is transference of deaths between age segments for
which rates are calculated; for example, an overestimate of child mortality relative to
infant mortality may result if children who died during the first year of life are
reported as having died at age one year or older. In an effort to minimise error in the
reporting of age at death, 1996 DHS interviewers were instructed to record deaths
under one month in days, and under 2 years of age in months. They were specifically
asked to probe for deaths reported at one year to ensure that they had actually
occurred at 12 months, neither earlier or later. Nevertheless, in Table 7.2 there is
evidence of some heaping on 12 months. However, the pattern of heaping is such as
to downwardly bias the infant mortality rate by no more than 1 per cent. Hence, the
results in this report are unadjusted for heaping.

With respect to date displacement, Appendix Table C.4 shows significant
heaping of deaths on the years 1992 and 1990. The explanation for heaping of both
births and deaths on 1992 would be the temptation for interviewers to displace births
actually occurring later in order to avoid the long maternal and child health section of
the questionnaire, which dealt with all births since Januvary, 1993. The heaping on
1990 may merely reflect digit preference. The net result of all this is probably a slight
understatement of infant mortality in the period 0-4 years prior to the survey, and a
corresponding overstatement for the period 5-9 years prior. Therefore, the most
reliable estimates of current mortality levels in the country are based on figures for the
0-9 year period prior to the survey; these are presented later in Tables 7.5 and 7.6.
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[ To close this discussion, several analyses carried out by the-international DHS
| programme suggest that the effect on the mortality estimates of errors in reporting of
| the magnitude observed in the 1996 PNG-DHS would not be large (Sullivan et al.,

: :H 1990; Marckwardt and Rutstein, 1996).

a Table 7.2 Reporting of Age at Death in Months
]‘ Distribution of reported deaths under 2 years of age by age at death in months and the
i "| percentage of infant deaths reported to occur at ages under 1 month, for five year periods of
'|L birth preceding the survey, PNG 1996
i ‘ Number of years preceding the survey Total
‘| Age at death (in months) 0-4 0-19 16-14 15-18 20-24 0-24
' E,TJ| Lessthand (@ 112 126 84 50 54 435
I 1 18 23 1 10 10 72
-f\l‘ 2 31 19 16 . 15 5 86
]‘“i 3 16 25 13 18 8 80
_:lll‘ 4 11 16 5 5 Ty 41
;\“L 5 7 20 8 8 3 46
g 6 16 12 16 9 5 58
f‘||||1|-; 7 6 6 4 7 0 23
| w 8 13 1M 5 3 3 35
| L ] 10 6 2 1 24
i 10 9 14 7 8 3 4
k } 11 2 2 2 1 1 8 1
i 12 14 18 19 20 9 80 ;,
13 0 4 1 0 0 5 ;
3 14 1 1 0 0 1 3
r 15 2 1 0 0 0 3
16 3 3 2 0 1 9 !
17 1 0 0 a 0 1
18 8 2 3 4 2 17
19 1 ) 0 ] 0 1
20 3 0 1 1 0 5.
21 1 0 1 0 0 2
22 0 1 0 0 1 2
| 23 1 1 0 0 0 2
: 24+ 0 0 0 0 1 1
4 Total 279 315 204 170 112 1080
| Per cent neonatal (b) a3 42 43 36 51 a2
(@) Includes deaths at days 0-29,
{(b) {under 1 month/under 1 year)*100.
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7.2 Levels and Trends in Infant and Child Mortality

Neonatal, post-neonatal, infant, child and under-five mortality rates are shown
in Table 7.3 for five-year periods in the 25 years preceding the survey. Under-five
mortality for the most recent périod (0-4 years preceding the survey) is about 93
deaths per 1,000 births. This means that about one in every eleven children born in
Papua New Guinea die before they reach their fifth birthday. Roughly, three in four
under-five deaths occur in the first year of life, infant mortality is about 69 deaths per
1,000 births and child mortality is 25 deaths per 1,000 births. During infancy the risk
of neonatal death (32 per 1,000) is nearly the same as the risk of post-neonatal death
(38 per 1,000). :

The estimates in Table 7.3 indicate that mortality levels have stagnated in
Papua New Guinea since the mid-1970s. The current under-five mortality rate is
almost the same as the Jevel of 92 deaths per 1,000 births which prevailed” during the
period 10-14 years before the survey (approximately 1982-1986). An examination of
the trend in other mortality indicators suggests the same situation. That is, child
mortality in the most recent period was the same as that for 10-14 years before the
survey (about 25 per 1,000 births). Similarly, infant mortality during the same period
was estimated at about 69 per 1,000 births.

Table 7. 3 Neonatai, Postneonatal, Infant and Childhood Mortality
Neonatal, post neo natal, infant and childhood mortality for the five year periocds
preceeding the survey. The analysis excludes the month of interview,
Mortality Rate
Neonafal Posineonatal Infant  Childhood Under-5
Five year periods Mortality Mortality Mortality Mortality Mortaiity
of analysis (NN} (PNN) (1q0) {4q1) 5q0
0-4 316 37.7 59.3 25.3 92.8
5-9 37.9 48.0 85.9 23.8 107.7
10-14 313 37.4 68.7 254 923
15-19 33.0 46.9 79.9 314 108.8
20-24 489 41.8 91.7 338 122.4

Using estimates from the 1971 PNG Census, 1980 Census, 1991 DHS, as well
as the 1996 DHS, the trend in infant mortality in Papua New Guinea since the carly
1970s is shown in Table 7.4 and Figure 7.1. During the 25 vyear period, infant
mortality declined by about 49 per cent, from 134 deaths per 1,000 births in 1971 to
69 in 1992-1996.
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g Table 7.4 Trend in Infant Mortality, 1971-1996

2 Trend in infant mortality in PNG, 1971-1996. .

1 Period Population Census DHS

1971 1980 1991 1996

} 1971 134

| 1972-1976 92

i 1980 72

| 1977-1981 80

1982-1986 69

i 1987-1991 , 86

1991 N

b 1992-1996 - | (69
i
l Sources: Bakker, (1986) - Summary of key indices of mortality
¥ Hayes (1996) - Table 4.8

§ | . Figwe7.1  Trendsin Infant Mortality in PNG, 1971-1996
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7.3 Socioeconomic Differentials in Mortality

Differentials in the various mortality rates by selected background
characteristics are presented in Table 7.5. The table focuses largely on basic
socioeconomic characteristics including urban-rural residence, region of residence,
mother’s educational level and also examines the issue of whether mortality varies
according to the maternity care received by the mother prior to the child’s birth. A
ten-year period is used to calculate the mortality estimates in order to have a sufficient
number of cases in each category.

Table 7.5 Neonatal, Postneonatal, Infant and Childhood Mortality by Sogio-economic Factors

Necnatal, postneonatal, infant and childheod mortatity by selected socio-economic background
characteristics for the ten-year period preceding the survey; three-year period for medical

maternal care. The month of the interview is excluded from the analysis. L
Background Neonatal Postneonatal Infant Chifdhood Under- 5 y P
Characteristics Mortality Mortality Mortality Mortality Mortality 7
(VA (PNN) {790 (4q7) 590
Place of residence
Urban 21.3 12.4 33.7 12,7 46.0
Rural : 37.5 49.1 86.6 27.3 111.5
Region
Southern 273 13.7 41.0 26.3 86.2
Highlands 419 721 114.0 28.2 139.0
Momase 37.0 388 75.7 2241 96.1
Istands 234 25.9 49.3 18.4 66.9

Level of Education

No education 398 B5.7 105.5 29.6 132.0
Grade 1-5 40.5 27.1 67.6 31.6 97.1
Grade 6 26.9 24.3 51.2 18.1 68.4
Grade 7 + 246 1886 . 40.2 9.5 49.4
Maternal Maternity Care
No antenatal/delivery 37.1 52.7 89.8 - -
Either antenatal/delivery 36.7 45,1 81.8 - -
Both antenatal/delivery 18.3 209 39.2 - e
Total 346 42.7 773 248 (\1 00.0 )

N

Urban-rural differences are large at all ages. For example, the under-five
mortality in urban areas is about 46 per 1,000 births, 59 percent lower than the rural
level (about 112 per 1,000 births). There is also considerable variation in mortality by
region of residence (sce Figure 7.2). Mortality for all age groups is highest in the
Highlands region, where infant mortality is about 114 per 1,000 births and under-five
mortality is 139 per 1,000 births. These levels are more than double the mortality
observed in the Southern region (about 41 per 1,000 births and 66 per 1,000 births,
respectively). Of interest also is the fact that mortality rates for all regions (except the
Highlands) are somewhat lower than the observed national averages.
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ok Differences by education are very large. For example, under-five mortality for
X children of mothers who have completed the secondary level or higher is 49 per 1,000
; ;‘ﬂ" births, a little over one-third of the level among children whose mothers have never
i attended school. The educational differential becomes larger with increasing age of
R the child.

‘ ‘|; Use of basic maternity care services is generally associated with lower
b mortality. The level of mortality for children whose mothers had no antenatal care or
[ medical assistance at delivery is more than double the level among children whose
‘i mothers had both antenatal care and medical assistance at delivery, and only slightly
L higher than the level among children whose mothers had either antenatal care or
medical assistance at delivery.

Figure 7.2 Infant Mortality in PNG by Place of Residence, 1987-1996
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7.4  Demographic Differentials in Mortality

Table 7.6 presents mortality differentials according to demographic
characteristics of the child and mother that often have been shown to be related to
mortality levels, including the sex of the child, mother’s age at the birth, birth order,
and the length of the previous birth interval. :

Table 7.6 Neonatal, Postneonatal, Infant and Childhgod Mortality by Bio-Demographic Factors
Neonatal, postneonatal, infant and childhood mortality by selected bio-demographic
background charasteristics for the ten-year period preceding the survey. The month of
the interview is exctuded from the analysis.
Background Neonatal Postneonatal Infant  Childhood  Under-5
Characteristics Mortality Maortality Mortality Mortality Mortality
(NN) {FNN) (190} (4q1} (540)
Sex of Child e
Male ) 36.5 45.7 28.3 108.2
Female 326 394 20.8 91.3
Mother's age at hirth
<20 44.0 38.3 82.3 327 1124
20-29 33.3 41.1 4.4 22.8 95.5
30-39 31.9 44.2 76.1 24.2 98.5
40-49 43.0 63.1 106.1 27.2 130.5
Birth order
1 36.6 431 79.7 22.7 100.6
2-3 281 376 66.7 20.2 85.5
4-86 311 46.2 774 30.0 105.1
7+ 59.0 48.5 107.5 284 132.8
Previous birth interval
<2 years 62.0 76.2 138.2 28.6 162.9
2-3vyears 244 344 58.8 28.2 85.3
4 years or tnore 22.8 21.0 43.8 124 55.7
Total 346 427 77.3 246 100.0

iE

As expected, mortality levels are typically higher among males than females.
The effect of a young maternal age at birth is clear in Table 7.6. Mortality is
substantially higher among children of mothers who were less than age 20 at the time
of the child’s birth. Not surprisingly, the mortality of children born to mothers age 40
and over is also higher than that for the two other maternal age categories. The
relationship between mortality and maternal age is typically a U-shaped curve, with
peaks for children of youngest and oldest mothers.
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i Mortality according to birth order shows the expected pattern ‘of higher
i i‘;l" mortality associated with higher birth order, except for the first birth. Also as
o expected , the length of the birth interval is strongly associated with higher mortality.
i For example, the level of under-five mortality found among children born less than
o two years after a pervious birth (163 per 1,000 births) is a little less than three times
o ‘he level found among children born four or more years after a previous birth (56 per
s 1,000 births). The offect of short birth intervals on mortality is clearly evident at all
it ages. These findings support the importance of child spacing for child survival.

A 7.5  High-Risk Fertility Behaviour

i Previous research and evidence presented above have shown the strong !
i relationship that exists between maternal fertility patterns and children’s survival
g chances. Typically, infants and children have a greater probability of dying if they are
i born to mothers who are too young Ot too old, if they are born after a short birth
Al interval, or if they are of high parity. For purposes of the analysis which follows, 2
) mother is classified as “too young” if she is less than 18 years of age, and “too old” if
iyl she is over 34 years of age at the time of delivery. A “short birth interval” is defined
;"“w';‘.‘ii- by a birth occwring less than 24 months after the previous birth, and a child is of
o ‘high birth order” if the mother had previously given birth to three or more living
i children (i.e., if the child is of birth order 4 or higher)..

- Table 7.7 presents the distribution of children born in the five years preceding
_ the survey and of currently married women according to these risk factors. The table
A also examines the relative risk of mortality for children by comparing the proportion
i dead in each high-risk category with the proportion dead among children not in any
L high-risk category. First births, although often at increased risk, are not included in

) this analysis because they are not considered an avoidable risk.

i b The data presented in the first two columns of Table 7.7 address the issue of
PR high-risk fertility behaviour by looking at the actual prevalence of high-risk births -
during the five-year period before the survey and its implications with respect to the

I, | mortality of those births. As column 1 in Table 7.7 shows, more than 55 per cent of
T o children bomn in the five year period before the survey are in at least one of the

I elevated risk categories. A little over a third (39 per cent) of all births at elevated risk

had been subject to multiple risk characteristics.~ A short birth interval and high birth

order were the most commaon high-risk factors.
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The risk ratios shown in Column 2 of Table 7.7 illustrate the relationship
between the risk factors and mortality levels. The risk ratios for children in the single
high-risk categories are generally lower than the risk ratios for children in multiple
high-risk categories. The lowest risk ratio (0.9) is found for births to mothers over age
34 and the highest (4.4) for the category combining three of the four high-risk factors
(short interval, higher birth order, and old maternal age).

The data presented in the final column of Table 7.7 look to the future,
addressing the question: how many married women have the potential for having a
high-risk birth? The results were obtained by simulating the distribution of currently
married women by the risk category into which a currently conceived birth would fall.
A woman’s current age, time elapsed since last birth, and parity were used to
determine into which risk category the next birth would fall, if the woman were to
concetve at the time of the survey. For example, if a woman age 37, who has five
children, and had her last birth three years ago were to become pregnant” she would

fall into the multiple high-risk category of being too old (35 or older) and at too high a
parity (4 or more children). '

Overall, 67 per cent of women have the potential to give birth to a child with
an elevated risk of mortality. A greater proportion of married women exhibit the
potential for having a birth in multiple high-risk category than in single high-risk
category (37 per cent and 30 per cent, respectively). In terms of the risk categories
themselves, the potential is greatest for births at elevated risk due to high birth order
(14 per cent) and old maternal age and high birth order (24 per cent).
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Table 7.7__High-Risk Fertility Bghaviour _
Percent of children born in the last § years preceding the survey who are at elevated risk of
mortality, and percent currently married women at risk of conceiving a child with an elevated
risk of mortality, by category of increased risk, PNG 1996
Births in the & year preceding
the survey Percentage of
Risk Category Percentage Risk currently
of births ratic marriad women
Not in high-risk category 44.6 1.00 334
single high-risk category
Mather's age <18 2.8 1.51 0.6
Mother's age > 34 1.0 0.92 6.6
Birth interval < 24 9.2 1.6 9.1
Birth order > 3 21.0 1.13 13.5
Sub-total 34.0 128 20,7
Multiple high-risk
Age < 18 and birth interval < 24 0.3 3.7 0.1
Age > 34 and Birth interval < 24 0.3 3.7 0.2
Age > 34 and birth order > 3 11.0 1.2 23.5
Age > 34 and birth interval < 24 and birth order > 3 28 4.37 38
Birth interval < 24 and birth order > 3 7.0 1.85 9.3
Sub-total 21.4 1.93 36.9
In any high-risk category 55.4 1.53 66.6
Totai 100 - 100
Number as12 - 3583

7.6 Maternal Mortality

In 1986 the World Health Organisation (WHO) put out a call for countries in
the developing areas of the world to pay increased attention to the maternal side of the
maternal and child health binomjal (WHO, 1986). Specifically, WHO recommended
that all member nations produce reliable estimates of maternal mortality by 1995.
Improved data should permit the identification of groups at high risk of mortality, and
provide baseline information for programs designed to reduce maternal mortality.
Although a year late, PNG has responded to this call.

There are three principal sources of data on maternal mortality:  vital
registration systems, hospital records, and sample surveys (AbouZahr and Royston,
1991). Unfortunately, vital registration systems in developing countries providing
accurate information on cause of death typically either do not exist, or are woefully
incomplete where they do exist. Statistics based on hospital records, while generally
accurate, are biased in the sense that they reflect mortality conditions among those
sectors of the population with access t0 hospitals. The third source of data on
maternal mortality is the sample survey, whether community based, regional or
national in scope. The most common type of survey is the household survey, in which
respondents are queried retrospectively on the causes of death of relatives.
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At the time of designing the questionnaire for the 1996 DHS in PNG, an
advisory panel was set up by the NSO for advice on the content of the survey; the
panel consisted of experts from various ministries, including the Department of
Health, plus the National Planning Office, and the University of PNG, especially its
medical faculty, among others. The panel considered the measurement of maternal
mortality to be of extreme importance. This advice was accepted by the NSO, which
then set out to review possible mechanisms for collecting the necessary information.
In fact, there are just two methodologies in common use, both involving questioning
respondents about the survivorship of sisters. The direct method involves collecting
information on the date of birth of all sisters, then determining their survivorship, and
for each sister who has died, asking for the age at death, the number of years ago that
the death occurred, and whether the death coincided with pregnancy, delivery or
puerperium. This method permits direct estimation of the maternal mortality ratio for
various time periods, employing life table techniques. However, it is_very data-
demanding, and of questionable accuracy if employed in societies where dates and
ages are often not known.
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The alternative to the direct method of estimation is the indifect sisterhood
method, developed at the London School of Hygiene and Tropical Medicine (Graham,
Brass and Snow, 1989). It is an outgrowth of the sibling survivorship method of
estimating early adult mortality. Only four basic questions need to be asked of a
sample of adults: how many sisters born to the same mother as the respondent ever
reached the age of 12 years, how many of these are still living, how many have died,
and how many of the dead sisters died of maternal causes. The final question, for
practical reasons, is normaily split into three: how many died while pregnant, how
many during childbirth, and how many during the six weeks after the end of a
pregnancy. The collection of information required for the direct method typically
requires up to 10 minutes of interview time, while for the indirect method the time
required is only 1 - 2 minutes. Given that the PNG questionnaire was to include a full
birth history of respondents, thereby already straining both respondents’ and
interviewers’ patience in trying to remember and record exact dates of events, the
NSO decided on opting for the indirect method. The principal disadvantage of the
method is that, in contrast to the direct methodology, it provides only one figure: an
estimate of the maternal mortality ratio (MMR) for a point in time approximately 12
years prior to the survey, where the sample has consisted of adults of ages 15-49
years. But the advantages far outweighed this: ease of application in the field, and the
possibility of providing for the first time an accurate estimate of maternal mortality in
PNG, regardless of the point in time of the estimate.

Results of the application of the indirect sisterhood method to the data
collected in the 1996 PNG-DHS are shown in Table 7.8. The table includes only
sisters who have ever reached the age of 12 years. (For the two youngest age groups
instead of using their number of sisters aged 12 years and over directly, they have
been assigned a value of 2.117, the mean number of sisters of those 30 - 49. This is
because the former still have younger sisters who will some day reach the age of 12.}
An adjustment factor (Ai) is then introduced to convert the number of sisters reaching
age 12 into units of risk. It reflects the proportion of their adult lives during which
they are exposed to the risk of maternal death. The number of maternal deaths for
each age group is then divided by the sister units of risk to produce an estimate of the
lifetime risk of maternal death. The figures for the lifetime risk, as well as those in the
final column of Table 7.8 showing the percentage of sisters dying of maternal causes,
display no clear pattern by age, ie. no trend. Approximately 18 percent of deaths were
due to maternal causes.
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d
1, Table 7.8 Indirect Estimate of Maternal Mortality, circa 1984
f THE BASIC CALCULATIONS
a a b . ¢ d e f(b'e) g(dm h(do)
: ' % Dead
1’ Sisters  Number Adjust Sister  Lifetime Sisters
T Sisters Cead at of ment Units Risk of Dying of
Respondents Reaching Age 12 Maternal Factor of Maternal Maternal
N Age N Age12  orQver  Deaths (Al Risk Death  Causes
a
1519 881 1865* 26 5 0.4107 199.6 0.025 19.2
20-24 804 1914* 68 9 0208 3942 0.023 13.2
y
€ 25-20 893 1980 86 20 0.343 679.1 0.028 23.3
11 30-34 758 1695 89 17 0.503 852.6 0.020 19.1
d 3539 624 1335 &7 17 0864 886.4  0.019 19,5
40-44 446 974 85 12 0.802 781.2 0.015 14.1
e 45.49 411 735 o4 18 0.900 662.4 0027 e
e TOTAL 4917 10489 535 88 44555 0.021995 18.3
Il
2
9 Highlands 1754 3089 179 46 13581 0,033871 257
(~]
n Other regions 3166 7410 356 52 3097.4 0.016788 146
THE ASSUMPTIONS
! Total Fertility Rates in mid-1980s;
a (see Chapter 3) Papua New Guinea ~——————— £.0
y Highlands 55
Other regions ———m—m—e 5.2
1S
e THE RESULTS: MATERNAL MORTALITY RATIOS
S Papua New Guinez: Matemal Mortality Ratio (MMR) = 370
) 100 000 [1- (1- .021895) exp 1/6.0 ]
High!ands: Maternal Mortality Ratio (MMR) =625
g 100 000 [1- {1- .033871) exp /5.5 |
h Other regicns: Maternal Mortality Ratio (MMR) =273
" 100 000 [1- (1- .016788) exp 1/6.2 |
e * Since these young women have sisters yet to reach age 12, they have bean assigned the
mean of those 30 - 48 years: 2.117, assuming unchanged fertility until about 2 decade ago.
(=)
S,
[+
The overall lifetime risk of maternal death (LTR) is 0.022 for a point in time
calculated to be about 12 years prior to the survey, approximately 1984. This means
that at that time, approximately 1 of every 45 women once having reached the age of
12 was dying of maternal causes. To convert the lifetime risk into the risk per birth,
ie. the maternal mortality ratio, one would intuitively divide the lifetime risk by the
average number of children women were having during their lives at that time. This is
accomplished by the formula:
MMR = 100,000{ 1-(1I-LTR)exp 1/TFR},
where TFR refers to the total fertility rate for the mid-1980s, which, according to
Chapter 3, stood at about 6.0. The resulting maternal mortality ratio for PNG, centred
on 1984, is 370 per 100,000 live births.
|
|
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Perhaps the most interesting finding, and in line with previous findings, is the
very large difference between the Highlands and the coastal provinces. The lifetime
risk in the Highlands is calculated at 0.034, meaning that about 1 of every 30 women
was dying of maternal causes in 1984. That is almost exactly double the lifetime risk
of coastal women (given the assumption that the sisters of a respondent live in the
same region as the respondent herself). The resulting maternal mortality ratios are
625 and 273 per 100,000 live births for the Highlands and for coastal provinces,
respectively.

How do the findings presented here compare with earlier findings? Perhaps
the figure most often cited in the past year has been that of 930 per 100,000. This
figure arose out of a new methodological approach undertaken by WHO and UNICEF
(1996). It is based on regression modelling which includes only two pieces of ‘hard’
data for each country: an estimated general fertility rate (GFR), and the percentage of
live births assisted by a trained attendant (physician, nurse, trained midwife). The
value used for attended births in the model for PNG was 43 percent (Stanton et al.,
1995); Chapter 8, Table 8.5 of this publication reveals that during the three years prior
to the DHS, 53 percent of births were attended by trained personnel. Two key factors
not considered in the model are the general physical stature of women, and their
nutritional status, both inversely related to maternal mortality. Both of these are
positives for PNG in comparison with most developing countries at a comparable
level of economic development. Therefore, the value of 930 emerging from the
model greatly overstates the true maternal mortality ratio for PNG.

Since the mid-1970s, there have been three articles published in the Papua
New Guinea Medical Journal tracing maternal deaths for the years 1973-75, 1976-
83 and 1984-86, respectively (Vacca and Bird, 1977; Mola and Aitken, 1984; and
Mola, 1989). None of these studies had true denominators with which to work, and
all three estimated that only about 10 percent of maternal deaths were registered for
the periods cited. However, based on the scanty evidence available, they valiantly
hypothesised maternal mortality ratios of 700 per 100,000 live births for the period
1973-75; 800 for 1976-83; and back to 700 for 1984-86.
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But let us examine more closely the previous ‘hard’ data for PNG. A most
fascinating aspect of Mola’s 1989 article is the evidence he presents for Chimbu
Province. Citing a “...provincial health team which has been most diligent in
obtaining health statistics from aid posts and health centres”, he presents a table
showing maternal deaths recorded in connection with both supervised and
unsupervised births annually for the period from 1982 to 1986 (his Table 3). The
number of unsupervised births (ie, a necessary component of the overall
denominator) is estimated from projected figures of the total provincial population
and the crude birth rate based on the 1980 Census, prepared by the Department of
Health. The figures shown in the table, according to the author, “...substantiate many
of the ‘educated guesses’ which have appeared in Papua New Guinea maternal
mortality papers over the years...the rate for provincial hospitals...is [200-300 per
100,000}, and the rate for unsupervised village deliveries [600-1200 per 100,000].”
(Note: the brackets are used here because the author expresses his ‘rates’ variously in
terms of 100s, 1000s, and 10,000s.)

With the evidence contained in his 1989 article, the author missed a real
opportunity to refute prior estimates of the maternal mortality ratio. He failed to put
together the figures in his Table 3 for supervised and unsupervised deliveries in
Chimbu. Had he done so, the results would have shown maternal mortality ratios of
710 per 100,000 births for 1982, decreasing steadily to 450 for 1986, and an overall
ratio of 530 for the period 1982-86. These estimates are very much in line with those
calculated for the Highlands from the DHS: 625 per 100,000 centred on 1984. Given
the known differentials in antenatal care, unattended births, and infant and child
mortality for the Highlands and coastal provinces, the overall ratio of 370 per 100,000
for the country as a whole for 1984 seems quite reasonable, and not out of line with
Mola’s figures for Chimbu in 1982-86.

The only other figures available for the region of Oceania (PRB, 1997) are for
Australia: 5 per 100,000; New Zealand, 10 per 100,000; Western Somoa, 35 per
100,000; Fiji, 90 per 100,000; and Vanuatu, 280 per 100,000. So there is still room
for much improvement in PNG. We stand by the quality of data collected in the 1996

DHS, and the accompanying estimate of 370 maternal deaths per 100,000 live births
centred on 1984, —_—
——
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CHAPTER 8

MATERNAL AND CHILD HEALTH CARE
Kit Ronga

When the list of topics for inclusion in the questionnaire was being considered in the
planning stage of the DHS, a strong case was put forward by the Ministry of Health
for the inclusion of topics relating to maternal and child health care. Thus relevant
questions were included in the DHS individual questionnaire to obtain information on
antenatal care, delivery characteristics, childhood vaccinations, common childhood
diseases and their treatment, and infant breast-feeding practices. The high incidence of
carly childhood and maternal mortality are a growing concern for the Government in
recent years. Therefore, the information presented here should assist health planners
in developing appropriate strategies to improve and monitor the trends in the maternal
and child health care. ~

8.1 Antenatal Care

Antenatal care holds a very prominent position within the health system of the
country, as it is the branch which facilitates the early detection and treatment of
problems associated with pregnancy, such as anaemia and infections, and provides a
channel through which information on the general health of mothers and children is
more readily provided to women and their families. Furthermore the provision of
adequate antenatal care during pregnancy enhances more efficient child delivery
services, if problems occur. The percent distribution of births in the three years
preceding the survey, by source of antenatal care received during the pregnancy,
according to selected background characteristics, is shown in table 8.1 below. Note
that the births included in this and subsequent tables are those born 0 - 35 months
prior to the date of interview.
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' Table 8.4  Antenafal Care
f
i Percent distribution of live births in the last three years by source of antenatal care {ANC) during
IJ | pregnancy, according to maternal and other selected background characteristics
: ‘ ' Antenatal Care Provider Number of Births
! | Maternal and other Nurse/ Trad.
L Selected background trained Village birth No Total Total
i ‘ Characteristics Doctar  midwife midwife Aftend Other One Percent Number
|
'I' i Mother's age at birth
‘-‘ <20 1583 85,3 0.8 3.2 0.8 14.4 100 216
b H‘ 20-34 10.1 §7.5 06 0.6 1.8 19.4 100 1574
i L!| 35+ 7.8 614 1.6 0.7 1.0 27.5 100 306
-
! Birth order
14.0 68.4 0.8 1.9 1.3 15.7 100 479
3-4 1.7 68.1 0.8 0.7 1.3 17.4 100 745
4-5 8.1 8.5 02 0.2 27 20.3 100 518
B+ 5.6 59.9 1.7 c.2 0.8 31.1 100 354
Residence
Urban 283 66.2 0.3 0.5 - 47 100 382
Rural 6.3 66.5 0.9 0.8 1.9 23.5 100 1714
Region
Southern 23.3 56.3 1.8 0.8 47 12.9 100 533
Highlands 4.7 696 0.6 1.1 0.3 23.8 100 644
Momase 5.5 55.2 0.3 0.8 0.6 27.6 100 641
Islands 9.7 813 0.4 0.4 oy 7.8 100 278
1
Mother's education
N No education 4.2 0.0 1.3 13 1.¢ 32.2 100 819
7 Grades 1-5 8.1 711 0.6 0.9 06 188 100 346
A Grades § 11,7 714 0.3 0.3 3.2 13.0 100 616
*J Grades 7+ 26.0 68.3 08 0.6 1.0 3.5 100 315
All Births 10.3 66.4 0.8 0.8 1.6 20.0 100 2088




Considering the data by age of the mothers at birth, the antenatal care received from
doctors accounts for about 15 percent of births to women under the age of 20 years,
whilst the antenatal care provided by midwives and nurses accounts for about 66
percent of births in the same group. In age groups 20-34, where the highest number of
births occurred during the last three years, 68 percent of births received antenatal care
from the nurses and midwives while 19 percent of the births occurred without any
antenatal care from anyone. The proportion of births which did not recejve antenatal
care 1s high for women in the age group 35 or over, 28 percent. The data by birth
order show a strong association with receiving antenatal care. The absence of
antenatal care is lower (16 percent) for the mothers who had their first births, but this
percentage ascends to 31 percent for birth order 6 or higher.

Comparing the rates shown for receiving antenatal care from doctors indicates marked
differences according to the urban-rural residential classification. Fully 28 percent of
the births to women in urban areas received antenatal care from doctors aémcompared
to a mere 6 percent of births in the rural areas. Such a significant difference can be
attributed to the fact that professionally trained doctors are concentrated in major
wrban hospitals and private clinics. The percentages of births which received
antenatal care from nurses and midwives in the urban and rural areas show little
variation. However the births which received no antenatal care was higher (24
percent) for rural areas than for the urban areas (5 percent).

The percentage distribution of births by the source of antenatal care according to the
regional background shows significant variation between the four geographical
regions of the country. The percentage of births having received antenatal care from
doctors is by far the highest (23 percent) in the Southern region. Antenatal care
received from nurse/midwife is high (82 percent) in the Islands region while the
Southern region has the lowest with 58 percent. The Highlands and Momase regions
have higher percentages of births (24 percent and 28 percent, respectively) which did
not receive antenatal care from anyone.

As education increases, so does the likelihood that a woman will consult a doctor
during pregnancy. Only 4 percent of births to mothers with no education received
antenatal care from doctors compared to 26 percent of births to women with
secondary education (i.e. Grades 7+). At the other extreme, 32 percent of births to
mothers with no education received no antenatal care, compared to only 4 percent of
births to women with secondary education.

8.2 Antenatal Care Visits

The antenatal care can become much more effective when it is sought early in the
pregnancy and continues at regular and recommended intervals through to parturition.
Obstetricians and other trained medical professionals (nurses/midwives) in the field
generally recommend that antepatal care should be made on a monthly basis to the
28th week, fortnightly to the 36th week, and then weekly until birth. Regular visits
allow proper monitoring of the prenatal conditions of both the mother and the child
throughout the duration of pregnancy.
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Information about the number of antenatal care visits by women during the pregnancy
is presented in Table 8.2 below.

Y

Table 8.2 Number of Antenatal Care visits
Percent distribution of live births in the last three
years by the number of antenata! care (ANC) visits
Number of ANC visits Percent
None 20.0
1 vislt 4.7
2 - 3 visits 18.8
4+ visits 48.9
Don't know/missing 7.5
Total ‘ 100
Median number of visits 5.1 -
Total live births 2096

In 49 percent of births, mothers made four or more antenatal visits, an indication that
only one-half of women are aware of the importance of regular attendance for
antenatal care. This is further evidenced by the fact that one fifth (20 percent) of all
births occurred to mothers not making a single visit for antenatal care.

The median number of antenatal care visits stands at 5.1, far less than the
recommended number of 12. The inaccessibility in terms of transport, lack of proper
understanding of the importance of antenatal care itself, the strong traditional cultures
and shortage of the required health manpower in this field may be some of the major
constraints on adequate antenatal care.

8.3 Tetanus Toxoid Vaccinations

Even with highly developed health services some infants will die from prematurity,
tetanus and other congenital conditions. The death rate in early infancy therefore can
be reduced by proper medical supervision of pregnancy and delivery. Tetanus toxoid
vaccination of women during pregnancy is essential for prevention of tetanus in the
new-born, one of the leading causes of deaths among infants, particularly in the rural
areas. For full protection, a pregnant woman should receive two doses of toxoid. In
cases where a woman has received vaccination during a previous pregnancy, one dose
of toxoid should be adequate for her current pregnancy. Table 8.3 below presents data
on tetanus toxoid coverage during pregnancy for all births in the last three years
preceding the survey. Almost 72 percent of births to women in the youngest age
group (under 20 years) and 69 percent of those between 20-34 years received a tetanus
toxoid vaccination, compared to only 63 percent for births to women of 35 years or
older.
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Table 8.3 Tetanus Toxiod Vaccination_
Percent distribution of live births In the last three years by whether or not mother
received teanus toxoid injection during pregnancy, accerding to maternal and other
selected background characteristics
Received Teanus Toxoid Vaccination

Maternal and other Total
Selected background Don't Number
Characleristics Yes No Know Total of Births

Mother's age at birth

<20 71.8 27.8 0.5 100 216
20-34 69.4 28,9 0.6 100 1574
35+ 63.1 353 1.6 100 306
Birth order
1 71.8 278 0.6 100 ~ 479
3-4 70.7 28.6 0.7 100 745
4-5 69.3 20.7 1.0 100 518
6+ £9.6 39.5 0.8 100 354
Residence
Urban 85.6 13.9 0.5 . 100 382
Rural 65.0 34.2 0.8 100 1714
Region
Southern 72.0 28.0 - 100 533
Highlands 64.8 34.0 1.2 100 644
Momase 84,4 34.5 1.1 100 641
Islands 817 18.0 04 100 278
Mother's education
No education 58.9 41.8 1.3 100 819
Grades 1 -5 70.8 283 0.9 100 346
Grades 6 74.4 256 - 100 6818
Grades 7+ 86.3 13.0 0.6 100 315
Alf Births 68.8 305 0.8 100 2086

The vaccination for tetanus according to birth order shows the same types of
differences. The percentage of births not receiving vaccination against tetanus
increases with the ascending order of births. This pattern is universal with the

likelihood that women in the high birth orders have received vaccination in previous
pregnancies.

Births occurring to women in the rural areas are more than twice as likely not to have
received vaccination as those in the urban areas, as the data in Table 8.3 show. The
percentage of births receiving tetanus vaccination is higher in the Southern and
Islands regions than the other two regions of the country. The figure for the Southern
region should be accepted with caution, as it is likely to be distorted by the inclusion
of the National Capital District, the most urbanised district of the country.




There is a strong association between education and receiving antenatal care. The
percentage of births not receiving vaccination is much higher (42 percent) for women
with no education than for those who have had some form of formal education. The
pregnant women who have secondary education are more likely to be vaccinated,
highlighting the impact that education has on mothers’ understanding, attitudes and
actions toward the utilisation of antenatal care services.

8.4 Antenatal Care: Place of Delivery

Another crucial factor that determines the survivorship of infants and mothers is the
place of delivery. Proper medical attention and facilities coupled with better hygienic
conditions can reduce the risk of complications and infections during the delivery
process, which can cause death or serious illness to either the mother or the child. The
respondents to the PNG-DHS were asked to report the place of birth of all children
born in the three years befure the survey; the results are shown in Fable 8.4.
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he Table 8.4 _ Place of Delivery
3d, Percent distribution of live births in the last three years by place of delivery,
nd according to maternal and other selected background characteristics
Place of delivery
Maternal and other Total
Selected background Health At Number
Characteristics Facility Home Other Total of Births
he Mother's age at birth
e <20 60.6 38.4 0.9 100 216
Ty 20-34 52.0 45.6 1.5 100 1574
he 35+ 39.2 58.2 2.8 100 306
cn Birth order ‘ B
1 62.8 359 1.3 100 479
2-3 53.6 447 17 100 745
4-5 46.9 51.9 ’ 1.2 100 518
B+ 35.6 62.1 2.3 100 354

Place of Residence

Urban 87.4 11.8 0.8 100 382
Rural 42.9 55.4 1.8 100 1714

Region of Residence

Southern 59.8 38.5 1.7 100 533
Highlands 41.8 55.0 3.3 100 844
Momase 448 54.8 0.5 1C0 641
Islands 69.8 3p.2 - 100 278

Mother's education

No education 331 65.0 2.0 100 819
Grades 1-5 50.9 48.6 0.6 100 346
Grades 6 58.0 39.8 2.3 100 616
Grades 7+ 84.1 15.6 0.3 100 315

Antenatal Care Visits

None 10.7 88.3 1.0 100 420
1 - 3 visits 48.5 50.5 1.0 100 493
4+ Vigits 68.0 29.9 2.1 100 1025
Don't Know / missing 557 43.0 1.3 100 158
All Births 51.0 47 .4 1.6 100 2055

Overall, just under half (47 percent) of the births in PNG are delivered at home while
the remainder (51 percent) are delivered in places with medical facilities. Delivery of
births at home is much more common in rural areas (55 percent) than in urban areas
(12 percent). Home deliveries are also more common in the Highlands and Momase
regions. They are also more common for women who are older (aged 35 years and
above), who have had many children (6 or more), who reported having no formal
education, and for those mothers who did not make any antenatal visit during the time
they were pregnant.

101




‘I ' This indicates that those women with greater exposure to antenatal services through
I regular antenatal visits (4 or more), are more likely to deliver in health facilities than
those who reported having no such visits, 68 percent as against 11 percent. The
| ‘ impact of education of women towards their choice of place of delivery is also
| significant. Only 33 percent of deliveries of women with no education occurred in
health facilities, contrasting with 84 percent of deliveries of women with secondary
; education.

i 8.5 Assistance during Delivery

! The survival of both the mother and infant is the most crucial issue when providing
assistance during child birth. Common causes of maternal deaths include infection,
“ | bleeding after delivery, and obstructed labour. These can be substantially reduced if
l child birth is given proper medical supervision and assistance at the critical stage of
o delivery. Because mortality tends to be high for women having their-first births and
il then again for those with four or more children, it is especially important that these
; ‘!|" women get help. Hence the type of assistance a woman receives during the birth of
‘ i her child has health implications both for herself and her child. Table 8.5 presents the
i distribution of live births in the last three years by type of assistance received during
||‘ delivery, according to selected characteristics of the mother. If a birth was attended by
A more than one type of person, it is classified according to the best qualified person.
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1an Table 8.5 _Assistance During Delivery
The Percent distribution of live births in the last three years by type of assistance recieved during delivery,
150 according to maternal and other selected background characteristics
in : Assitance during delivery
Maternal and other Nurses/ Trad,
ary Selected background Irained Vitlage Birth Female Number of |
Characteristics Doctor midwife midwife Altten. relative Other  No one Total  Live births
Mother's age at birth
<20 6.0 54,6 23 3.2 26.9 6.0 0.6 100 216
20-34 6.2 45.9 2.0 4.6 25.2 5.8 9.2 100 1674
ing 35+ 4.6 35.5 1.0 4.6 24.8 8.5 20.9 100 308
n Birth order
>
1 lf 1 7.7 54.9 1.9 3.1 25.9 5.0 1.6 100 479
f -4 7.4 46.8 1.9 4.8 26.6 5.5 7.0 100 745
0 4-5 4.1 42,7 1.2 4.5 25.7 6.0 161 = 100 518
Ll‘ld i 6+ 3.4 331 1.7 51 257 " 9.8 21.5 100 354
25€e Place of Residence
Of . Urban 18.8 70.4 0.3 0.8 6.0 1.8 1.8 100 382
the Rural 31 29.7 2.2 5.3 30.5 7.2 12.6 100 1714
ng Region of Residence
by . Southern i2.8 46.9 4.1 6.6 23,1 3.2 34 100 533
Highlands 2.0 41.9 0.8 34 258 4.7 21.4 100 544
Momase 5.0 38.3 1.4 5.1 31.8 10.9 6.4 100 641
Islands 4.3 64.0 0.7 1.1 184 4.7 5.8 100 278
Mother's education
No education 2.0 32.0 22 3.4 33.6 8.4 184 100 819
Grades 1-5 4.9 44.5 2.0 7.2 257 6.4 9.2 100 346
Grades 6 6.8 50.8 1.8 5.2 2586 54 4.4 100 618
Grades 7+ 15.8 70.2 1.0 2.5 7.8 1.9 1.0 100 315
Antenatal Care Visits
None 0.7 10.0 2.1 57 46,9 121 22.4 100 420
1 -3 visits 5.9 43.0 34 4.3 27.4 47 11.4 100 483
4+ Visits 8.0 60.8 0.8 3.8 16.2 4.3 5.5 100 1025
Don't Know / missi 7.0 45.6 3.2 5.1 304 4.4 4.4 100 158
All Births 5.0 45,3 1.9 4.4 26.0 6.2 10.2 100 2086
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Given a rather high proportion of deliveries occurring at home as indicated in Table
8.4, it is not surprising to see that only half of births (53 percent) are assisted by
medically trained personnel (doctors, nurses or mid wives). Young women, those of
low parity, those resident in urban areas, and those with secondary education are the
most likely to be assisted by medically trained personnel. It is notable that over 20
percent of births to women of age 35 or over, of parity 6 or higher, and of those living
in the Highlands region were deiivered without assistance. What should be particular
concern to health authorities is the fact that more than one-fifth (22 percent) of births
to women who had no antenatal attention were delivered without any assistance.
These women and children are clearly at high risk of mortality.

8.6 Delivery Complications

Naturally, every pregnancy that a woman has involves a risk of complications that
could occur at the time of delivery. The types of risk and complication may vary
according to women’s socio-demographic backgrounds. Women who are educated
and exposed to better antenatal care services in urban areas are more likely to be at
little risk during child delivery than those in the rural areas. Table 8.6 presents the
percentage of live births in the last three years with complications of delivery, as
reported by respondents to the DHS, according to antenatal and delivery care, and
early neonatal death status. Since a birth may involve more than one complication,
the percentages in each row may sum to more than 100.

Table 8.6 Delivery Complications

Percent distribution of live births in the last three years by type of complications
encountered at delivery, according to antenatal and delivery care received, and early
neonatal death status

Antenatal end delivery Complication of Delivery

care, and early neonatal Vaginal Number

death status Prolonged  Excessive infection/ of Live
labour bleeding fever Convulsions None Births

Medical Maternity Care

None 17.6 23.3 126 9.0 66.0 421

Antenatal care only 16.5 252 13.2 9.0 66.9 634

Delivery care only 24.0 22.0 14.0 4.0 64.0 50

Both types of care 21.7 217 8.5 5.9 65.7 91
Early Neonatal Death

Not early necnatal 18.6 229 1.1 7.3 66.4 2053

Early neonatal death 41.9 30.2 256 14.0 48.8 43
All Births ‘ 18.0 23.1 1.4 74 66.1 2096

Table 8.6 shows that there were no complications associated with 66 percent of births.
The most common complications are excessive bleeding, accompanying 23 percent of
births, and prolonged labour, in 19 percent of deliveries. There appears to be no
correlation between experiencing complications and whether or not the woman
received medical attention during the pregnancy or at delivery.
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(This may well be a spurious non-correlation, since those women experiencing
complications during their pregnancy may have sought medical advice, thereby
avoiding later complications upon giving birth.). Prolonged labour seems to be the
major complication in early neonatal deaths (42 percent), followed by excessive
bleeding (30 percent). '

8.7 Vaccination by Source of Information.

The attempt to protect infants and young children against the common diseases and
epidemics such as tuberculosis, diphtheria, pertussis (whooping cough) and tetanus
through the Expanded Programme on Immunisation (EPI) is universal. EPI embraces
the international guidelines recommended by the World Health Organisation (WHO),
which among other things recommends that all children receive a BCG vaccination
against tuberculosis; three doses of DPT vaccine agamst diphtheria, péftussis and
tetanus; three doses of polio vaccine; and vaccination against measles. WHO _
recommends that children are to receive all these vaccines before their first birthday,
and that the vaccinations received are to be recorded on a health card given to the
parents. In Papua New Guinea, the Health Department further recommends that all
children receive three doses of vaccine against hepatitis B prior to their first birthday.
Thus, all children are expected to be fully vaccinated by the age of 12 months.
Therefore, in the analyses which follow, attention is restricted to children 12-23
months of age.

In the DHS survey, mothers were asked to show the interviewers the health cards of
all children born during the three years before the survey. The interviewer recorded
from the card each vaccination given to the child. DPT and polio are recorded
together, as they are almost always given at the same time. If a mother never received
a health card for her child, or she was unable to show the card to the interviewer, she
was asked to recall whether the child had received a BCG, polio/DPT, hepatitis or

measles vaccination, including the number of doses for polio/DPT and hepatitis
vaccinations,

Information on vaccination coverage according to the source of information is
presented in Table 8.7. In all, vaccination cards could be produced for only 68 percent
of children age 12-23 months. Of the 68 percent with vaceination cards, only 33
percent had been fully vaccinated. Among those without cards (32 percent), only 6
percent had received all the recommended vaccines. Thus, if maternal report is taken
into consideration, the percentage of children receiving full immunisation is 39
percent. Subsequent discussion will refer to the combined information from both
vaccination cards and maternal report. '
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Children are more likely to receive BCG (91 percent). The coverage for the first
doses of hepatitis and polio/DPT is somewhat lower at 86 and 79 percent,
respectively. However, the percentage receiving second and third doses falls off
rapidly; in the case of DPT/polio, fewer than half (47 percent) of the children have
received the third dose. The percentage having received the measles vaccination (76
percent) is surprisingly high, considering that it is normally given at the time of the
third doses of DPT and polio. It apparently is often given at an earlier date.

Table 87 Vaccination by Source of Inforrration

Among children 12 - 23 months of age, mepercemagemha\:ereoeivedspeciﬁcvacdmﬁcnatawﬁn'e
hefore the interview, bywﬁﬂﬁrﬂeinﬁmﬁmvmﬁunﬂemmmwﬂwﬁmﬂnm

Source of Information DPTFdlio Hepatitls Tod

BCG 1 2 3 1 2 3 Meades Al Nore Perosnt cases
Vacdination card 654 552 441 344 B854 572 482 881 327 17 G678 A79
Miother's report 252 237 194 120 204 133 82 176 59 62 322 227
Either source 97 788 B35 465 858 726 574 756 387 78 1000 706

8.8 Vaccination Coverage

Vaccination coverage by selected background characteristics is presented in Table 8.8.
Vaccination status does not differ significantly by sex of the child; however, it does
differ appreciably by birth order, with the fully vaccinated declining from 46 percent
among first-born children to 23 percent among the children whose mothers already
have more than 5 births. Children in urban areas have a distinct advantage in terms of
accessibility to facilities provided for the vaccination. The data indicate that 70
percent of children in urban areas are fully vaccinated, compared to only 32 percent n
rural areas.

The differences in vaccination coverage by region and educational level are also quite
significant. The proportion of children who were reported to be fully immunised is
higher in Islands and Southern regions, with 43 percent, in each. The proportion of
children fully vaccinated in Momase and Highlands regions are 38 percent and 33
percent, respectively. As seen in other sections of this chapter, once again the
proportion of children who received all recommended vaccines is highly correlated
with the educational level of mothers. The children of mothers who have completed
some form of education are more likely to receive vaccination than those with mothers
having no education at all. This is reflected in the data presented in Table 8.8 below
which indicate that 65 percent of children of mothers with at least some secondary
education are fully vaccinated, compared to only 24 percent for children whose
mothers have no form of education. =
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8.9 Prevalence of Acute Respiratory Infection (ARI) and of Fever

Acute Respiratory Infection (ARI) is a leading cause of childhood morbidity and
mortality in Papua New Guinea. Measles and pertussis, which still exist widely in the
country, also contribute significantly to childhood morbidity. The high prevalence of
malnutrition, diarrhoea and malaria make children and infants more vulnerable to
ARJ, and increases the risk of death due to pneumonia. Medical records show that
pneumonia is indeed one of the major causes of infant mortality in PNG. Its
prevalence is estimated in the DHS by asking mothers if their children under 3 years
had been ill with a cough accompanied by short rapid breathing, in the two weeks
preceding the survey. These symptoms are compatible with pneumonia and thus early
diagnosis and treatment with appropriate medication and antibiotics can prevent a
large proportion of deaths of infants. Mothers also were asked whether their children
had experienced fever in the two weeks preceding the survey. =

Information on the prevalence and treatment of ARI is presented in Table 8.9. The
DHS results indicate that 13 percent of the children under three years had cough with
rapid breathing, while 34 percent of the children were reported to have had fever
sometime in the two weeks preceding the survey. ARI is slightly less common among
the children over 24 months of age than it is among the children under 2 years of age.
There are no significant differences in ARI prevalence by sex or birth order of the
child, nor by urban and rural residence or the regions of the country. Similarly, the
educational level of the mothers appears to have little impact on the prevalence of
ARI. The importance of taking children to a health facility appears to be recognised
by mothers of the children who were reported ill with coughing and fast breathing.
Fully three-quarters (75 percent) of these children were taken to a health facility, with
little variation by background characteristics, except for the children of women with
no education. Almost half (48 percent) of the children who were reported to have had
fever in the two weeks prior to the interview were taken to a health facility. This
amount of contact with health facilities is a good sign.
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Amang children under three years of age, the percentage who were ill with a cough
accompanied by fast breathing and the percentage who were ill with fever, during the two
weeks before the survey, and the percentage among the ill who had contact with a health
facility, according to maternal and other background characteristics
Respiratory Infection and Fever
Matemnal and other selected Cough, fast Cough/ Fever/
background characteristics breathing taken to HF Fever faken to HF Number
Child's age
Under 6 months 13.6 77.8 34.3 61.5 265
& - 11 months 15.2 80.8 39.4 48.9 343
12 - 23 months 13.6 73.2 35.2 48.1 712
24 - 35 months 9.6 71.0 29.5 39.8 643
Child’s sex
Male 13.7 76.9 35.0 48.8 3044
Female 11.3 721 33.5 46.5 924
Birth order
1
2-3 11.9 69.8 334 45.0 448
4-5 123 80.2 323 55.5 710
6+ 11.6 76.8 355 43.0 484
Residence
Urban 10.8 825 31.7 59.8 369
Rural 12.9 73.4 34.9 452 1599
Region
Southern 10.2 82.7 33.3 48.8 510
Highlands 14.7 68.2 4.5 44.0 580
Momase 18.7 74.7 34.6 48.6 607
I1slands 10.0 81.5 351 51.6 271
Mother's Education
No education 14.5 67.9 37.2 423 751
Grades 1-5 12.2 79.5 335 523 319
Grade 6° 10.4 80.6 34.0 48.0 594
Grades 7+ 12.2 81.1 286 58.6 304
Total 12,6 74.9 34.3 47.7 1568

8.10 Diarrhoea Prevalence

In the PNG-DHS mothers were asked to provide information on whether or not their
children under three years had diarrhoea anytime during the two weeks before the
survey, and if so, whether they experienced it within the last 24 hours. Dehydration
associated with severe diarrhoea is recognised as a major cause of morbidity and even
death among young children. As indicated in Table 8.10, 17 percent of the children
had experienced diarrhoea at some time in the two weeks preceding the survey. In
contrast, approxtmately 2.0 percent of the children under three years had bloody
diarrhoea during the same period; bloody diarrhoea is usually associated with
dysentery. Nearly 6 percent of children were still having a bout of diarrhoea at the
time of the survey (i.e. within the last 24 hours)

109



Overall, the prevalence of diarthoea is notably higher among the children age 6-23
months than among either the older or the younger children.

It is especially

uncommon among the children less than 6 months of age who are presumably
protected by breast-feeding.

Differences in the prevalence of diarrhoea according to other selected background
characteristics are less notable, although three differentials stand out: the rather high
prevalence of diarrhoea in the Highlands, and its relatively low prevalence in urban
areas and among children of women with secondary school education.
differences are all statistically significant (see Appendix B).

These

Table 8.10 Diarrhoea Prevalence.

Percentage of children under three years of age with diarrhoea and bloody diarrhoea

during the two weeks before the survey, and the percentage with diarrhoea in the 24 hours

before the survey, according to maternal and other selected background characteristics

Diarrhoea Prevalence

Maternal and other selected Diarrhoea Diarrhoea Diarrhoea
background characteristics in past2 with blood in inpast 24  Number of
weeks past 2 weeks hours children
Child’s age
Under 6 months 7.5 1.1 2.3 265
& - 11 months 18.1 0.9 7.3 343
12 - 23 months 225 2.4 6.3 712
24 - 35 months 12.7 1.2 5.7 648
Child's sex
Male 17.7 1.7 6.2 1044
Female 15.0 1.4 5.2 924
Birth order
1 16.8 1.8 52 4486
2-3 17.2 2.0 B.1 710
4-5 16.3 1.4 58 484
6+ 146 0.5 58 328
Place of Residence
Urban 12.5 0.8 54 369
Rural 17.4 1.8 5.8 1599
Region of Residence
Southern 14.3 0.6 5.1 510
Highlands 21.7 24 7.2 580
Momase 13.5 2.0 5.1 607
Islands 15.9 0.7 5.2 271
Mother's Education
No education 18.0 2.1 8.3 751
Grades 1-5 16.6 0.9 4.4 319
Grade 6 16.0 1.7 3.9 594
Grades 7+ 13.5 0.7 4.6 304
Total 16.5 18 “57 1968
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8.11 Diarrhoea Treatment

Timely treatment of diarrhoea is essential to avoid serious morbidity due to
dehydration. Table 8.11 indicates the percentage of children with recent bouts of
diarrhoea who were given various treatments. About one third (33 percent) of the
children who had recent bouts of diarrhoea were taken to a health facility for
consultation and/or treatment. Almost the same proportion (32 percent) of the
children with diarrhoea in the past two weeks were treated through home remedy and
other treatments. Of the two universally recommended diarrhoea treatment methods,
22 percent of the children were treated using a recommended home solution (RHS)
whilst 17 percent of the children were treated with an oral rehydration solution (ORS).
Despite these encouraging statistics, it is important to note that almost two thirds (65
percent) of the children with diarrhoea were given neither ORS or RHS, nor increased
fluids to drink, an indication that other medications (antibiotics, pills and syrups) may
have been preferred instead of these more recommended forms of diarthoes treatment.

About one third of children with diarrhoea were given nothing to treat diarrhoea. This
is especially high for the children of mothers who live in rural areas, are of high parity
(6 or higher) and have relatively low educational status. Children of mothers living in
the Islands region are more likely to be treated for diarrthoea at a health facility than
those in the other three regions, with the Highlands region faring lowest in this
respect. The use of RHS is more common with the most educated and urban based
mothers and, curiously, those residing in the Highlands, perhaps due to campaigns
within the Highlands provinces.
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K Table 8.11 Diarrhoea Treatment.
|
' : Among children under three years of age who had diarrhoea in the past two weeks, the percentage
taken for treatmentto a health facility or provider, the percentage who received an oral rehydration
solution (ORS) packet or a recommended home solution (RHS), the percentage who received
neither ORS or RHS, and the percentages given ather treatments and given no treatment, according
to maternal and other selected background characteristics
R ' Diarrhoea Treatment
) Maternal and other selected Ne ORS
background characteristic Health CRS RHS, incl. Other home Children with
; facility — packet RHS fluids Injection  remedies None diatrhoea
] Child’s age
‘! Under 6 months 35.0 5.0 20.0 75.0 5.0 30.0 45.0 20
i 6 - 11 menths 308 17.7 9.7 72.6 6.5 27.4 41.9 62
‘:‘ 12 - 23 months 34.4 16.3 24.4 63.8 8.1 35.0 31.9 160
] ' 24 - 35 months 305 195 268 £8.5 3.7 3.7 7 317 82
i
‘ Child’s sex [
-1 1
"}| Male 346 184 211 63.8 6.5 341 319 185 !
‘i:]‘ Femae 302 144 280 65.2 6.5 302 381 139 ;
‘ Birth order
fi 36.0 24.0 18.7 61.3 5.3 253 38.7 75
2-3 34.4 16.4 254 63.1 8.2 36.9 311 122
4-5 26.6 10.1 253 65.8 2.5 38.0 27.8 79
6% 33.3 16.7 12.5 72.9 10.4 229 47.9 43
|‘ Place of Residence
i Urban 500 261 283 50.0 13.0 283 198 46
d Rural 20.9 15.1 208 67.3 54 33.1 371 278
1! Region of Residence
i
: ‘-}l; Southern 3289 164 233 64.4 82 315 342 73
‘!E‘ Highlands 29.4 12.7 31.7 58.7 C.8 23.0 40.5 126
|
| Momase 37.8 18.5 9.8 74.4 3.4 31.7 6.6 8z
} Islands 55.8 23.3 14.0 65.1 70 62.8 14.0 43
| Mother's Education
.‘ i No education 274 133 200 68.9 67 281 422 135
J ! Grades 1-5 39.6 24.5 26.4 52.8 5.7 226 34.0 53
: ‘ Grade 6 837 17.9 16.8 68.4 7.4 400 284 85
S il Grades 7+ 30.0 14.6 34.1 58.5 49 41.5 244 41
| !
! Total 32.7 16.7 21.9 64.8 BG.5 324 34.6 320
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CHAPTER 9
INFANT FEEDING PRACTICES

Peter Siopun

Breastfeeding is important to both the mother and the child. It prolongs the duration of
postpartum amenorrhoea, thereby widening the birth interval. It is the best source of
nourishment for infants, especially in the first six months of life. Infants who are not
breastfed and who live in environments where adequate breast milk substitutes are not
available are often at risk of both malnutrition and disease, and are at greater risk of
dying.

Table 9.1 shows the percentage of all children, born in the last three years, who have
ever been breastfed. Tt shows that ninety seven percent of all children born in the past
three years were ever breastfed. The proportion ever breastfed does not vary much by
either sex or residence. There are also essentially no differences in the likelihood of
breastfeeding by any other of the remaining background characteristics: mother's
education, type of delivery assistance, and place of delivery. :

|Table 9.1 Initial Breast feeding

Percent of all children who were ever breastfed among children born in the three
years before the survey, according to background characteristics

‘Background Breastfeading .
Characteristics Ever breastfed Never breastfed No. of cases
Sex

Male ' 97.2 2.8 1112

Femzle 96.7 33 984
Place of residence

Urban 96.1 ’ 3.9 382

Rural §7.2 2.8 1714
Region

Southem 96.8 32 533

Highlands : 95.4 386 G44

Mornase §7.2 2.8 641

Islands 98.2 1.8 278
Educational level

No education 96.8 32 819

Grades -5 96.5 3.5 346

Grade 6 . T 979 2.1 616

Grades 7 + 88,2 3.8 315
Who assisted at delivery
" Health personnel 97.3 2.7 - 1114

Female relative ‘ 96.5 3.5 546

Other (including no one) - 96.8 3.2 436
Place of Delivery

Heatth facility 97.0 3.0 * 1089

Other 97.0 3.0 1027
Total §7.0 3.0 2096
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Breast milk provides all the child's nutritional requirements until the age of 4-6 months
when food supplements become necessary. Even at this stage breastfeeding may
continue until after the child's second birthday. Table 9.2 shows the distribution of
children under three years of age by breastfeeding status at the time of the survey. These
data are based on the mother's report of what the child received on the day prior to the
interview. At the time of the survey, 59 percent of all children under three years were on
breast milk and food supplements and 26 percent were not breastfeeding. Only 13
percent were exclusively breastfed. Another 1.5 percent were on breast milk and water.

At age 2-3 months 63 percent of all children are exclusively breastfed. Food
supplementation starts very early. By 2-3 months 34 percent of all children are
breastfeeding and having some form of food supplementation. This proportion increases
with the age of the child to reach a maximum at around 14-15 months, and then declines
as more and more children are weaned. More than 34 percent of all children stop
breastfeeding of any kind by age 22-23 months. By 34-35 months~of age, only 25
percent are still receiving some type of breastfeeding.

Table 9.2 Breastfeeding Status by Child's Age
Percent distribution of living children under three years of age by breastfeeding status,
according to child's age in months.
Months since birth Not Exciusive Breest & Breast & Living
Breastfeeding Breastfeeding  plain water supplement Totai Children
0-1 - 87.7 31 9.2 100 65
2-3 - 62.6 33 34.1 100 123
4-5 1.0 344 31 61.5 100 96
6-7 2.7 21.2 35 726 100 113
8-9 4.0 16.8 40 75.2 100 101
10-11 47 11.0 341 81.1 100 127
12-13 8.8 8.8 0.7 81.8 100 137
14 -15 6.7 52 1.5 86.7 100 135
16-17 13.1 4.4 1.5 81.0 100 137
18 -19 17.3 2.7 1.8 78.2 100 110
20-21 337 1.0 - 65.3 100 98
22-23 34.8 1.4 - 64.0 100 89
24 -25 42.5 0.9 0.9 55.8 100 113
26 -27 442 1.0 1.0 53.8 100 104
28-29 62.9 1.7 - 353 100 116
30-31 67.7 - - 323 100 96
32 -33 70.6 - - 294 100 102
34-35 75.5 0.9 - 23.6 100 106
Total 26.4 13.1 1.5 59.0 100 1968

Table 9.3 presents the median duration of breastfeeding of children born in the past three
years, according to whether it is exclusive, full or any breastfeeding. Exclusive
breastfeeding, the period during which a child receives only milk from the breast, is
quite short: a median duration of only slightly more than 3 months. Full breastfeeding,
in which the child may also receive plain water, is also less than 4 months.




The median duration of any type of breastfeeding is 25 months. The median duration is
five months longer for rural children than for urban children. It is 29 months for women
with no education, 25 months for those with grade six school education and 21 months
for those with secondary or higher education. There are large differences among the
regions. Southern and Islands have median duration of under 23 months whereas the
Highlands region has a median duration of 30 months. This might help to explain the
longer birth intervals encountered in the Highlands region (see Chapter 3).

Table 8.3 Median Duration of Breast feeding
Median durations of any exclusive and full breastfeeding among children born in the
three yéars before the survey, according to background characteristics,

Median Breastfeeding Duration

Background Any Exclusive Fuil Number

Characferistics breastfeeding  breastfeeding  Breastfesding of cases
Sex

Male 25.3 39 4.4 1112

Female 25.4 25 27 984

Place of residence

Urban 204 22 25 382

Rural 25.8 3.8 39 1714
Region

Southern 225 34 3.7 533

Highlands 30.0 2.3 - 24 644

Momase 252 4.6 5.0 641

Islands 20.9 35 38 278

Educational level

No education 294 3.3 3.8 819
Grades 1-5 244 37 4.2 345
Grade 6 254 3.8 39 616
Grades 7 + 207 2.3 2.5 315

Who assisted at delivery

Health personnel 254 2.9 3.3 1114
Female relative 240 4.4 4.7 546
Cther (including no ane) 26.6 38 4.4 436

Place of Delivery

Health facility 255 3.0 3.3 1069
Other 254 3.9 4.3 1027
Total 25.4 3.3 37 2096
2
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Table 9.4 presents the type of supplementation given to breastfeeding children,
according fo their age. As noted earlier, supplementation starts early. By the age of 4-5
months, over one-half (58 percent) of breastfeeding children are receiving solid or
mushy food, 45 percent receive water, 19 percent receive milk (additional to
breastmilk), while 25 percént receive other liquids. (Note that these figures are not
additive, since a child may receive more than one type of supplement.) At age 10-11
months, over 80 percent of children received solid or mushy food on the day prior to
Interview.

Tahle 9.4 _Type of Supplementation by Child's Age

Percent of breastfeeding children under three years of age receiving food supplementation by

type, according to child's age in months. ‘

Type of Supplementation -
Months since birth Plain Other Sofid Breastfeeding
water Milk Liguid mushy-food Children

0-1 9.2 6.2 6.2 . 6.2 85
2-3 19.5 13.8 13.0 . 26.8 123
4-5 45.3 18.9 253 579 g5
6.7 B2.7 20.0 43.86 70.9 110
8-9 80.8 247 39.2 73.2 97
10-11 73.6 273 52.9 81.8 121
12-13 76.0 28.0 53.6 86.4 © 125
14-15 75.4 222 51.6 20.5 126
16-17 82.4 21.0 63.0 85.9 119
18-18 87.9 19.8 59.3 93.4 91
20-21 ) £0.8 277 61.5 96.9 65
22-23 93.1 22.4 58.6 98.3 58
24 - 25 89.2 30.8 55.4 98.9 65
26 -27 879 27.6 58.6 91.4 58
28-29 86.0 209 62.8 93.0 43
30-31 83.9 258 48.4 93.5 31
32-33 86.7 30.0 83.3 100.0 30
34-35 88.5 18.2 50.0 96.2 26

The overall picture of infant feeding practices in Papua New Guinea, as painted in the
four tables discussed above, is a positive one. Breastfeeding is nearly universal, most
babies are breastfed for more than two years, and supplementation with liquids and
solids starts early.
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Chapter 10

Acquired Immunodeficiency Syndrome (AIDS) Knowledge and Behaviour

John Kalamoroh

The chapter on AIDS is made up of three sections. The first section presents data on the
knowledge of AIDS, and ways to avoid AIDS, while second section covers the prevention
aspects of AIDS, including the perception of risk of AIDS, and AIDS prevention behaviour.
The final section presents information on knowledge of other sexually transmitted diseases.

Acquired Immunodeficiency Syndrome (AIDS) is the disease caused by the Human
Immunodeficiency Virus (IHIV) through infection. Sexual intercourse, blood transfusion and
intravenous drug use are some of the ways that the disease is passed Trom one person to
another. The spreading nature of the disease and its almost unavoidable outcome is a serious
social concern for any government. The first reported case of AIDS in PNG was in 1987. By
1988, Meijden & Malau of the Department of Health reported that PNG led 21 Pacific Islands

* Nations (excluding Australia & New Zealand) in the number of reported cases (Courier 1991).

A National AIDS Advisory Committee (NAAC) was immediately formed in 1987, to initiate
and encourage the formulation of a national policy on AIDS through the NDOH. Ensuring a
safe blood supply and the training of laboratory technicians were among the immediate
controls put in place. In 1988, health education efforts became part of the control programme.
The seriousness of AIDS led to the study on the STD/AIDS knowledge, attitudes, beliefs and
practice which was conducted in five major towns in 1989.

The growing concern about AIDS in PNG is the case of contracting it. The firture course of
AIDS depends on the level of awareness among the general public. The 1996 PNG
Demographic and Health Survey’s coverage of the questions relating to AIDS and other STD
discases is timely and indeed essential to monitor the situation. The target population was
women of ages 15-49 in the sample households. A series of questions was asked to determine
the extent of their awareness, perceived risks, knowledge of preventive measures and their
sexual behaviour, '

10.1 Knowledge of AIDS

This section provides a descriptive scenario of the knowledge of AIDS and the sources of
information available to women in Papua New Guinea. Ways to avoid AIDS are also
presented. Table 10.1 indicates the extent of AIDS awareness among Papua New Guinean
women and the sources from which they obtained their information. Multiple responses were
allowed for each woman. The mean number of sources however is only based on women who
reported knowing about AIDS.

2




Some 65 percent of the women in PNG have knowledge of the AIDS disease. The main 1

sources of their knowledge have been learning from the health workers (41 percent), learning
from friends/relatives (38 percent), and learning through listening to the radio (28 percent),
Women in the age group 20-24 appear to the most knowledgeable, while those in the age
group 40-49, least knowledgeable. The 15-19 age group, also benefit from learning through
school/teachers (20 percent).

Knowledge of AIDS by current marital status was over 60 percent for all three categories,
The knowledge of AIDS for the never married was at 64 percent, the currently married was a
65 percent and the formerly married at 67 percent. However there were more women in the
urban (76 percent) than rural areas (62 percent), who had knowledge of AIDS. This urban
bias came from the influences of TV (34 percent) and reading about AIDS in the print media
(37 percent).
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~ The level of awareness of AIDS by the different regions of PNG, show that the women in the
| Island Region, (81 percent), were the most knowledgeable about AIDS. The women in the
! - Momase Region (50 percent) were the least knowledgeable about AIDS The results also
| show that education contributes towards AIDS awareness. Women with a minimum of grade
seven or above, were the most knowledgeable about AIDS (89 percent). On the other hand |
women with no formal education were the least knowledgeable (54 percent).

The urban bias in relation to the knowledge of AIDS is to some extent, reflected in the urban
mean number of sources of information at 2.4, while it was only 1.5 percent for the rura]
! Access to education and the higher educational level attained may have also contributed. The
i mean number of sources is 3.1 at grade 7 and above in contrast with 1.2 sources for those with
i no education, indicating the lack of opportunities for this latter group.
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Table 10.2 presents percentages of women who are aware of how to avoid AIDS, according to
selected background characteristics. The three main ways of avoiding AIDS, are one sex
partner mentioned by 61 percent, avoiding sex with prostitutes, (44 percent), and the use of
condoms during sexual intercourse (19 percent). Whilst the level of knowledge of how to
avoid AIDS by means of having only one sex partner is over 60 percent for women in the age
groups 20-49, it is only at 54 percent for the younger women (age 15-19). Women who are
currently married (63 percent) also reported that one sex partner is the main way of avoiding
AIDS. This factor is mentioned by only 57 percent of the never married women and 59
percent of the formerly married. The pattern is similar for avoiding sex with prostitutes.
More of the never married women (26 percent) however reported that one can avoid AIDS by
using condoms. This is in contrast to those formerly married at 18 percent and those who are
currently married (17 percent).

Awareness of the three main ways to avoid AIDS reflect a higher level of knowledge among
urban women than their counterparts living in the rural areas. The level of awareness by the
different regions of PNG however indicate a high 72 percent of Islands women reporting one
sex partner, while it was only 56 percent for the Southern and Momase women. Avotding sex

with prostitutes was mentioned by 69 percent of women in the Highlands region, and only 21

percent of women in the Southern region. Prevention of AIDS through the use of condoms

was mentioned by 29 percent of the women in the Southern region, but only 10 percent in the

Highland region.

On the other hand, the level of knowledge of ways to avoid AIDS appears to increase with
education among the women. About 76 percent of the women with secondary education
reported that sex with one partner is the main way of avoiding AIDS, while only 56 percent of
the women with no education think so. Furthermore, 38 percent of women with secondary
education see condoms as means of preventing AIDS, in contrast to only 8 percent of women
with no education. |

Table 10.2 suggests that about 4 percent of the women were misinformed about how a person
could contract ATDS. There are more women in the rural areas (about 4 percent) who were
misinformed, in contrast to about 2 percent in the urban areas. There are also more young and
old women who were misinformed about AIDS. Misinformation includes contracting AIDS
through kissing, through mosquito bites, and through traditional practices.
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10.2 Perception of risk of AIDS

This section presents the perception of the risk of getting AIDS among women and how their
knowledge of AIDS has influenced their sexual behaviour.

Table 10.3 indicates for women who know about AIDS, their perception of risk of AIDS
according to selected background characteristics. Most of the women reported that any
healthy looking person can have AIDS. Over 82 percent stated that a person with AIDS wil]
almost always die. But about 73 percent of the women said they were at no risk.

The general level of perception of risk of AIDS however is lower for the women in the age
group 40-49 years. This is reflected by about 67 percent of them responding that a healthy
looking person can have AIDS, and only 79 percent stating that AIDS is a fatal disease.
Perception of risk of AIDS by current marital status indicate a lesser level of awareness
among the formerly married women. Similarly the women in the urbah areas have a high
level of knowledge about the risk of AIDS. On a regional distribution, the women in Momase
appear to be ill informed about the risk of AIDS. However wotmen with secondary education
are more aware of the risk of contracting AIDS, than those with no education, and the ones
with only primary level education.
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Table 10.4 on the other hand shows whether women have changed their sexual behaviour
since learning about AIDS. The results suggest that the knowledge of AIDS among women,
has not really influenced their sexual behaviour. Over 55 percent of the women who knew
that AIDS is a fatal disease, but felt themselves at small risk, did not change their sexual
behaviour. However, for those who felt themselves at risk, over 71 percent said they had
changed their behaviour. (The pattern is same for those who feel AIDS is not always fatal.).
It is more the older women who appear less likely to change their behaviour. Differentials by
marital status and urban - rural residence are small. The highest resistance towards change is
among women in Momase region (70 percent).

The results however indicate that the educational attainment of women may assist in
encouraging women to change their sexual behaviour in relation to AIDS prevention. Women
with secondary education appear to be more adaptable than those with only primary education
and those with no education. The most frequently mentioned change of behaviour, in all
groups, is restricting sex to one partner. It is noteworthy that 14 percent of women 15-19
years old said that they had decided to keep their virginity, which is presumably equivalent to
no change in behaviour. ‘
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Table 10.4 AIDS Prevention Behaviour
Armeng women who know about AIDS, the percentage who made changes in behavieur In order to aveid
AIDS, according to perception of AIDS risk and background character{stics

i Changed Sexual Behaviour

Background Mo sex Began  Restricted
Characferistics hehaviour Kept Stopped using  sex fo one Fewer
change viginity sex condom parner parners  Others  Number
Alds Always Fatal
No/Small Risk 58.7 3.9 38 3.0 33.4 37 3.6 2303
. Moderate/greatthas AIDS 28.5 286 12.3 126 48.2 18.4 8.4 309
! AIDS Not Always Fatal or DK
No/Small Risk 68.3 5.1 51 1.8 18.9 28 4.3 807
Moderate/greaiihas AIDS 41.4 3.4 12.1 13.8 31.0 138 10.3 58
Age 5-year groups
15-189 "B44 136 3.6 "3 25 56 3.8 550
- : 20-24 49,5 4.4 5.2 52 6.5 ~#B5.3 53 836
: '!I 2529 493 23 4.1 37 8.1 6.0 52 614
il 30-39 57.5 0.7 57 45 4.0 53 37 917

; J 40-49 62.4 0.7 6.3 1.5 78 28 41 460
Current marital status

1 Never married 538 16.4 3.5 3.3 20,8 4,8 4.4 560

I] Currently married 551 0.8 4.1 4.0 38.5 5.1 43 2311

f| Formerly married 49,5 2.4 18.2 49 262 6.3 53 208

I Place of residence )

i

| Urban 528 43 3.4 3.8 357 53 25 768
‘ i Rural 550 38 55 3.9 315 5.1 5.0 2409

EI Region of residence

: Southern 578 48 44 2.1 28.8 31 32 708

;! Highlands 456 5,1 8.0 6.1 34.7 88 8.4 1304

; Momase 70.4 13 14 03 24.7 2.3 0.4 697

il Islands 47.8 34 3.0 59 437 25 11 474

Level of Education

. i No education 55.2 3.0 7.6 3.0 306 51 8.1 1042
L " | Grades 1 -5 543 3.5 3.5 43 323 6.2 4.9 536
| - ) Grades 6 B8.7 28 3.8 4.1 329 4.6 32 247
‘ } Grades 7 + 51.2 72 3.9 4.7 34.8 52 3.1 752

Yoo Total 545 40 5,0 19 325 52 4.4 3177




10.3 Knowledge of Other STDs

Table 10.5 presents the knowledge of sexually transmitted diseases (STDs) other than AIDS
among women who know about AIDS. The two most known STDs that WOmen were aware
of are gonorrhoea and syphilis. Women of ages 25-39 appear to be the most knowledgeable
about gonorrhoea. The younger women of ages 15-19 are the least knowledgeable. On the
other hand this group of women are the most knowledgeable about syphilis (40 percent) in
comparison to only 31 percent of the women ages 40-49. Knowledge of STDs in relation to
the current marital status of women does not favour the never married women. Only 63
percent of them reported having knowledge of gonorrhoea, in comparison to over 70 percent
of the currently married and the formerly married. However, 40 percent of the never married
know about syphilis.

The distribution of knowledge of gonorrhoea among women in both the rAral and urban areas
is quite even at about 69 percent, but a much higher percentage of urban women know about
syphilis (53 percent) than rural women (33 percent). There were about 80 percent of the
women in the Islands region who knew about gonorrhoea, in contrast to only 56 percent of the
women in the Momase region. The same pattern occurs for the knowledge of syphilis, but
this time the Highlands women are disadvantaged. The results also show that women with
higher educational attainment are more knowledgeable about STDs. The women with
secondary education are the most knowledgeable about both gonorrhoea and syphilis as well
as other STDs.
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Tahle 10.5 Knowledge of STDs other than AIDS

Among women who know about AIDS, the percentage who know of sexually transmitted
diseases other than AIDS according to background characteristics

Background Knows about Number
Characteristics . Gonorrhoea Syphilis Herpes Hepatitis ~ Cther 8TD of cases
Age 5-year groups
15-19 63.3 40.0 1.6 2.7 0.9 550
20-24 65.6 39.86 1.6 2.2 1.6 636
25-29 72.5 396 1.8 21 1.8 614
30-39 73.5 376 22 31 1.6 917
40-49 65.4 31.3 2.6 39 22 460
Current marital status
Never married 63.2 40.0 .21 249 2.4 660
Currently married ‘ 70.2 373 2.0 28 1.4 231
Formerly married 70.9 38.3 1.0 1.9 1.0 206
Place of residence
Urban 69.0 52.5 43 4.8 3.1 768
Rural 68.7 333 1.2 2.1 1.1 2409
Region of residence
Southem 59.2 425 5.1 4.9 341 708
Highlands 76.9 30.1 0.5 1.5 1.2 1301
Momase 56.0 36.2 1.9 1.6 1.4 697
Islands 79.6 55.0 1.3 4.9 0.8 471
Level of Education
No education 66.1 20.7 0.1 1.2 0.7 1042
Grades 1-5 65.3 312 1.1 1.7 0.7 536
Grades 6 62.0 371 1.1 1.9 1.4 847
Grades 7 + 82.6 67.4 6.1 6.8 37 752
Total 58.8 37.9 2.0 2.8 156 3177
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