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FOREWORD

The Nigeria Demographic and Health Survey (NDHS) is a nationally representative survey which
was carried out in all states of the Federal Republic of Nigeria. It was designed to provide information on
fertility, family planning and health in Nigeria.

The survey was conducted by the Federal Office of Statistics (FOS) of Nigeria, and is part of the
worldwide Demographic and Health Surveys Programme coordinated by IRD/Macro International, Inc.

The data collection phase of the NDHS was conducted in 1990, just two years following the
declaration of the Nigeria National Population Policy (Federal Ministry of Health, 1988). The primary
motivation for undertaking the survey was to provide reliable statistics on demographic and health practices,
the very issues of concern in the National Population Policy. It is expected that the NDHS will provide
information to strengthen the design and implementation of programmes aimed at controlling fertility,
promoting family planning and improving the health status of the population. The survey will also provide
a cross-sectional view of many demographic and health characteristics of the Nigerian population as of 1990,

Since Nigeria gained independence in 1960, there has been a paucity of reliable population and health
data at the national level. Vital registration data are virtually nonexistent and, as of this writing, the most
recent census data come from the 1963 Population Census, and those data are of questionable accuracy as
well as being totally outdated. Lack of data has resulted from the inherent difficulties of data collection in
a country so culturally diverse and in which population data are politically sensitive. Notwithstanding such
difficulties, a milestone in the collection of demographic data was reached with the 1981 Nigerian Fertility
Survey in which the household survey approach was employed to obtain high-quality data from 9,727 female
respondents. It was preceded by the National Demographic Sample Survey (NDSS) in 1980 and followed
by the Health Module of the National Integrated Survey of Households (NISH) in 1983 (HANSS). The 1990
NDHS represents another milestone for Nigeria in which rigorous procedures were employed to obtain high-
quality data with the survey approach. On this occasion an even more detailed set of information was
obtained on demographic and matemnal and child health practices for 8,781 female respondents.

The substantial achievement of completing the NDHS and publishing this volume is due to the
contributions of many individuals. First to be thanked is the then Sole Administrator of FOS who gave his
solid support to the exercise. The survey was carried out by the Common Services Department of FOS (in
collaboration with other departments of FOS), under the directorship of Mr. 0.0, Ajayi. The Survey
Coordinator was Mr. O.F. Adedeji, who was assisted by the following core FOS staff: Mr. CF.
Adegbulugbe, Miss V.A. Adeyemi, Mr.R.O. Salawu, Mr. Fred Adeaye, Mrs. R.A. Adade, Mr. J.0. Adedire,
Mrs. 1. Azeez, Mr. Y 1. Ifalomomi, and Mrs, V.T. Ayo. Mrs. M. Oyediran provided assistance in writing this
report. Of course, a major acknowledgement is due to the interviewers and respondents who worked together
to record the data, one interview at a time. Each interviewing team was supervised by an FOS staff person
and the teams in each region were the responsibility of the FOS state and regional officers. All of these
individuals worked to overcome considerable logistical and technical problems, frequently under difficult
field conditions. Their contributions are deeply appreciated and most gratefully acknowledged. I must not
forget the assistance freely rendered during the training of the interviewers by both the Planned Parenthood
Federation of Nigeria (PPFN) and UNICEF (Nigeria).

Finally, I wishto acknowledge here the immeasurable contributions of several international agencies
for providing funding and technical assistance for the survey. The Nigerian Family Health Services Project
of the U.S. Agency for Intemational Development initiated the idea of the survey, provided funding and,
when the need arose during fieldwork, even provided vehicles and drivers for data collection. Their
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communication facility support is also gratefully acknowledged. The unstinting support of Project
Administrator, Dr. Richard Sturgis, is particularly noted, The Demographic and Health Survey Programme
provided technical assistance in many staff visits to Nigeria over the course of the survey. DHS staff and
consultants who participated are; Jeremiah Sullivan, Thanh Le, Fred Amold, Christopher Scott, Trevor Croft,
Elizabeth Britton, David Cantor, Marilyn Wilkinson, Irwin Shorr, Ties Boerma, and Wamucii Njogu. For
production of this report thanks are due Luis Hernando Ochoa, Kaye Mitchell, Sidney Moore, and Roben
Wolf. Special acknowledgement is due to Kia I. Reinis who made invaluable contributions during data
analysis, report preparation, and was the primary person representing DHS throughout all phases of the
survey.

~

=gk

0. 0. Ajayi

Ag. Head,

Federal Office of Statistics

Lagos, Nigeria
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SUMMARY OF FINDINGS

The 1990 Nigeria Demographic and Health Survey (NDHS) is a nationally representative survey
conducted by the Federal Office of Statistics with the aim of gathering reliable information on fenility,
family planning, infant and child mortality, maternal care, vaccination status, breastfeeding, and nutrition.
Data collection took place two years after implementation of the National Policy on Population and
addresses issues raised by that policy.

Fieldwork for the NDHS was conducted in two phases: from April to July 1990 in the southemn
states and from July to October 1990 in the northern states. Interviewers collected information on the
reproductive histories of 8,781 women age 15-49 years and on the health of their 8,113 children under
the age of five years.

According to the NDHS, fenility remains high in Nigeria; at current fertility levels, Nigerian
women will have an average of 6 children by the end of their reproductive years. The total fertility rate
may actually be higher than 6.0, due to underestimation of births. In a 1981/82 survey, the total fertility
rate was estimated 1o be 5.9 children per woman.

One reason for the high level of fertility is that use of contraception is limited. Only 6 percent
of married women currently use a contraceptive method (3.5 percent use a modern method, and 2.5
percent use a traditional method). These levels, while low, reflect an increase over the past decade: ten
years ago just 1 percent of Nigerian women were using a modern family planning method. Periodic
abstinence (rhythm method), the pill, IUD, and injection are the most popular methods among married
couples: each is used by about 1 percent of currently married women. Knowledge of contraception
remains low, with less than half of all women age 15-49 knowing of any method.

Certain groups of women are far more likely to use contraception than others. For example, urban
women are four times more likely to be using a contraceptive method (15 percent) than rural women (4
percent). Women in the Southwest, those with more education, and those with five or more children are
also more likely to be using contraception.

Levels of fertility and contraceptive use are not likely to change until there is a drop in desired
family size and until the idea of reproductive choice is more widely accepted. At present, the average
ideal family size is essentially the same as the total fertility rate: six children per woman. Thus, the vast
majority of births are wanted. The desire for childbearing is strong: half of women with five children say
that they want to have another child.

Another factor leading to high fertility is the early age at marriage and childbearing in Nigeria.
Half of all women are married by age 17 and half have become mothers by age 20. More than a quarter
of teenagers (women age 15-19 years) either are pregnant or already have children.

National statistics mask dramatic variations in fertility and family planning between urban and
rural areas, among different regions of the country, and by women’s educational attainment. Women who
are from urban areas or live in the South and those who are better educated want and have fewer children
than other women and are more likely to know of and use modem contraception. For example, women
in the South are likely to marry and begin childbearing several years later than women in the North. In
the North, women continue to follow the traditional pattern and marry early, at a median age of 15, while
in the South, women are marrying at a median age of 19 or 20. Teenagers in the North have births at
twice the rate of those in the South: 20 births per 100 women age 15-19 in the North compared to 10
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births per 100 women in the South. Nearly half of teens in the North have already begun childbearing,
versus 14 percent in South, This results in substantially lower total fertility rates in the South: women
in the South have, on average, one child less than women in the North (5.5 versus 6.6).

The survey also provides information related to maternal and child health. The data indicate that
nearly 1 in § children dies before their fifth birthday. Of every 1,000 babies bom, 87 die during their first
year of life (infant mortality rate), There has been little improvement in infant and child mortality during
the past 15 years. Mortality is higher in rural than urban areas and higher in the North than in the South.
Undermutrition may be a factor contributing to childhood monality levels: NDHS data show that 43
percent of the children under five are chronically undemourished. These problems are more severe in
rural areas and in the North,

Preventive and curative health services have yet to reach many women and children. Mothers
receive no antenatal care for one-third of births and over 60 percent of all babies are born at home. Only
one-third of births are assisted by doctors, trained nurses or midwives. A third of the infants are never
vaccinated, and only 30 percent are fully immunised against childhood diseases. When they are ill, most
young children go untreated. For example, only about one-third of children with diarrhoea were given
oral rehydration therapy.

Women and children living in rural areas and in the North are much less likely than others to
benefit from health services. Almost four times as many births in the North are unassisted as in the South,
and only one-third as many children complete their polio and DPT vaccinations. Programmes to educate
women about the need for antenatal care, immunisation, and proper treatment for sick children should
perhaps be aimed at mothers in these areas.

Mothers everywhere need to learn about the proper time to introduce various supplementary foods
to breastfeeding babies. Nearly all babies are breastfed, however, almost all breastfeeding infants are
given water, formula, or other supplements within the first two months of life, which both jeopardises their
nutritional status and increases the risk of infection.
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CHAPTER 1

INTRODUCTION

1.1  History, Geography, and Economy

History

The many ethnolinguistic groups that make up Nigeria existed as separate and autonomous political
entities long before being merged into a British Colonial territory. The establishment and expansion of
British influence in both the northern and southern parts of Nigeria and the imposition of British rulc resulted
in the amalgamation of the protectorates of Northem and Southern Nigeria in 1914. The pattemn of
government established by the British after the amalgamation was of the crown colony type. The affairs of
the colonial administration were conducted by Britons until 1942 when a few Nigerians, for the first time,
were appointed non-official members of the executive council.

Nigeria became an independent nation on October 1, 1960. Three years later, on October 1, 1963,
Nigeria became a republic, severing all links with the British crown, yet retaining membership in the
Commonwealth.

The first government of independent Nigeria was overthrown in a military coup and replaced by the
military administration of Major-General Aguiyi-Ironsi on January 15, 1966. This was followed by a series
of counter-coups. The government of the Eastern Region seceded on May 30, 1967, igniting a 30-month civil
war, which ended in victory for the Federal Govemment on January 12, 1970,

On October 1, 1979, the military administration of General Olusegun Obasanjo voluntarily handed
over power 1o an elected civilian government while a new constitution and democratic form of government
were adopted. After four years of civil rule, the military again stepped in on December 31, 1983 with Major-
General Buhari as the Head of State. The present military administration of President Ibrahim Babangida
came to poweron August 27, 1985 after overthrowing Major-General Buhari. The Babangida administration

has since embarked on a transition programme of handing over power t0 a democratically clected civilian
government in 1992,

Islam and Christianity are the two main religions of the country; the third important religion is the
indigenous traditional religion. Muslims reside mostly in the North, while Christians reside mostly in the
South.

Internal migration, especially from rural to urban areas, has been one of the important demographic
themes of modem Nigeria. High rates of migration and natural increase produced an urban population which
grew from between 3 and 4 million residents in 1950 to nearly 17 million in 1980, By the latter year, over
20 percent of the population lived in urban areas.

Geography

The Federal Republic of Nigeria is one of the largest countries in Africa. It is situated on the Gulf
of Guinea in West Africa. It is bounded by Niger on the North, Cameroon to the East, and Benin on the West.
It covers an area of about 923,768 square kilometres with an estimated population of 112,258,100 persons
(National Population Commission), making Nigeria by far the most populous country in Africa.



The country has three main rivers: the Niger, Benue and Cross rivers. Rainfall varies greatly, and
vegetation ranges from tropical rain forest along the coast to savanna/woodland in the North, with mixed
vegetation in between. Temperatures are generally high, and increase from South to North, resulting in
widely divergent physical features. The temperature at the coast seldom rises above 32°C but humidity can
be as high as 95 percent.

The country is influenced by two main wind systems: the moist, relatively cool monsoon wind that
brings rain from the Southwest, and the hot, dry, Harmattan wind that sweeps across the country from the
Northeast between December and February, bringing dust and high temperatures during the day, and low
temperatures at night.

On May 27, 1967, a decree was issued by the government of Lieutenant-Colonel Gowon dividing
the country into 12 states; the number of states was later increased to 19 in April 1976. In 1988, the present
government formed two new states from existing states. Then in 1991 it formed nine more states, increasing
the total number to 30 plus Abuja, the Federal Capital Territory.

There are about 380 ethnic groups in Nigeria; the major groups are Edo, Efik, Fulani, Hausa, Igbo,
Kanuri, Tiv, Urhobo, and Yoruba. Most ethnic groups are concentrated in different parts of the country. The
Hausa, Kanuri, and Fulani live primarily in the North, the Yoruba inhabit the Southwest, the Igbo and Efik
are found in the Southeast, the Tiv live in the mid-section of the country, and the Edo and Urhobo reside in
the Niger River delta.

Economy

Nigeria has a mixed economy in which petroleum plays a key role, Nigeria is the sixth largest
producer of crude oil in the world, and the second largest in Africa. Economic growth soared in the carly
1970s as the country enjoyed the high price of oil on the world market and experienced a massive inflow of
foreign exchange. Petroleum accounted for about 90 percent of exports and 80 percent of government
revenue.

The boom in oil prices sparked considerable rural to urban migration during the 1970s, resulting in
a decline in the agricultural sector. From the beginning of the 1980s, however, there was a downturn in the
economy because of falling oil prices, declining sales due to competition in the international oil market,
energy conservation strategies adopted by oil purchasing countries, and the worldwide economic recession,

The Federal government has since formulated policies 1o promote economic growth. Industrial
policies include increased export of manufactured goods to diversify the nation’s foreign exchange base, and
strengthening the manufacturing sector through exposure to international competition. Some of the objectives
of the agricultural policy focus on (i) increasing production and processing of export crops with a view to
increasing their foreign exchange eaming capacity, (ii) increasing production of agricultural raw materials
to meet the growing needs of the expanding industrial sector, (iii) large scale production of commodities
which consume a considerable percentage of Nigeria's foreign exchange, but can be produced locally within
the country, (iv) increasing urban to rural migration by increasing opportunities for rural employment and
improving the quality of life for persons living in rural areas.

In 1988 the agricultural sector represented 36 percent of the GDP while petroleum and industrial
sectors contributed 20 percent each.



1.2  Population

Table 1.1 Demographic indicators

NFS 1981/82
and Naticnal Census
Indicator NDSS 1980 1963
Population (millions) 84.7 55.7
Density (pop./sq.km.) 92 60
Percent urban 23 19
Crude birth rate (per 1,000) 46 66
Crude death rate (per 1,000) 16 27
Total fertility rate 6.3 --
Infant mortality rate (per 1,000) 85 --
Life expectancy at birth 48 36

Sources: National Population Bureau and WFS, 1984; National Population Bureau and IRD/Westinghouse,
1088; Federal Office of Statistics, 1963

The 1963 National Census reported a total population of 55.7 million. The National Population
Commission (NPC), Lagos, projected the 1963 figure forward at a constant growth rate of 2.5 percent per
year to arrive at a 1980 estimate of 84.7 million persons, making Nigeria the most populous country in Africa
and among the 15 largest countries in the world. NPC estimated the 1988 population to be 112,258,100
persons, and it is likely that the population is increasing by more than 3 percent per year,

In 1963, Nigeria was sparsely settled with a density of 60 persons per square kilometre; this figure
has since doubled to 122 persons per square kilometre. The distribution of the population is characterised
by areas of high density in the Southeast, Southwest, and North-central parts of the country, while other areas
are less densely inhabited.

While still predominantly rural, the population has become more urbanised, increasing from 19
percent in 1963 to 23 percent urban in 1980.

The crude birth rate decreased from 66 per thousand to about 46 per thousand in 1980 and the crude
death rate fell from 27 per thousand to 16 per thousand in the same period.

Life expectancy at birth rose from about 36 years in 1963 to about 48 years in 1980. The
combination of high birth rates and declining death rates means that the Nigerian population will continue
growing at a fast pace for decades to come.,



1.3 Population and Family Planning Policies and Programmes

Population issues have been of great concern to the Government of Nigeria throughout the post-
independence period. The population of the country, which stood at 30.4 million in 1952, had by 1963
increased to 55.7 million; the 1988 mid-year estimate was 112 million.

In light of the high population growth rate, and its adverse effect on national development and on
individual welfare, the Government formulated and launched the National Policy on Population (Federal
Ministry of Health, 1988). The policy is predicated on the right of couples and individuals to decide fully
the number and spacing of their children, and the right to information, education, and the means to exercise
such rights, The objectives of the policy are as follows:

(i) To improve the living standards and the quality of life of the people of this country;
(ii) To promote their health and welfare, especially through preventing premature deaths and
illness among the high risk groups;

(iii) To achieve lower population growth rates, through reduction of birth rates by voluntary fertility
regulation methods that are compatible with the attainment of economic and social goals of the
nation;

(iv) To achieve a more cven distribution of population between urban and rural areas.

Inorderto achieve these objectives and to promote national awareness of the adverse effects of rapid
population growth, the following strategies are being vigorously pursued:

» Establishing fertility regulation and management programmes which make services and
facilitics accessible and affordable to couples and individuals who want to regulate their
fertility;

» Integrating family planning services into the Primary Health Care Programme,

» Providing necessary and adequate population information and education to young people,
couples and individuals to promote responsible parenthooed and to enable them o understand
the value of moderate-sized families and the importance of spacing of children;

« Improving rural living conditions through effective implementation of Integrated Rural
Development programmes.

Nongovernmental agencies such as the United Nations Population Fund (UNFPA) and the
Intemational Planned Parenthood Federation (IPPF) through its Nigerian affiliate, the Planned Parenthood
Federation of Nigeria (PPFN) operate family planning clinics in all states, supplementing the efforts of the
Federal Ministry of Health (FMOH).

1.4  Health Priorities and Programmes

The Federal Government's systematic ¢fforts to develop the health sector over the past three decades
have resulted in noticeable improvements in the range of available health care facilities and in the services
being provided.

The 1981-1985 Fourth National Development Plan established a govemment commitment to provide
adequate and effective primary health care that is promotive, protective, preventive, restorative and
rehabilitative to 80 percent of the population by 1985; and to extend the same to the entire population, within
the available resources, by the year 2000. This is with the aim of ensuring socially and economically
productive lives for all individuals and communities.



Particular emphasis is placed on maternal and child health care, which encompasses family planning,
immunisation against major infectious diseases, education regarding the prevention and control of health
problems, and environmental sanitation to secure a quality of environment adequate for the health and well-
being of all Nigerians.

Health services in Nigeria are provided by the Federal, state and local governments as well as
nongovernment organisations. Federal, state and local governments are coordinated in a three-tier health care
system: (i) primary health care, which is largely the responsibility of local govemments, with the support of
the State Ministry of Health, (ii) secondary health care, which provides specialised services to patients
referred from the primary health care level, and (iii) tertiary health care, which provides highly specialised
referral services to the primary and secondary levels of the health care delivery system.

1.5  Objectives and Organisation of the Survey

Objectives

The Nigeria Demographic and Health Survey (NDHS) is a national sample survey of women of
reproductive age designed to collect data on socioeconomic characteristics, marriage pattems, history of child
bearing, breastfeeding, use of contraception, immunisation of children, accessibility to health and family
planning services, treatment of children during episodes of illness, and the nutritional status of children.

The primary objectives of the NDHS are:

(i) To collect data for the evaluation of family planning and health programmes;
(ii) To assess the demographic situation in Nigeria; and
(iii} To support dissemination and utilisation of the results in planning and managing family
planning and health programmes.

Organisation

The Nigeria Demographic and Health Survey is a joint project between the Federal Govemment of
Nigeria, represented by the Federal Office of Statistics (FOS), and the U.S. Agency for International
Development (USAID). The survey was funded by USAID and the Nigerian Government; it was carried out
by the FOS, with technical support from IRD/Macro International Inc. located in Columbia, Maryland.

Funds from USAID were administered by IRD/Macro Intemational, and were used for salaries of
temporary staff recruited for the survey, allowances of survey personnel, data processing and anthropometric
equipment, printing of questionnaires, publication of reports, vehicle maintenance and fuel. Four vehicles
were provided to the project by USAID, three were provided by FOS, and four were loaned from USAID's
Family Health Services Project (FHS).

A Survey Advisory Committee (SAC) was formed, consisting of representatives from FOS, IRD,
NPC, FMOH and representatives from the Department of Primary Health Care (PHC), the Department of
Planning Research and Statistics (PRS), the Department of Population Activities (DPA), UNICEF, the World
Health Organisation (WHO), FHS, PPFN, and the Nigeria Institute for Social and Economic Research

(NISER). The committee met periodically, during important phases of the project (e.g., questionnaire design,
the pretest and the main survey).

The Sole Administrator of FOS appointed the Director of Common Services (FOS) as the Project
Director. The Director had overall responsibility for survey implementation. He was assisted by a project



coordinator, two FOS senior staff (project statisticians who were fully involved in the project), as well as
other FOS staff who participated on a part-time basis, The execution of the project activities was divided
between the project statisticians; one was responsible for samptling and the logistics of data collection, while
the other was responsible for questionnaire design and translation, the pretest, training for the main survey,
and the reinterview subsample.

Questionnaires

Three questionnaires were used in the main fieldwork for the NDHS: the household questionnaire,
the individual questionnaire, and the service availability questionnaire. The first two questionnaires were
adapted from the DHS model B questionnaire, which was designed for use in countries with low
contraceptive prevalence. The questionnaires were developed in English, and then translated into six of the
major Nigerian languages: Efik, Hausa, Igbo, Kanuri, Tiv, and Yoruba. English versions of the
questionnaires are reproduced in Appendix E.

All usual members and visitors in the selected households were listed on the household questionnaire.
For each person listed, information was collected on age, sex, education, and relationship to the head of
household. The household questionnaire was used to identify women eligible for the individual
questionnaire.

The individual questionnaire was administered to women age 15-49 who spent the night preceding
the household interview in the selected houschold. Information in the following areas was obtained during
the individual interview:

Background characteristics of the respondent
Reproductive behaviour and intentions

Knowledge and use of contraception

Breastfeeding, health, and vaccinalion status of children
Marriage

Fertility preferences

Husband’s background and woman's work

Height and weight of children under five.
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The service availability questionnaire was implemented in the service availability survey (SAS), a
separate activity from the main ficldwork. The SAS was designed to assess the availability (or supply) of
health and family planning services. Thus, while the individual questionnaire collected information from
female respondents pertaining to the demand for health and family planning services, the service availability
(SA) questionnaire collected information pertaining to the supply of these services by canvassing health and
family planning facilities. The SA questionnaire was administered at the community level {enumecration
area), and information was gathered from two sources: groups of four or five knowledgeable informants in
the selected community (assembled by the interviewer), and informants interviewed at facilities visited by
the interviewer. The resulls of the service availability survey are presented in Chapter 10.

Sample

To produce a nationally representative survey, the NDHS sample was drawn from the national master
sample for the 1987/1992 National Integrated Survey of Households (NISH) programme being implemented
by the FOS. The 299 sample clusters correspond to the enumeration areas (EA) of the NISH master sample.
A sample of about 10,000 households was designed with twofold oversampling of the urban stratum, yielding
132 urban EAs and 167 rural EAs. Thus, the NDHS sample is a weighted sample, and all tables presented



in this report are based on weighted data. A more detailed description of the sample design is presented in
Appendix B.

To ensure data quality, a reidentification and redemarcation of EAs selected for the NDHS sample
was conducted by FOS state offices and supervised by state senior staff and FOS staff from Lagos. Then,
a household listing operation was carried out in each of the sampling units and a selection of 34 households
per EA was made at the FOS headquarters in Lagos.

Fieldwork

The NDHS field staff consisted of 25 teams, each composed of four female interviewers, one female
editor, and one male or female supervisor. The interviewers and editors were newly recruited for the survey,
while supervisors were experienced FOS staff, Fieldwork was conducted from April to October 1990 (April
to July in the southern states, and July to October in the northern states). The persons involved in the survey
are listed in Appendix A. A more complete description of the fieldwork is presented in Appendix B.

Table 1.2 is a summary of results from the household and the individual interviews. A total of 9,998
households were selected; of these, 8,999 were successfully interviewed. The shortfall is largely due to
households being absent; for which a predominant cause scemed to be for purposes of planting crops. Inthe
interviewed households 9,200 eligible women were identified and 8,781 were successfully interviewed.

Table 1.2 Results of the household and
individual interviews

Number of households, number of
interviews, and response rates, Nigeria
1990

Result Total

Household Interviews

Households sampled 9998
Households found 9465
Households interviewed 8999

Individual Interviews

Number of eligible women 9200
Number of eligible women
interviewed 8781







CHAPTER 2

CHARACTERISTICS OF HOUSEHOLDS
AND RESPONDENTS

Information on the background characteristics of the households interviewed in the survey and the
individual survey respondents is essential for the interpretation of survey findings and provides a rough
measure of the representativeness of the survey. This chapter presents this information in three sections:

characteristics of the household population, housing characteristics, and background characteristics of survey
respondents.

2.1  Characteristics of the Household Population

The NDHS collected information on all usual residents and visitors who spent the previous night in
the household. A household was defined as a person or group of persons living together and sharing a
common source of food.

Age

The age distribution of the houschold population in the NDHS is shown in Table 2.1 and Figure 2.1
by five-year age groups. The distribution conforms to the pattern characteristic of high fertility populations,

Table 2.1 Household population by age, residence and sex
Percent distribution of the de facto household population by five-year age group, according to urban-rural residence
and sex, Nigeria 1990

Urban Rural Total
Age group Male Female Total Male Female Total Male Female Total
04 14.6 15.1 148 16.9 17.3 17.1 16.4 16.8 16.6
39 16.8 16.7 16.7 18.8 171 18.0 18.3 17.0 17.7
10-14 13.5 15.7 146 132 13.4 13.3 13.3 139 13.6
15-19 11.0 88 9.9 88 1.0 7.9 9.4 74 84
2024 69 8.6 78 54 1.2 6.3 58 7.5 6.7
2529 7.5 8.0 1.7 55 7.4 6.5 6.0 7.6 6.8
30-34 6.3 6.2 6.2 54 6.4 59 5.6 6.3 6.0
35-39 4.9 39 44 472 4.2 42 44 4.2 43
40-44 4.5 3.7 4.1 4.0 i9 4.0 4.1 38 4.0
45-49 0 22 27 34 29 3.2 i3 28 3o
50-54 2.6 4.0 33 33 4.7 40 31 4.5 3.8
35-59 14 19 1.7 20 2.8 2.4 1.9 2.6 2.2
60-64 22 22 22 28 2.5 2.6 2.6 24 2.5
65-69 1.5 0.9 1.2 1.8 1.0 1.4 1.8 1.0 1.4
70714 1.3 0.9 1.1 |RY 0.9 1.4 1.7 0.9 1.3
75.79 05 0.3 04 0.7 04 0.5 0.7 0.3 0.5
80 + 1.1 09 1.0 1.5 0.7 1.1 14 0.7 1.1
Total 100.0  100.0 1000 1000 100.0 1000 1000 100.0 100.0
Number 5799 5690 11489 17,651 17,888 35539 23450 23578 47,028




Figure 2.1
Population Pyramid of Nigeria
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i.e., a much higher proportion of the population in the younger than in the older age groups. However, the
youngest age group (0-4) numbers fewer than the 5-9 year olds; this ¢ither results from an undercount of
children in the youngest group, or from some (-4 year olds being reported as age 5-9. Evidence of heaping
can also be seen in the female age groups 10-14 and 50-54 years. That heaping does not occur among males
in these age groups suggests that some interviewers may have pushed women out of the age range eligible
for the individual interview. An assessment of this phenomenon by Rutstein and Bicego (1990), indicates
that the effects of misreporting at the upper and lower boundaries (age 15 and 49) are minimal.

Table 2.2 compares the population age structure found in the 1990 Nigeria Demographic and Heaith
Survey (NDHS) with that in the 1963 Census (Federal Office of Statistics, 1963), the 1980 National
Demographic Sample Survey (NDSS 1980) (National Population Burcau and IRD/Westinghouse, 1988), and
the 1981/82 Nigeria Fertility Survey (NFS 1981/82) (National Population Bureau and World Fertility Survey,
1984); dependency ratios are also shown. The age dependency ratio is the ratio of the number of persons age
0 to 14 and 65 and over divided by the number of persons age 15 to 64. Itis an indicator of the dependency
responsibility of adults in their productive years.
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Table 2.2 Population by age from selected sources

Percent distribution of the population by age group, selected sources, Nigeria

1963-1990

Census NDSS NFS NDHS
Age group 1963 1980 1981/82 1990
Less than 15 431 472 49.5 47.1
15-64 54.9 50.2 48.1 435
65+ 20 2.8 23 4.3
Total 100.0 100.0 100.0 100.0
Median age - - -- 16.3
Dependency ratio 0.82 1.00 1.08 1.06

Sources: 1963 Census (Federal Office of Statistics, 1963); 1980 National
Demographic Sample Survey (National Population Bureau and
IRD/Westinghouse, 1988); 1981/82 Nigeria Fenility Survey (National
Population Bureau and World Fertility Survey, 1984)

The dependency ratios in Nigeria are typical of those found in other African countries. With
approximately 47 percent of the population under age 15 and 4 percent over age 64, there is one dependent
person for each adult in the population, As in many rapidly growing populations, old age dependency is
minimal compared to child dependency.

Household Composition

While the large majority of households in Nigeria are headed by males (86 percent), there are regional
differences (see Table 2.3). About 20 percent of households in the South are headed by women, whereas it
is unusual in the North for a household to be headed by a woman (§ percent).

There are two characteristics worth noting when comparing urban and rural households. First, female
headed households are more common in urban areas (18 percent) than in rural areas (13 percent); and second,
single person households are more common in urban areas (16 percent) than in rural areas (9 percent) and
households of nine or more persons are more common in rural areas, 17 percent compared to 11 percent in
urban areas. As a result, average household size is larger in rural (5.6) than in urban (4.8) areas.
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Table 2.3 Househeld composition

Percent distribution of households by sex of head of household, household size, kinship structure, and presence of
foster children, according to urban-rural residence and region, Nigeria 1990

Residence Region

Characteristic Urban Rural Northeast Northwest Southeast Southwest  Total
Household headship

Male 82.0 87.1 94.3 94.9 77.3 81.2 85.7

Female 18.0 129 5.7 5.1 22.7 18.8 14.3
Number of usual members

1 16.2 9.2 1.4 6.7 12.9 15.8 11.1

2 12.7 9.6 10.8 10.8 9.3 11.3 10.5

3 12.9 12.7 13.2 18.1 9.6 12.0 12.8

4 12.2 13.2 14.6 13.3 11.9 124 12.9

5 11.1 11.9 11.7 11.7 11.6 11.8 11.7

6 10.4 11.3 10.2 9.9 12.5 10.8 11.0

7 8.1 8.8 1.7 8.9 9.0 8.5 8.6

8 5.5 6.5 59 53 7.4 5.6 6.2

9+ 11.0 16.8 18.6 15.2 15.56 11.7 15.2
Mean size 4.8 5.6 5.8 5.4 5.5 4.9 54
Relationship structure

One adult 22.2 13.5 9.7 8.8 19.9 22,0 15.8

Two related adults

of opposite sex 34.8 37.1 40.9 46.6 29.8 328 36.5
of same sex 5.2 2.0 1.2 0.6 4.2 4.6 2.9

Three or more related adults  34.6 45.5 45.8 433 435 37.9 42.6

Other 33 1.8 2.4 0.7 2.5 2.7 22
With foster chitdren 7.1 6.8 6.2 38 8.1 8.6 6.9

Note: Table is based on de jure members; i.e., usual residents.

Households are largest, on average, in the Northeast (5.8 persons per household), and smallest in the
Southwest (4.9 persons per household). The overall average household size is 5.4 persons.

Seven percent of households include one or more children under age 15 who have neither their
natural mother nor natural father living with them,

Education

In the three decades since independence, the education sector has recorded phenomenal growth in
student enrolments and numbers of institutions, and has expanded to reach all parts of the federation. The
national education policy has evolved over the years to meet the needs of the country. In 1976, Nigeria
adopted a national policy of Universal Primary Education, which gave every child the right to free primary
schooling. The emphasis in education shifted from the standard liberal education to the new more practical
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6-3-34 system. Under the new system, primary education is six years, and secondary education is six years
rather than five years (three years junior secondary and three years senior secondary). A graduate of
secondary school may then choose to further his or her education by attending a university or polytechnic
school for a 4-year course leading to a degree or to the Higher National Diploma. At this level, very few
courses last more than four years, The goal is for the nation to meet its manpower requirements in various
areas of social, economic and political growth, as well as achieving national development and modemization.
A nationwide mass literacy programme was launched in June 1990, although it had been in existence at state
and Jocal levels forover 25 years. The National Commission on Nomadic Education was recently established
to address the needs of children of migrant cattle herders and fishing peoples in the riverine areas.

In the NDHS, information on educational attainment was collected for every member of the
household (see Table 2.4). One-half of the population has received no formal education; 43 percent of males
and 58 percent of females have never been to school; 32 percent of males and 26 percent of females have
attended only primary school; and 14 percent of males and 9 percent of females have attended secondary
school. Only 3 percent of males and 1 percent of females have obtained higher education.

The proportion of persons with no education is much higher in the rural areas than in urban areas,
and this difference is seen for both males and females, Rural residents are twice as likely to have ncver
attended school (58 percent) as urban residents (29 percent).

There are major regional differences in the level of education. The Northwest has the highest

proportion of persons with no education (73 percent of males and 86 percent of females); in the Southwest,
those who have never been to school are in the minority (18 percent of males and 30 percent of females).
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Table 2.4 Educational level of the household population

Percent distribution of the de facto male and female household populations age five and over by highest level of education

aitended, according to selected background characteristics, Nigeria 1990

Number Median
Background Some Completed Some Completed of number
characteristic None primary  primary secondary secondary Higher  Missing Total persons  of years
MALE
Age
59 51.0 29.7 0.2 0.0 0.0 0.0 19.1 100.0 4,293 0.7
10-14 21.7 49.9 89 7.0 0.0 0.0 12.4 100.0 3,115 16
15-19 20.6 15.4 213 24.8 10.0 05 1.5 100.0 2,194 6.5
20-24 23.0 5.0 22.4 12.5 2719 4.8 4.5 100.0 1,362 6.9
25-29 31.8 39 21.7 6.8 23.9 2.0 2.8 100.0 1,409 6.6
30-34 41.1 55 223 3.1 15.4 8.3 4.2 100.0 1,320 6.1
35.39 46.1 5.0 215 2.8 13.2 1.5 3.9 100.0 1,034 4.0
40-44 53.6 56 223 28 9.3 4.1 2.4 100.0 971 0.9
4549 527 9.5 18.4 4.1 8.1 4.4 27 100.0 771 0.9
50-54 72.6 73 8.5 1.8 5.3 3.1 1.4 100.0 729 0.7
55-59 723 71 8.4 .0 2.0 23 42 100.0 443 0.7
60-64 80.1 5.0 6.8 1.1 2.2 1.5 32 100.0 614 0.6
65+ 84.4 58 4.7 1.0 1.1 0.9 2.1 100.0 1,320 0.6
Residence
Urban 22.4 21.2 151 11.1 15.7 6.5 8.1 100.0 4,848 6.1
Rural 502 18.4 11.6 4.5 5.1 1.4 8.8 100.0 14,765 09
Region
Northeast 65.5 78 8.6 1.8 4.0 1.1 11.2 100.0 4,731 0.7
Northwest 72.8 10.3 6.2 29 3.6 1.3 2.9 100.0 3,997 0.7
Southeast 26.8 27.8 184 6.2 8.0 23 10.5 100.0 6,148 3.6
Southwest 17.8 26.4 14.1 13.1 14.6 57 8.4 100.0 4737 6.0
Total 43.3 19.1 12.5 6.1 7.7 2.6 B.6 100.0 19,613 1.2
FEMALE
Age
5-9 54.4 27.9 0.2 0.0 0.0 0.0 174 100.0 4,010 0.7
10-14 4.1 41.7 1.4 6.6 0.1 0.0 10.1 100.0 3,288 2.9
15-19 33.6 11.0 20.6 20.0 8.2 0.4 6.2 100.0 1,749 6.2
20-24 42.0 6.6 186 10.6 17.1 23 3.0 100.0 1,717 6.0
2529 54.2 6.3 17.2 5.8 1.7 32 1.6 100.0 1,784 0.9
30-34 711 7.5 10.8 27 3.1 29 20 100.0 1,491 0.7
35.39 704 9.4 119 23 34 1.1 1.6 100.0 982 0.7
40-44 78.9 7.8 3.0 1.9 1.1 0.8 1.6 100.0 905 0.6
45-49 84.7 6.5 5.0 19 0.7 0.9 0.3 100.0 654 0.6
50-54 90.9 38 3.2 0.4 05 [4K] 09 100.0 1,072 0.5
55-59 95.8 1.6 1.1 0.7 0.1 0.2 0.5 100.0 615 0.5
60-64 96.3 2.2 0.7 0.1 0.1 0.0 0s 100.0 567 0.5
65+ 95.2 1.9 19 0.1 0.2 0.1 0.6 100.0 711 0.5
Residence
Urban 363 214 12.1 10.8 9.9 25 7.0 100.0 4733 3.0
Rural 65.2 15.4 15 3.0 2.0 0.4 6.5 1000 14,889 0.7
Region
Northeast 82.0 4.8 4.0 0.8 0.7 0.0 1.7 100.0 4,638 0.6
Nerthwest 86.2 6.6 3.1 i4 1.1 0.1 1.5 100.0 4,071 0.6
Southeast 43.1 246 12.5 5.5 4,0 0.8 9.4 100.0 6,476 1.0
Southwest 29.7 275 12.3 11.6 9.5 2.7 6.3 100.0 4437 3.6
Total 58.2 169 8.6 49 39 0.9 6.7 100.0 19,622 0.8
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Table 2.5 presents enrolment rates by age, sex and residence. Fifty-five percent of children age 6-15
years are enrolled in school. Asshownin Figure 2.2, enrolment is higher in urban areas (about three-quarters
of children are enrolled) than in rural areas (one-half are enrolled); and boys are more likely to be enrolled
than girls (59 percent versus 51 percent). Enrolment after age 15 drops significantly; only one-quarter of
older teens are still in school and only 11 percent of those in their early twenties are still in school; the
urban/rurat differences are not as great at these ages, but male/female differences are greater because women
are much less likely than men to go on for higher schooling.

Table 2.5 Scheol enrolment
Percentage of the de facto household pepulation age 6-24 years enrolled in school, by age group, sex, and urban-
rural residence, Nigeria 1990
Male Female Total
Age group Urban Rural  Total Urban Rural Total Urban Rural  Total
6-10 74.1 499 55.4 69.4 43.0 9.4 71.7 46.6 52.5
11-15 75.8 60.9 64.9 70.2 48.0 54.0 73.0 348 59.5
6-15 74.3 54.1 59.1 69.7 45.0 512 723 49.7 55.3
1620 37.6 324 33.9 30.0 16.9 20.5 339 4.6 212
21.24 18.0 16.6 17.1 10.1 4.1 6.0 136 94 10.8
Figure 2.2

School Enroliment by Age and
Place of Residence
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2.2  Housing Characteristics

In order to assess the socioeconomic conditions under which respondents live, women were asked
to give specific information about their household environment. Table 2.6 presents this information for all
houscholds in which women were interviewed. (Although the questions on household characteristics were
asked in the individual questionnaire, Table 2.6 has been tabulated to represent houscholds; i.e., houscholds
with more than one eligible woman are still counted only once).

Table 2.6 Housing characteristics
Percent distribution of households with eligible women by housing characteristics, according to urban-rural
residence and region, Nigeria 1990
Residence Region
Characteristic Urban Rural  Northeast Northwest Southeast Southwest  Total
Electricity 824 8.6 11.0 13.0 224 65.4 273
Source of drinking water
Piped into residence 17.3 1.5 48 5.1 2.7 103 5.5
Piped into yard 13.8 1.8 34 4.1 37 8.6 48
Public tap 32.2 8.4 113 4.1 173 24.5 14.4
Well with hand pump 1.4 6.8 18.3 4.8 24 1.2 7.0
Well without hand pump 14.8 28.1 319 49.1 95 13.2 24.7
River, spring, surface water 4.9 51.9 30.5 321 62.0 274 40.0
Tanker truck/other vendor 89 0.7 1.6 0.5 1.5 8.1 2.8
Rainwater 0.3 0.7 12 0.1 08 03 0.6
Other 04 0.0 0.0 0.0 0.0 0.4 0.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Sanitation facility
Flush 299 21 0.5 1.7 1.7 13 9.1
Bucket 1.5 03 0.1 0.1 0.6 14 0.6
Pit 60.4 62.2 749 66.7 57.8 48.8 61.7
No facilities B.1 355 24.5 31.5 339 22.1 285
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Flooring
Parquet/polished wood 2.0 0.2 0.2 0.3 0.2 2.0 0.6
Vinyl/asphalt strips 0.9 0.3 03 0.3 0.6 0.7 0.5
Ceramic tiles 33 0.7 0.2 0.9 0.9 3.8 1.4
Wood planks 0.5 0.1 0.4 0.2 0.0 0.4 0.2
Cement 126 46.9 324 54.5 58.8 66.0 53.4
Animal dung 0.5 1.1 1.5 04 0.5 14 0.9
Earth/sand 71 50.6 64.7 433 389 11.3 395
Other 12.9 0.1 0.3 0.2 0.0 14.3 34
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Persons per sleeping room
12 434 50.2 549 470 50.0 41.5 48.5
34 35.6 33.6 31.8 38.0 31.2 36.2 3.1
5-6 14.7 10.3 7.8 11.0 11.9 14.8 11.4
7+ 6.2 5.6 4.8 35 6.8 7.5 57
Missing/Don’t know 0.1 0.4 0.7 0.5 0.1 0.0 03
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Mean persons per room 34 32 3.0 3.1 32 35 3.2
Number of households 1,649 4,844 1,47 1,529 2,025 1,468 6,493
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Overall, 27 percent of households in Nigeria have electricity. While electricity is available to the
majority of eligible women in urban areas (82 percent) it is available to only a small minority in rural areas
(9 percent). Two-thirds of households in the Southwest have electricity, compared to 11 percent in the
Northeast,

Sources used by households to obtain drinking water differ considerably by areca of residence. In
urban areas, piped water is the primary source of drinking water: 32 percent obtain water {from a public tap
and another 31 percent have water piped into their residence or yard. In rural areas, water from rivers and
springs is the main source of drinking water (52 percent) and another 28 percent obtain water from a well
without a hand pump.

Modern sanitation facilities are not available to large segments of the population. The use of pit
toilets is common in both urban and rural areas (60 and 62 percent respectively); in urban arcas, most of the
rest of the population use flush toilets (30 percent), and in rural areas, most of the rest of the population have
no facilities (36 percent).

The flooring material of dwelling units is usually cement {53 percent) or earth (40 percent). Cement
flooring is most common in urban areas (73 percent). Of the remaining urban households, most have carpet
or tile flooring (coded in the "other” category). Households in rural areas also have cement flooring (47
percent) but are equally likely to have an earth or sand floor (51 percent).

Information was collected on the number of rooms houscholds use for sleeping (as a measure of
crowding). There was not much diversity according to residence and region. In about one-third of
households three or four persons share a room for sleeping; however, in almost half of the households the
average is one or two persons.

Household Durable Goods

Respondents were asked about ownership of particular household goods (radio and television, to
assess access to media; refrigerator, to assess food storage) and modes of transportation (bicycle, motorcycle,
car). The results presented in Table 2.7 indicate that 55 percent of households own a radio (80 percent in
urban areas, 47 percent in rural areas) and 19 percent own a television (54 percent in urban areas, 7 percent
in rural areas). Televisions and refrigerators are mostly restricted to the urban areas due to lack of electricity
in rural areas. Many rural households (37 percent) own a bicycle whereas only 17 percent of urban
households have a bicycle. Seventeen percent of urban households own an automobile.
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Table 2.7 Household durable goods
Percentage of households with eligible women possessing various durable consumer goods, by urban-rural residence
and region, Nigeria 1990

Residence Region
Possession Urban Rural  Northeast Northwest Southeast Southwest  Total
Radio 79.6 466 39.1 53.1 559 7.5 549
Television 53.7 7.1 6.3 8.1 16.5 46.0 189
Refrigerator 329 3.1 4.1 4.6 8.9 26.0 10.7
Bicycle 16.6 36.9 26.4 308 46.4 17.7 31.7
Motorcycle 17.5 16.3 10.0 19.0 19.0 17.3 16.6
Auto 16.6 44 32 49 6.7 15.5 1.5
Number of households 1,649 4,844 1,471 1,529 2,025 1,468 6,493

2.3  Background Characteristics of Survey Respondents
General Characteristics

Women were asked two questions in the individual interview 10 assess theirage: "In what month and
year were you born?" and "How old were you at your last birthday?" Interviewers were trained in probing
techniques for situations in which respondents did not know their age or date of birth; and as a last resort,
interviewers were instructed to record their best estimate of the respondent’s age. The five-year age
distribution is shown in Table 2.8. The proportion of women age 15-19 (18 percent) is slightly smaller than
the proportion age 20-24 (19 percent), which is not what would be expected in an expanding population. It
is also smaller than the proportion of women age 15-19 in the NFS (21.6 percent). The proportion of women
20-24 was larger in the NDHS than in the NFS (17.6 percent),

The data in Table 2.8 indicate that 78 percent of NDHS respondents are currently in a union (either
married or living together), 17 percent have never been married, and 4 percent are either widowed, divorced
or separated. The percentage of women who are currently married is quite high; the NFS also reported a high
percentage of currently married women (80 percent). Marriage pattems are discussed in detail in Chapter 5,
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Table 2.8 Background characteristics of respondents

Percent distribution of women by selected background characteristics,

Nigeria 1990
Number of women
Background Weighted Un-
characteristic percent Weighted  weighted
Age
15-19 184 1,611.6 1,678
20-24 19.1 1,676.2 1,682
25-29 19.0 1,669.3 1,658
30-34 16.1 1,409.5 1,386
35-39 109 954.0 948
40-44 9.5 836.1 827
45-49 7.1 624.3 602
Marital status
Never married 17.2 1,513.1 1,701
Married 709 6,229.8 6,097
Living together 7.4 650.3 599
Widowed 24 213.7 201
Divorced 1.1 94.7 85
Separated 0.9 9.4 98
Education
No education 57.2 5,019.9 4,540
Some primary 9.0 794.1 742
Completed primary 14.8 1,299.8 1,366
Some secondary 8.7 764.8 918
Completed secondary/higher 10.2 893.9 1,207
Residence
Urban 249 2,187.2 3,530
Rural 75.1 6,593.8 5,251
Region
Northeast 228 1,999.5 2,038
Northwest 239 2,098.1 1,699
Southeast 315 2,768.5 2,324
Southwest 218 1,914.9 2,720
Religlon
Protestantism 337 2,963.2 2,942
Catholicism 13.9 1,222.9 1,210
Islam 41.5 4,174.1 4,269
Traditional religion 24 207.5 188
No Religion 24 213.3 172
All women 100.0 8,781.0 8,781

The majority of respondents have never attended school (57 percent), 15 percenthave completed only
primary school, and 10 percent have completed secondary school (2 percent of these women have gone for
schooling beyond the secondary level).
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Although urbanization is increasing, the population is still predominantly rural; three-quarters of
respondents live in rural arecas. The data indicate that 32 percent of respondents live in the Southeast; the
Northeast, Northwest and Southwest cach account for 21-24 percent of the women interviewed.

Most women report themselves to be either Moslem or Christian, and the populationisevenly divided
between the two, (48 percent Muslim, 48 percent Christian). Those who adhere 1o traditional religions and
those who report no religion each account for 2 percent of the population.

Differentials in Education

Table 2.9 shows the distribution of the surveyed women by education, according to selected
characteristics. Education is inversely related to age, that is, older women are generzally less educated than
younger women. Forexample, 85 percent of women age 45-49 have had no formal education, whereas only
34 percent of women age 15-19 have never been to school.

Table 2.9 Level of education
Percent distribution of women by the highest level of education attended, according to selected background
characteristics, Nigeria 1990
Level of education
Completed Number
Background Some Completed Some secondary/ of
characteristic None primary  primary secondary Higher Total women
Age
15-19 338 12.0 204 23.1 10.5 100.0 1,612
20-24 42.1 179 18.9 11.6 19.5 100.0 1,676
25-29 543 6.9 16.9 6.8 15.0 100.0 1,669
30-34 70.0 10.2 11.5 2.5 5.6 100.0 1,410
35-39 72.6 9.6 10.6 2.6 4.7 100.0 954
40-44 78.2 8.8 9.1 20 2.0 100.0 836
45-49 84.9 12 5.1 1.4 1.4 100.0 624
Residence
Urban 31.2 73 19.4 16.6 255 100.0 2,187
Rural 658 9.6 13.3 6.1 51 100.0 6,594
Regilon
Northeast 83.7 47 7.1 2.4 2.0 100.0 2,000
Northwest 87.8 29 5.0 2.1 2.2 100.0 2,098
Southeast 36.2 16.8 23.7 11.2 11.8 100.0 2,769
Southwest 26.1 9.1 20.7 18.9 25.1 100.0 1,915
Total 512 9.0 14.8 8.7 10.2 100.0 8,781

Twice as many urban women have received some education as rural women (69 percent versus 34

percent). Only a small proportion of rural women (11 percent) go on for secondary schooling compared to
urban residents (42 percent).
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Table 2.9 provides information on women's level of education by region. The northem regions have
a much higher proportion of uneducated women (86 percent) than the southern regions (36 percent in the
Southeast, 26 percent in the Southwest). The proportion of women who have had some secondary education
is ten times higher in the Southwest than in either of the Northern regions.

Access to Media

Women were asked if they usually listen to a radio or watch television at least once a week. This
information is important to programme planners seeking to reach women with family planning and health
messages through the media. Overall, one-quarter of women watch television weekly and onc-half listen to
the radio weekly (see Table 2.10). Media access is higher among younger women, onc-third of whom watch
television at least once a week and over one-half listen to the radio once a week, Most media access is among
the urban population, although 44 percent of the rural population does listen to the radio. A much higher
proportion of educated women, women in urban areas, and women in the Southwest watch television and
listen to the radio.

Table 2.10 _Access to mass media
Percentage of women who usually waich television once a week,
or listen to radio once a week, by selected background
characteristics, Nigeria 1990
Watch  Listen to  Number
Background television  radio of
characteristic weekly weekly  women
Age
15-19 338 58.0 1,612
20-24 28.5 55.8 1,676
25-29 28.0 55.9 1,669
30-34 19.5 523 1,410
35-39 21.5 529 954
40-44 20.0 45.4 836
45-49 16.6 40.6 624
Education
No education 93 39.7 5,020
Some primary 23.6 56.6 794
Completed primary 39.8 69.0 1,300
Some secondary 56.4 13.6 765
Completed secondary/higher 71.3 §6.3 894
Resldence
Urban 67.4 82.1 2,187
Rural 11.7 43.7 6,594
Region
Northeast 8.4 355 2,000
Northwest 11.5 47.8 2,098
Southeast 25.6 538 2,769
Southwest 58.8 771 1,915
Total 25.3 533 8,781
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CHAPTER 3

FERTILITY

The fertility measures presented in this chapter are based on the reported reproductive histories of
women age 15-49 interviewed in the NDHS. Each woman was asked the number of sons and daughters
living with her, the number living elsewhere, and the number who had died. She was then asked for a history
of all her births, including the month and year each was bom, the name, the sex, and if deceased, the age at
death, and if alive, the current age and whether he/she was living with the mother, Based on this information,
measures of completed fertility (number of children ever bom) and current fertility (age-specific rates) are
examined. These measures are also analyzed in connection with various background characteristics.

3.1  Current Fertility

The current level of fertility is the most important topic in this chapter because of its direct relevance
to population policies and programmes. Three-year age-specific fertility rates are presented in Table 3.1.
Three-year rates are calculated as a compromise between three criteria; to provide the most current
information, to reduce sampling error, and to avoid problems noted in previous surveys of the displacement
of births from five years preceding the survey to six years.

Table 3.1 Current fentility
Age-specific and cumulative fertility rates and the crude birth rate for the three years preceding the survey, by
urban-rural residence and region, Nigeria 1990
Residence Region

Age group Urban Rural  Northeast Northwest Southeast Southwest  Total
15-19 0.093 0.166 0.224 0.194 0.106 0.074 0.146
20-24 0.199 0.280 0.280 0.281 0.256 0.210 0.258
25-29 0.255 0.265 0.237 0.274 0.268 0.270 0.263
30-34 0,223 0.219 0.221 0.229 0.220 0.211 0.220
35-39 0.145 0.164 0.140 0.156 0.162 0.176 0.159
40-44 0.057 0.100 0.129 0.134 0.053 0.078 0.092
45-49 0.034 0.071 0.075 0.061 0.050 0.073 0.064
TFR 15-49 5.033 6.326 6.532 6.645 5.573 5.461 6.011
TFR 15-44 4.865 5.970 6.155 6.339 5322 5.095 5.601
GFR 0.172 0.213 0.223 0.229 0.188 0.173 0.203
CBR 34 40 39 46 37 32 39
TFR: Total fertility rate expressed per woman
GFR: General fertility rate (births divided by number of women 15-44), expressed per 1,000 women
CBR: Crude birth rate, expressed per 1,000 population
Note: Rates are for the period 1-36 months preceding the survey. Rates for age group 45-49 may be slightly

biased due 1o truncation.
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Numerators of the age-specific fertility rates in Table 3.1 are calculated by isolating live births which
occurred in the 1-36 months preceding the survey (determined from the date of interview and date of birth
of the child), and classifying them by the age (in five-year age groups) of the mother at the time of birth
(determined from the date of birth of the mother). The denominators of the rates are the number of woman-
years lived in each of the specified five-year age groups during the 1-36 months preceding the survey.

There are two regionally distinct patiems of fertility: that of the North and that of the South. During
the central childbearing years (25-39), women tend to bear children at about the same rates in the North and
the South. It is during the early and late childbearing years that differences are evident. In the teenage years,
women in the North have children at twice the rate of women in the South (on average, cach year, 1,000
women age 15-19 in the South will give birth to 100 babies, while 1,000 women age 15-19 in the North will
give birth to 200 babies). Women in the North achieve their peak fertility in their early twenties, while
women in the South reach their highest fertility in their late twenties. In their early 40s, women in the North
continue bearing children at twice the rate of women in the South.

The sum of the age-specific fertility rates, i.e., the total fertility rate (TFR), is used to summarisc 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 were to pass through those years bearing children at the currently observed rates.
If fertility were to remain constant at current levels, a Nigerian woman would give birth to an average of six
children. The higher fertility of women in the North results in a total fertility rate which is one child greater
than that of women in the South (6.6 versus 5.5).

The crude birth rate (CBR) presented in Table 3.1 is the annual number of births in a population per
1,000 persons. The CBR can be estimated from the birth history data and the age-sex distribution of the
household population. Overall, there were about 39 births per thousand population over the last three years,
according to the NDHS.
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Fertility trends can be analyzed in two ways. One is to compare NDHS data with previous surveys.
The last national estimates of total fertility can be calculated from data collected in the 1981/82 Nigeria
Fertility Survey (NFS). Table 3.2 compares three-year total fertility rates as estimaied by the NDHS and
NFS!. The two surveys, nearly a decade apart, yicld almost the same total fertility rates (5.9 for the NFS and
6.0 for the NDHS); however, estimates vary greatly for subgroups of the population. Further analysis would
be required before concluding whether differences are due to real trends or simply the result of differential
data quality. Both surveys do indicate that the fertility of uneducated women is fifty percent higher than the
fertility of the most educated women.

Table 3.2 Fertility by background characteristics
Total fertility rate for the thres years preceding the survey and mean number
of children ever born to women age 40-49, by selected background
characteristics, Nigeria 1990
NDHS NFS
Mean number Mean number
of children of children
Total  ever bom  Total ever bom
Background fertility to women fertility to women
characteristic rate!  age 40-49  rate!  age 40-49
Residence
Urban 5.03 6.01 5.79 4.81
Rural 6.33 6.61 5.98 5.56
Region
Northeast 6.53 5.75 5.95 4,34
Nerthwest 6.64 6.21 6.38 4.49
Southeast 5.57 6.99 5. 6.53
Southwest 5.46 6.84 6.25 5.30
Educatlon
No education 6.50 6.41 6.14 5.45
Some primary 7.17 738 6.81 599
Completed primary 5.57 6.54 1.59 5.71
Some secondary 5.07 6.44 3.90 431
Completed secondary/higher 418 5.82 NA NA
Total 6.01 6.49 594 5.41
NA = Not applicable
‘Raie for women age 15-49 years

! The NFS report presented a five-ycar total ferility rate of 6.34; a three-year rate is presented here for purposes
of comparability with the NDHS estimate. (The five-year rate estimated for the NDHS is 6.27).
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Fertility trends can also be estimated based on NDHS data alone. Table 3.3 shows the age-specific
fertility rates for four-year periods preceding the survey. Four-year periods were used instead of the

customary five-year periods in order to avoid the effects of displacement of births from five 1o six years
preceding the survey.

Table 3.3 Ape-specific fertility rates

Age-specific fertility rates (per thousand women) for four-year periods
preceding the survey, by mother’s age at the time of birth, Nigeria 1990

Number of years preceding the survey

Mother’s age 0-3 4-7 8-11 12-15 16-19
15-19 144 178 166 179 168
20-24 267 297 321 288 250
25-29 274 3i6 326 309 [286]
30-34 228 261 287 284 [280]
3539 162 210 [237] [253] -
40-44 95 [119] [188] - --
45-49 [67] [110] -- -- --

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

The data in Table 3.3 along with similar data from the NFS are plotted in Figure 3.1. Figure 3.1
shows the trends in the total fertility rate based on estimates from the NFS and the NDHS. These are four-
year rates, for several periods preceding each survey.

There are three points worth noting; i) the NDHS and NFS estimates for 1976 coincide almost
exactly, lending confidence to these estimates, ii) given the NDHS estimate for 1980, it appears likely that
the NFS estimate for that year is low, and iii) the NDHS estimate repeats the NFS pattern of declining fertility
in the four years immediately preceding the survey.
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Figure 3.1
Trends in the Total Fertility Rate
Women 15-34, NFS and NDHS Surveys
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Is the fertility decline real, or has there been an undercount of births in the years preceding the
survey? If there has been no change in fertility over time, the number of births (and woman-years of
exposure) would be expected to increase because of the larger cohorts of women moving into the childbearing
years (due to the past high fertility). If fertility is falling, the number of births would be expected to increase
over time, but at a slower rate. Figure 3.2 shows the number of births reported in each ¢calendar year. The
curve shows a five-year moving average of the numbers. It can be seen from the curve that the number of
births in the five years preceding the survey levels off sharply instead of continuing to rise gradually. It
appears, therefore, that the number of births in the five years preceding the survey has been underestimated.
Both the NFS and the NDHS encountered a pattern of declining births in the years immediately preceding
the survey, which lends weight to the diagnosis of underreporting. (Although not shown here, the woman-
years of exposure increase steadily over time, as expected, indicating that there has been no decline and/or
underestimation of the number of women.) So, the question becomes: if births have been underestimated,
has there been any fertility decline at all, and if so, how much? The answer to this question requires further
investigation, including an analysis of the proximate determinants of fertility, to see whether other behaviours
have changed to a degree that would be commensurate with a decline in fertility.
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Figure 3.2
Distribution of Children’s Year of Birth
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Table 3.4 Fertility by marital duration

Fertility rates for ever-married women by duration since first marriage in
years for four-year periods preceding the survey, Nigeria 1990

Marriage Number of years preceding the survey
duration

at birth 0-3 4.7 8-11 12-15 16-19
0-4 328 340 326 307 287
59 292 340 349 325 292
10-14 259 299 312 299 257
15-19 217 244 250 243 {239]
20-24 141 181 [203] [186] -~
25-29 72 L% [95} - -

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

Table 3.4 presents fertility rates for ever-married women by duration since first marriage for four-year
periods preceding the survey. Fertility early in marriage often remains resilient to change, even when fertility
is declining, because fertility decline usually begins at the older ages (when women start to limit the number
of births), and not by young couples postponing births. However, Table 3.4 shows a recent decline in
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fertility, even for marriages of short duration. This may be a real decline, or may reflect an undercount of
recent births, as noted earlier.

3.2  Children Ever Born and Living
The distribution of women by number of children ever bom is presented in Table 3.5 for all women

and for currently married women. In the NDHS questionnaire, the total number of children ever bom was
ascertained by a sequence of questions designed to maximize recall. The mean number of childrenever bom

Table 3.5 Children ever born and living

Percent distribution of all women and of currently married women by number of children ever born (CEB) and mean
number ever born and living, according to five-year age groups and regions, Nigeria 1990

Number of children ever bom (CEB) Number Mean Mean no.
of no of living
0 1 2 3 4 5 6 7 8 9 10+ Toal women CEB children

ALL WOMEN

Age
15-19 765 173 50 08 03 00 00 00 00 OO0 00 1000 1612 03 0.3
20-24 323 247 219 114 79 11 06 02 00 00 00 1000 1676 14 1.2
25-29 113 129 178 203 153 131 65 18 06 02 03 1000 1669 3.0 24
30-34 4,1 52 97 126 166 169 144 107 62 28 08 1000 1410 4.6 N
35-39 45 27 67 72 140 125 145 139 113 61 &5 1000 954 5.5 43
40-44 4.6 3.9 4.2 7.7 79 9.5 113 130 149 94 13.6 1000 836 6.3 4.8
45-49 40 39 3% &1 59 89 94 124 140 108 206 1000 624 6.8 5.1

Region
Northeast 186 149 139 125 104 75 62 50 40 3.1 4.0 1000 2,000 3.3 2.5
Northwest 164 146 135 125 112 82 63 1.1 4.6 19 31 1000 2,098 3.4 2.6
Southeast 290 92 100 84 84 87 79 57 50 37 39 1000 2768 33 2.8
Southwest 319 108 86 17 9.8 86 7.1 43 5.5 2.1 3.6 1000 1915 31 2.5

Total 242 121 114 102 98 83 70 57 48 28 36 1000 8,781 33 2.6

CURRENTLY MARRIED WOMEN

Age
15-19 414 421 134 23 08 00 00 00 00 00 00 1000 597 08 0.7
20-24 156 296 278 147 101 13 08 02 00 OO0 00 1000 1279 18 1.5
25-29 53 127 190 223 163 142 72 20 07 02 02 1000 1492 32 2.6
30-34 35 5.1 9.8 124 165 167 146 11.2 64 29 0.8 1000 1348 4.6 38
35-39 39 25 70 76 140 120 148 141 113 63 65 1000 892 5.6 4.4
40-44 47 42 39 79 78 87 111 136 147 94 140 1000 731 63 4.8
45-49 44 39 37 59 60 87 82 132 142 99 219 1000 543 6.8 51

Reglon
Northeast 139 156 148 132 112 80 65 54 42 3.1 41 1000 1,849 35 2.7
Northwest 111 156 140 133 119 88 68 8.3 4.9 2.1 3.4 1000 1,944 3.7 2.8
Southeast 64 107 146 120 109 112 106 79 63 47 49 1000 1,801 4.4 7
Southwest 58 139 120 109 140 119 100 62 77 30 48 1000 1287 43 35

Total 9.7 140 140 125 118 9.8 83 7.0 56 32 42 1000 6,880 3.9 3.1
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for all women increases rapidly with age, so that by the end of her childbearing years, a woman has given
birth to almost seven children. The distribution of women by number of births indicates that almost one-
quarter of teens have already bome a child, and nearly one-third of women age 45 and over have bome nine
or more children.

The results for younger women who are currently married differ from those for the sample as a whole
because of the large number of unmarried women with minimal fertility. Differences at older ages, though
minimal, generally reflect the impact of marital dissolution. The parity distribution for older, currently
married women also provides a measure of primary infertility. Voluntary childlessness is rare in West Africa,
and married women with no live births are most likely unable to bear children. The NDHS results suggest
that about 4 to S percent of Nigerian women are unable 1o bear children.

33 Birth Intervals

There has been a fair amount of research to indicate that short birth intervals are deleterious to the
health of babies. This is particularly true for babies bom 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. Over one-quarter of births were bom after an interval of less than 24 months. The median
birth interval length (30 months) is only six months longer than the minimum considered safe.

The unusual aspect of these results is that birth interval length is one of the very few behaviours
examined in this report which is invariant to regional and educational characteristics of the mother. Although
the table indicates that a high proportion of births to teens were preceded by short intervals, this does not
reflect the actual situation of most teen births because the table excludes first births (which are the majority
of teen births).
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Table 3.6 RBirth intervals
Percent distribution of births in the five years preceding the survey by number of months since previous birth, according
to demographic and socioeconomic characteristics, Nigeria 1990
Median
Number of months since previous birth number of Number
months since of

Characteristic 7-17 18-23 24-35 36-47 48+ Total previous birth  births
Age of mother

15-19 16.8 284 384 10.4 6.1 100.0 25.2 120

20-29 11.5 19.9 42.0 15.1 11.5 100.0 28.6 3,031

30-39 8.2 163 42.0 16.3 17.3 100.0 30.9 2,761

40 + 6.8 12.7 32.0 17.6 30.9 100.0 36.4 813
Birth order

2-3 9.5 18.9 41.6 15.1 14.9 100.0 29.4 2,534

4-6 9.5 17.5 40.0 16.5 16.6 100.0 30.7 2,709

7+ 10.3 16.1 40.5 15.8 174 100.0 30.7 1,481
Sex of prior birth

Male 9.6 18.1 41.1 15.6 15.8 100.0 29.7 3332

Female 9.7 174 404 16.0 16.5 100.0 30.6 3,393
Survival of prior birth

Living 8.7 16,9 40.8 16.6 17.1 100.0 309 5,808

Dead 15.8 226 40.4 10.9 10.2 100.0 26.9 916
Resldence

Urban B.8 169 423 16.5 15.4 100.0 30.4 1,392

Rural 9.9 17.9 40.3 15.6 16.3 100.0 30.1 5,333
Region

Northeast 94 17.2 374 17.0 19.0 100.0 311 1,576

Northwest 9.5 175 40.7 16.8 15.5 100.0 30.8 1,847

Southeast 11.7 18.7 439 12.9 12.8 100.0 28.60 2,049

Southwest 6.8 17.0 39.6 17.7 18.9 100.0 31.5 1,252
Educatlon

No education 2.1 16.9 38.8 16.6 18.6 100.0 31.2 4,445

Some primary 10.3 18.1 45.6 158 10.1 100.0 29.0 692

Completed primary 9.4 19.1 44.7 15.2 11.7 100.0 29.1 941

Some secondary 14.5 18.7 45.6 9.3 12.0 100.0 27.2 319

Completed secondary/higher 11.9 21.8 40.8 13.2 12.3 100.0 29.2 322
Total 9.6 17.7 40.7 15.8 16.1 100.0 30.2 6,724
Note: First-order births are excluded. The interval for multiple births is the number of months since the preceding pregnancy
that ended in a live birth.

3.4  Age at First Birth

The age at which childbearing begins has important demographic consequences as well as important
consequences for the mother and child. Inmany countries, postponement of first births, reflecting an increase
inthe age at marriage, has contributed greatly to overall fertility decline. Table 3.7 presents the distribution
of Nigerian women by age at first birth, according to their current age. One-half of women became mothers
before the age of 20, of which 10 to 12 percent gave birth before age 15, and 21 to 28 percent gave birth
between age 15 and 17. There has been little change in the median age at first birth, although there is some
evidence of a decline among younger women.
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Table 3.7 Age at first birth

Percent distribution of women 15-49 by age at first birth, according to current age, Nigeria 1990

Women Median
with Age at first birth Number  age at
no of first
Current age births <15 15-17 18-19 20-21 22-24 25+ Total  women birth
15-19 76.5 5.6 14.7 31 NA NA NA 100.0 1,612 a
20-24 323 12.1 228 18.6 10.3 3.9 NA 100.0 1,676 19.7
25-29 11.3 9.6 255 18.8 16,0 15.1 1.8 100,0 1,669 19.6
30-34 4.1 12.3 27.6 17.5 14.1 14.2 10.2 100.0 1,409 19.1
3539 4.5 9.4 234 163 17.0 124 17.1 100.0 954 20.1
40-44 4.6 12.1 22.9 14.1 14.5 14.0 178 100.0 836 20.1
45-49 4.0 9.5 21.2 18.0 13.1 133 21.0 100.0 624 20.1

NA = Not applicable
#Less than SO percent of the women in the age group x to x+4 have had a birth by age x

Table 3.8 summarizes the median age at first birth for different cohorts and compares the entry age
into parenthood for different subgroups of the population. (Medians for cohort 15-19 could not be detcrmined
because half the women have not yet had a birth.) Findings for older women should be interpreied with
caution. For example, the higher medians for older women in the North may reflect omission or misdating
of early births, rather than a genuine trend. Overall, the findings point to a possible decline in age at first birth
in the North, and an increase in the South. The median age in the Northeast (18.8) is nearly two years below
that in the Southwest (20.5).
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Table 3.8 Median age at first birth

Median age at first birth among women age 20-49 years, by current age and selected background characteristics, Nigeria 1990

Current age

Background Ages Ages
characteristic 20-24 2529 30-34 35-39 40-44 45-49 20-49 25-49
Residence

Urban a 20.8 19.9 204 20.8 20.4 a 20.4

Rural 19.1 19.3 18.8 20.0 19.8 20.0 19.3 19.4
Region

Northeast 17.5 18.0 17.6 19.9 20.7 224 18.3 18.8

Northwest 18.5 19.2 19.4 20.1 20.4 194 19.3 19.5

Southeast a 20.0 19.5 19.9 18.6 194 19.9 19.6

Southwest a 21.3 19.6 204 20.6 20.6 a 20.5
Education

No education 17.8 18.2 18.5 20.0 20.2 20.0 18.8 19.1

Some primary 19.0 19.3 18.9 19.1 19.8 19.8 19.3 193

Completed primary 19.7 20.2 202 20.6 19.6 20.8 a 203

Some secondary a 20.6 206 224 204 21.4 a 20.8

Completed secondary/higher a a 233 213 22.1 233 a 24.5
Total 19.7 19.6 19.1 20.1 20.1 20.1 19.7 19.7

a birth by age x.

Note: The medians for cohort 15-19 could not be determined because half the women have not yet had a birth,
8Medians were not calculated for these cohorts because less than 50 percent of women in the age group x to x+4 have had

3.5 Teenage Pregnancy and Motherhood

One of the targets outlined in the National Policy on Population is: "to reduce pregnancy to mothers
below 18 years and above 35 years of age by 50 percent by 1995 and by 90 percent by the year 2000." Table
3.9 shows the percentage of women age 15-19 who are mothers or pregnant with their first child. About 40
percent of teenagers 18 years of age have already begun childbearing (have already given birth, or are
pregnant with their first child), and 30 percent of teens 17 years of age. Attempts to reduce early childbearing
need to target women in the North, where 48 percent of teens have begun childbearing, compared with 14

percent in the South.
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Table 3.9 Teenage pregnancy and motherhood
Percentage of teenagers 15-19 who are mothers or pregnant with their first
child, by selected background characteristics, Nigeria 1990
Percentage who are: Percentage
who have
Pregnant  begun Number
Background with first  child- of
characteristic Mothers child bearing  teenagers
Age
15 9.3 3.9 13.1 373
16 14.9 59 20.8 322
17 247 55 30.2 326
18 34.4 5.0 39.3 333
19 39.0 38 42.8 259
Residence
Urban 14.6 2.8 17.4 462
Rural 27.0 5.6 32.7 1,150
Education
No education 434 8.6 52.1 545
Some primary 19.2 7.4 26.6 193
Completed primary 18.1 3.1 21.2 329
Some secondary 7.0 1.2 8.2 3
Completed secondary/higher 11.2 1.0 12.2 169
Region
Northeast 39.5 10.7 502 352
Northwest 40.7 56 46.2 308
Southeast 139 2.9 16.7 570
Southwest 9.1 1.6 10.8 381
Total 235 4.8 28.3 1,612

Figure 3.3 shows the percentage of teenagers who have begun childbearing (have already given birth,
or are pregnant with their first child), by region. The differences between regions are great: four times as
many women age 17 in the Northeast have begun childbearing as in the Southeast.
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Figure 3.3
Percentage of Teenagers Who Have Begun
Childbearing, by Region
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Whereas most teens who have begun childbearing have given birth only once, a small proportion
have given birth twice. Table 3.10 shows the distribution of women age 15-19 by number of children ever
bom, excluding those who are currently pregnant. Eleven percent of women age 18 have given birth to two
children, By giving birth early and presumably with short birth intervals, these women and their children are
at a higher risk of dying. The issue of high-risk childbearing is discussed in Chapter 8.

Table 3.10 Children bom to teenagers
Percent distribution of teenagers 15-19 by number of children ever horn (CEB), Nigeria
1990
Number of Mean
children ever born number  Number
of of

Age 0 1 2+ Total CEB teenagers
15 90.8 8.4 09 100.0 0.1 373
16 85.1 13.6 13 100.0 0.2 322
17 753 17.7 10 100.0 0.3 326
18 65.6 23.8 10.6 100.0 0.5 333
19 61.0 25.8 13.2 100.0 0.6 259
Total 76.5 173 6.2 100.0 0.3 1,612
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CHAPTER 4

FERTILITY REGULATION

4.1  Knowledge of Contraception

Determining the level of knowledge of contraceptive methods and of services was a major objective
of the Nigeria DHS survey, since knowledge of specific methods and of the places where they can be obtained
is a precondition for use. Information about knowledge of contraceptive methods was collected by asking
the respondent t0 name ways or methods by which a couple could delay or avoid pregnancy. If the
respondent failed to mention a particular method spontaneously, the interviewer described the method and
asked if she recognised it. Eight moderm methods—the pill, IUD, injection, foaming tablets, barrier methods
(diaphragm, foam and jelly), condoms, female sterilisation and male sterilisation—were described, as well
as two traditional methods—periodic abstinence (rhythm method) and withdrawal. Any other methods
mentioned by the respondent, such as herbs or breastfeeding, were also recorded. For each method
recognised, the respondent was asked if she knew where a person could obtain the method. If she reported
knowing about the rhythm method, she was asked if she knew where a person could obtain advice on how
10 use the method.

Table 4.1 indicates that less than half (46 percent) of all Nigerian women age 15-49 know of at least
one method of family planning. Looked at another way, this means that over half of thc women reported that

Table 4.1 Knowledge of contraceptive methods and source for methods
Percentage of all women and currently married women who know specific
contraceplive methods and who know a source (for information or services),
by specific methods, Nigeria 1990
Know method Know a source
Currently Currently
Contraceplive All married All married
method women women women women
Any method 45.7 43.6 340 319
Modern method 43.5 412 332 31.2
Pill 351 3318 25.0 24.1
IuD 20.3 19.8 159 15.6
Injection 342 336 25.2 24.8
Foaming tablets 10.7 9.6 8.1 7.1
Disphragm/ffoam/jelly 1.9 13 6.2 5.7
Condom 24.1 21.6 17.7 159
Female sterilisation 20.4 194 15.7 149
Male sterilisation 7.5 6.7 5.6 4.9
Any traditional method 25.7 23.6 10.8 8.9
Rhythm 173 14.7 10.8 3.9
Withdrawal 14.2 124 NA NA
Other traditional methods 10.0 103 NA NA
Number of women 8,781 6,880 8,781 6,880
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they did not know any method of family planning, Knowledge of methods was slightly lower among
cutrently married women and higher among never-married women than among all women. However, since
it is currently married women who are at greatest risk of pregnancy, this chapter focuses primarily on them.

Almost twice as many married women reported knowing a modern method (41 percent) as reported
knowing a traditional method (24 percent). The most frequently reported methods are the pill and injection,
each known by 34 percent of married women. Following these, the condom, IUD, and female sterilisation
are the most commonly known methods (about 20 percent of married women). Other modem methods
(foaming tablets, diaphragm, and male sterilisation) are less well known. As for traditional methods, about
15 percent of married women know the rhythm method, i.e, periodic abstinence, while 12 percent know
withdrawal.

Although the level of contraceptive knowledge in Nigeria is low, there has becn improvement over
time. In the 1981/82 Nigerian Fertility Survey (NFS), onty 34 percent of all women' reported that they had
heard of any method (National Population Burcau and World Fertility Survey, 1984, Table 7.2). Thus, in the
10 years between the NFS and the NDHS, the level of contraceptive knowledge increased by 35 percent.
There were also large increases in the proportion of women who know specific methods (see Figure 4.1).

Not all women who know a family planning method know where they can obtain it. One-quarter of
the women who have heard of the two most frequently mentioned methods, the pill and injection, do not
know a place where they can obtain the methods. The same is true for condoms. Overall, only one-third of

Figure 4.1
Trends in Contraceptive Knowledge
Women 15-49, NFS and NDHS Surveys

Any method

Pill

D

Injection

Condom

Female sterilisation
Male sterilisation
Rhythm

Withdrawal
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! Data from the NFS are tabulated for all women, not just currenily marrie¢ women,
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currently married women know a place where they can obtain some method of family planning. As with
knowledge of the methods themselves, knowledge of places where specific methods can be obtained is
slightly higher among women who have never been married than among those who are currently married.

Table 4.2 indicates that among married women, knowledge of at least one contraceptive method is
somewhat higher among women in their late 20s than among younger or older women. This is also true for
knowledge of at least one modem method and knowledge of a place to obtain a modem method. Knowledge
of contraceptive methods and their sources differs substantially by urban-rural residence. The proportion of

Table 4.2 Knowledge of modern contraceptive methods and source for
methods
Percentage of currently married women who know at least one modern
contraceptive method and who know a source (for information or services),
by selected background characteristics, Nigeria 1990
Know a
Know Know  source for Number

Background any amodem modern of
characteristic method  methed! method women
Age

15-19 31.7 30.5 23.0 597

20-24 454 421 3.8 1,279

2529 49.2 47.2 36.1 1,492

30-34 43.5 41.9 301 1,348

35-39 44.4 42.1 34.0 892

40-44 439 414 313 731

45-49 35.3 30.2 239 543
Residence

Urban 70.4 68.5 58.9 1,476

Rural 36.3 33.7 23.7 5,404
Region

Northeast 4.0 21.9 179 1,849

Northwest 30.3 217 15.1 1,944

Southeast 56.6 539 40.9 1,801

Southwest 73.6 71.4 61.2 1,287
Education

No education 29.1 26.7 183 4,610

Some primary 63.1 60.2 43.0 594

Completed primary 67.2 64.5 52.6 911

Some secondary 83.8 82.0 66.0 322

Completed secondary/higher 90.8 89.4 81.9 438
Total 43.6 41.2 312 6,380
Includes pill, TUD, injection, vaginal methods (foaming tablets/diaphragm/
foam/jelly), condom, female sterilisation, and male sterilisation,
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urban married women who know at least one family planning method (70 percent) is twice that of rural
women (36 percent), The same relationship holds for knowledge of a modem method; however, knowledge
of a source for a modem method shows an even wider differential, with almost 60 percent of urban women
knowing a source, compared to only 24 percent of rural women. This means that, not only are rural women
less likely than urban women to know specific contraceptive methods, but even among those who do, a
smaller percentage know of a source for these methods.

Differences in contraceptive knowledge by region are large. The proportion of married women who
have heard of at least one family planning method is three times higher in the Southwest (74 percent) than
in the Northeast (24 percent). The level of knowledge in the Southeast (57 percent) is also higher than in the
Northwest (30 percent). The same pattern holds for knowledge of modern methods and for knowledge of
where these methods can be obtained.

There are also large differences in contraceptive knowledge by educational attainment. Fewer than
30 percent of women with no education say that they have heard of any method of family planning, compared
to two-thirds of those with primary education and over 80 percent of those with some secondary education.
Over 90 percent of respondents who completed secondary school have heard of a family planning method.

4.2 Ever Use of Contraception

All women interviewed in the NDHS who said that they had heard of a method of family planning
were asked if they had ever used it. Only one in seven Nigerian women (15 percent} has ever used a method
of family planning and only one in eleven (9 percent) has ever used a modern method (see Table 4.3). A
slightly smaller proportion of currently married women (14 percent) have ever used family planning than
among all women (15 percent). Ever-use is lowest for those in the youngest and oldest age groups (15-19
and 45-49 years) and is relatively uniform for those in the intermediate age groups. Ever-use of modem
methods among currently married women is only slightly higher than ever-use of traditional methods. The
most widely used methods are the pill (5 percemt of married women) and rhythm method, i.¢., periodic
abstinence (4 percent). Three percent of married women have ever used withdrawal, and two percent cach
have ever used condoms, injection, and the IUD.

The level of ever use of family planning appears to remain constant over time, with 14 percent of
currently married women in both the 1981/82 NFS and the 1990 NDHS saying they had used a family
planning method sometime® (London, et al., 1985). However, most of the ever-use reported in the earlier
survey consisted of prolonged abstinence, which was not specifically asked about in the NDHS and is not
considered a family planning method as such. Ever use of modern methods increased among cutrently
married women from 2 percent in 1981/82 to § percent in 1990.

? Data from the NFS cited here are not strictly comparable to those from the NDHS, since they refer Lo women age
15-44, instead of 15-49; however, the effect of this discrepancy is minimal.
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Table 4.3 Ever use of contraception

Percentage of all women and currently married women who have ever used a contraceptive method, by specific methods
and age, Nigeria 1990

Age of woman

Background All
characteristic 15-19 20-24 25.29 30-34 35-39 40-44 45-49 Ages
ALL WOMEN
Any method 8.3 18.0 18.7 14.1 18.3 15.7 12.7 i5.2
Modern method 4.0 10.1 11.3 8.0 12.3 11.5 7.1 9.0
Pill 1.8 5.0 6.5 4.5 7.0 59 4.6 4.9
IUD 0.2 0.7 1.3 1.8 il 38 2.0 1.6
Injection 0.5 1.5 1.6 2.0 3.0 3.9 22 1.8
Foaming tablets 07 0.6 0.6 0.6 1.1 0.8 0.0 0.6
Diaphragm/foam/jelly 0.2 0.1 03 0.2 03 0.1 0.0 0.2
Condom 1.6 4.6 38 1.9 1.6 1.0 1.0 2.5
Female sterilisation 0.0 0.0 0.1 0.1 04 1.3 0.6 0.2
Male sterilisation 0.0 0.1 0.0 0.1 0.2 0.0 0.0 0.0
Any traditional method 59 12.8 11.7 9.0 8.6 6.5 8.0 9.3
Rhythm 39 1.7 7.8 45 4.5 31 3.4 54
Withdrawal 1.8 5.0 5.5 33 2.6 2.1 1.9 1.5
Other traditional methods 1.3 2.7 1.8 2.5 2.7 2.4 3.7 2.3
Number of women 1,612 1,676 1,669 1,410 954 836 624 8,781

CURRENTLY MARRIED WOMEN

Any method 44 13.4 16.0 13,7 17.3 16.2 12.1 14.0
Modern method 2.2 73 9.6 7.6 11.3 12.1 7.2 8.4
Pill 1.0 4.1 5.6 44 6.1 6.4 4.5 4.8
IUD 0.3 0.7 1.2 19 2.6 4.1 23 1.7
Injection 0.5 1.5 1.3 1.7 31 4.0 2.4 1.9
Foaming tablets 0.1 0.2 0.6 0.5 1.2 1.0 0.0 0.5
Diaphragm/foam/jelly 0.0 0.0 0.2 0.2 0.3 0.1 0.0 0.1
Condom 0.7 2.2 33 1.8 1.7 1.0 1.0 2.0
Female sterilisation 0.0 0.0 0.1 0.1 0.4 1.4 0.5 0.3
Male sterilisation 0.0 0.0 0.0 0.1 0.2 0.0 0.0 0.0
Any traditionsl method 29 9.0 9.6 8.7 8.7 6.6 6.9 8.1
Rhythm 1.0 5.0 6.1 43 48 31 2.3 43
Withdrawal 1.1 2.5 4.6 1 2.5 2.2 1.3 2.8
Other traditional methods 1.2 2.4 1.7 24 2.7 2.3 37 2.3
Number of women 597 1,279 1,492 1,348 892 731 543 6,880
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4,3  Current Use of Contraception

Only 6 percent of currently married women in Nigeria are using a contraceptive method (see Table
4.4). Contraceptive use among women who are not married is twice as high, 13 percent (not shown). Since
it is customary to analyze contraceptive use among currently married women, this chapter focuses primarily
on married women.

Table 4.4 Current vse of contraception

Percent distribution of all women and of currently married women by contraceptive method currenily used, according to age, Nigeria
1990

Age of woman

Method 15-19 20-24 25-29 30-34 35-39 40-44 45-49 1544 15-49
ALL WOMEN
Any method 59 9.5 8.6 6.5 8.4 19 4,2 7.8 7.5
Any modern method 19 s 19 36 53 5.4 3.3 38 38
Fill 1.0 1.7 1.7 1.1 1.7 1.1 13 14 1.4
Iup 0.1 0.3 0.9 1.1 12 1.7 0.6 0.7 0.7
Injection 0.1 0.7 0.4 0.9 1.5 1.1 0.6 0.7 0.7
Foaming tablets 03 0.1 0.1 0.2 0.2 0.2 0.0 0.2 0.2
Condom 0.4 1.1 0.8 0.2 03 0.1 0.1 0.6 0.5
Female sterilization 0.0 0.0 0.1 0.1 0.4 13 0.6 0.2 0.2
Any fraditional method 39 5.6 4.6 28 31 25 1.0 4.0 3.8
Rhythm 29 37 33 15 1.6 1.0 0.3 26 2.4
Withdrawal 0.5 1.2 0.9 0.5 0.6 0.8 0.1 0.8 0.7
Other traditional methods 0.6 0.8 04 0.7 1.0 0.7 0.5 0.7 0.7
Not using 94.1 90.5 914 93.5 91.6 92.1 95.8 922 92.5
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 1,612 1,676 1,669 1,410 954 836 624 8,157 8,781

CURRENTLY MARRIED WOMEN

Any method 1.3 5.1 6.0 6.5 8.6 8.4 4.6 6.1 6.0
Any modern method 0.6 2.7 31 3.7 5.4 5.8 36 35 35
Pilt 0.2 14 1.2 1.1 1.8 1.2 L5 1.2 1.2
D 0.0 0.2 0.7 1.1 1.0 19 0.7 0.8 0.8
Injection 0.0 0.6 03 0.9 1.6 1.0 0.7 0.8 0.7
Foaming tablets 0.0 0.1 0.1 0.2 0.2 0.2 0.0 01 0.1
Condom 0.4 0.4 0.6 0.2 04 0.1 0.1 0.4 0.4
Female sterilisation 0.0 0.0 0.1 0.1 0.4 1.4 0.5 03 03
Any traditional method 0.7 2.4 3.0 2.7 3.2 26 1.0 26 2.5
Rhythm 0.2 1.6 20 1.4 17 1.0 0.4 14 1.4
Withdrawal 0.3 0.4 0.7 0.6 0.6 0.9 0.0 0.6 0.5
Other traditional methods 03 0.4 0.4 0.8 09 0.7 0.6 06 0.6
Not using 98.7 94.9 94.0 93.5 91.4 916 95.4 93.9 94.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 597 1,279 1,492 1,348 892 731 543 6,338 6,880

Almost as many married women are using traditional methods (3 percent) as are using modern
methods (4 percent). The most popular contraceptive method is the thythm method, i.e, periodic abstinence,
followed by the pill, IUD, and injection, each of which is used by about one percent of married women.
Contraceptive use is highest among women in their late 30s and early 40s, and lowest among women age
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15-19. This pattern is most likely due largely to the fact that 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 reasons, younger women are more likely to use less effective methods such as
withdrawal or rhythm, or temporary methods such as the condom, while older women are more likely to use
more effective methods such as the pill, IUD, and injection.

As with the data on ever use, it appears at first glance that the level of current use of family planning
has changed little over time, increasing among married women age 15-44 from 5 percentin 1981/82 (London,
et al., 1985) to 6 percent in 1990, However, most of current use in the earlier survey was of traditional
methods, almost exclusively prolonged abstinence. Looking just at modem methods, current use increased
from 1 percent to 4 percent among married women age 15-44.

While overall use of family planning is quite low, the NDHS data show that some women are more
likely to be using contraception than others (see Table 4.5 and Figure 4.2), Women most likely to be using

Table 4.5 Current use of contraception by background characteristics
Percent distribution of curmrently married women by contraceptive method currently used, according to selected
background characteristics, Nigeria 1990
Modem methods Traditional methods
Not
Any Any Periodic using Number

Background Any modern Injec- Con- trad. absti- With- any of
characteristic method method Pill IUD tion dom method nence drawal Other method Total women
Residence

Urban 14.8 96 3.1 25 1.8 1.1 52 35 11 06 852 1000 1476

Rural 36 19 0.7 03 04 01 1.7 0.8 04 05 964 1000 5404
Reglon

Northeast 2.0 13 0.8 0.1 0.5 0.0 0.7 00 0.2 05 o080 1000 1,849

Northwest 1.2 07 04 02 00 00 05 00 00 04 988 1000 1944

Southeast 8.8 39 08 09 1.1 0.5 50 35 1.0 05 912 1000 1801

Southwest 15.0 10.5 4.0 25 1.6 12 45 23 1.1 1.1 850 1000 1,287
Education

No education 2.0 13 085 02 03 00 07 01 01 04 980 1000 45610

Some primary 7.8 a9 13 06 1.1 00 39 15 1.4 1.0 922 1000 594

Completed primary 10.5 64 20 1.9 1.4 03 41 28 0.5 0.8 895 1000 911

Same secondary 17.0 97 32 1.7 2.8 1.1 13 41 21 1.1 830 1000 322

Completed secondary/higher 28.4 167 55 44 1.6 42 117 90 22 04 716 1000 438
Number of lving children

None 42 16 0% 00 03 03 26 20 03 03 958 1000 ‘ 802

1 s 1.7 07 0l 0.1 0.6 i8 09 06 03 965 1000 1,154

2 4.1 2.6 09 0.3 0.6 0.7 1.6 0.8 0.2 0.5 959 1000 1,172

3 5.1 28 09 08 05 01 23 13 05 05 949 1000 1051

4 7.0 4.5 1.1 19 09 03 25 15 05 05 930 1000 894

5 or more 9.6 62 22 14 1.5 02 35 17 08 1.0 90.4 1000 1,806
Total 6.0 3.5 12 08 07 04 25 1.4 05 0.6 94.0 100.0 6,880
Note: Total users of modem methods and all methods include users of foaming 1ablets (0.1 percent of women) and female sterilisation
(0.3 percent of women).
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Figure 4.2
Current Use of Contraception
Currently Married Women 15-49
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contraception are those in urban areas, those in the Southwest, those with more education, and those with five
or more children. Urban women are four times more likely to be using family planning (15 percent) than

rural women (4 percent). Both urban and rural women rely primarily on the rhythm method, followed by the
pill.

The proportion of married women using any method of contraception varies widely by region, from
1 percent in the Northwest to 15 percent in the Southwest. In the North, the pill and traditional methods
(other than rhythm, i.e., periodic abstinence, and withdrawal) are the most frequently used methods; in the
Northeast, injection is also used. Inthe Southeast, the rhythm method is the most popular method, followed
by injection, withdrawal, the IUD, and the pill, all of which have about the same level of use. In the
Southwest, the pill, IUD, and rhythm are the most widely used methods,

Greater use of family planning among women with formal education—an association documented
in countries around the world—also occurs in Nigeria. Contraceptive use increases steadily with increasing
level of education, from 2 percent of women with no education to more than one-quarter (28 percent) of those
who have completed secondary education. At all educational levels, traditional methods account for around
half or just under half of all use, and the thythm method is the single most widely used method for all but
those with no education. As for modern methods, the pill is the most popular method among all educational
groups. Use of condoms is limited to those who have secondary schooling.

Contraceptive use varies little according to the number of children a woman has, up to four children.
As the number of children increases, use of modern methods becomes more important in the overall method
mix.
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44  Number of Children at First Use of Contraception

In many cultures, family planning is used only when couples have already had as many children as
they want. As the concept of planning families gains acceptance, however, couples may begin to use
contraception for spacing births as well as for limiting family size. Moreover, unmarricd young women may
be particularly motivated to use family planning to avoid an unwanted pregnancy.

Table 4.6 shows the number of children a woman had when she first used contraception. For older
age cohorts, women generally started using family planning only after they had had five or more children.
For younger age cohorts, women were more likely to have started using family planning before they had had
any children. For example, roughly the same proportion of women age 45-49 and 20-24 have ever used a
contraceptive method (13 percent and 14 percent, respectively). However, while over half of the ever users
age 45-49 waited until they had had at least four children, half of the ever users age 20-24 started 1o use a
method before they had had any children at all, This reflects a shift towards use of family planning for

spacing purposes.

Table 4.6 Number of children at first use of contraception
Percent distribution of ever-married women by number of living children at the time of first use of contraception, according
to current age, Nigeria 1990
Number of living children at time

Never of first use of contraception Number
Current used of
age contraception 0 1 2 3 4 5+ Total women
15-19 95.7 2.4 1.8 0.0 0.0 0.0 0.0 100.0 622
20-24 86.3 6.6 37 19 1.0 0.2 0.0 100.0 1,312
25-29 84.0 4.7 4.0 29 23 1.1 1.0 100.0 1,537
30-34 86.2 23 28 24 1.5 1.8 28 100.0 1,397
35-39 823 22 1.1 2.6 1.8 2.7 7.0 100.0 943
40-44 843 1.5 1.5 1.2 2.6 23 6.1 100.0 834
45-49 87.3 0.9 1.2 0.7 2.7 1.2 59 100.0 624
Total 85.9 3.4 2.6 1.9 1.7 1.3 2.9 100.0 7,268

4.5  Use of Social Marketing Brand Pills

Several years ago, a social marketing programme was launched to distribute oral contraceptives (the
pill) through the private sector. The programme operates by providing a large pharmaceutical company with
pills for a price that is just above cost. The company then sells them through its roughly 4000 outlets
throughout the country, More recently, the programme was expanded to include condoms and foaming
tablets, but this change was 100 recent to be measured in the NDHS.

In order 10 measure the extent to which the programme has reached the general public, all NDHS
respondents who reported that they were currently using the pill (121 women) were asked to show the packet
of pills they were using, or, if they could not, to tell the interviewer which brand they were using. Overall,
only 4 percent of pill users were using either of the two social marketing brands, Nordiol and Norquest. The
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proportion was the same in urban and rural areas (4 percent in urban, 5 percent in rural areas). The social
marketing project seems to have made the greatest impact in the Southeast, where 10 percent of pill users are
using a social marketing brand; in the Southwest, the proportion is only 3 percent. There were too few pill
users in the Northeast and Northwest to tabulate brand used. In fact, even in the two southern regions, the
numbers of pill users is small, and, consequently, the data on brands used are subject to relatively high
sampling errors. It should be noted that both brands are available through outlets other than those of the
social marketing project; however, most users of these brands probably obtained them through project outlets.

4.6  Knowledge of the Fertile Period

A basic knowledge of reproductive physioclogy is useful for successful practice of coital-related
methods such as withdrawal, the condom, or barrier methods, but it is especially important for users of
periodic abstinence or the rhythm method. The successful practice of periodic abstinence depends on an
understanding of when during the ovulatory cycle a woman is most likely to conceive, Table 4.7 presents
the percent distribution of all respondents and those who have ever used periodic abstinence by reported
knowledge of the fertile period in the ovulatory cycle,

Table 4.7 Knowledge of fertile period

Percent distribution of all women and of women who
have ever used periodic abstinence by knowledge of
the fertile period during the ovulatory cycle, Nigeria
1990

Ever users
Perceived All of periedic
fertile peried women  azbslinence
During menstrual period 23 3.7
Right after period has ended  30.2 34.1
In the middle of the cycle 20,0 42.6
Just before period begins 27 31
At any time 9.4 84
Don’t know 351 19
Total 100.0 100.0
Number 8,781 474

Thirty-five percent of the women interviewed said they did not know when a woman is most likely
to conceive and 30 percent said that a woman is most likely to conceive just after her period has ended. Only
20 percent gave the "correct” response: that a woman is most likely to conceive in the middle of her
ovulatory cycle. Ever-users of periodic abstinence are more knowledgeable about the ovulatory cycle than
women in general. Forty-three percent identified the fertile time as occurring in the middle of the cycle, and
only 8 percent said they did not know when it occurred. It should be noted that the precoded response
categories for this question are only one way of dividing the cycle into distinct periods. Women may actually
have a more accurate understanding of their fertility cycles than is reflected by these categories. However,
it appears that almost half of all women and one-fifth of those who have used periodic abstinence do not
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understand the ovulatory process, since they either reported that they did not know when a woman is most
likely to get pregnant or they gave answers such as "during her period” or "at any time."

4.7  Sources for Family Planning Methods

All current users of modern methods of family planning were asked to report the source from which
they most recently obtained their methods. Because women often do not know exactly which category the
source they use falls into (e.g., govemnment hospital, private health centre, etc.), interviewers were instructed
1o write the name of the source. Supervisors and field editors were to verify that the name and the type of
source were consistent, asking cluster informants for the names of local family planning sources if necessary.
This practice was designed to improve the reporting of data on sources of family planning.

Table 4.8 indicates that 37 percent of modem method users last obtained their methods from public
(government) sources, while 47 percent relied on private sources, and 4 percent used outlets of the Planned
Parenthood Federation of Nigeria. Government hospitals were the single most frequently cited source, 26

percent of users. In fact, one-half of users obtained their methods from hospitals or health centres, whether
public or private.

Table 4.8 Source of supply for modern contraceptive methods

Percent distributdon of current users of modern contraceptive methods by most recent
source of supply or information, according to specific method, Nigeria 1990

Durex/
Source Bill IUD  Injection Condom  Total’
Total government 29.0 61.0 44.9 (13.4) 36.7
Government hospital 19.5 412 31.9 (1.2) 25.9
Government health centre 8.2 19.8 10.9 (6.2) 100
Government doctor 1.3 0.0 2.1 (0.0) 0.9
PPFM 23 7.8 36 (3.6) 43
Total private 62.1 20.0 48.5 (54.9) 47.2
Private doctor 1.5 0.7 8.3 (0.2) 2.2
Private hospital/health centre 4.1 18.6 35.6 4.0) 13.2
Private pharmacy 239 0.0 0.0 (14.2) 11.7
Private patient medical office  28.8 0.0 30 (30.7) 173
Private market 2.0 0.0 0.0 (4.1) 1.3
Private place of work 1.8 0.8 1.6 (1. 13
Total other sources 5.9 111 3.0 (11..7) R8.R
Mission 1.5 10.1 1.6 0.0) 50
Friends/relatives 4.4 1.0 1.3 (11.3) 37
Don't know/Missing 0.7 0.0 0.0 (16.4) 29
Total 100.0 100.0 100.0 100.0 100.0
Number of users 121 65 61 46 329

Users of foaming tablets (0.2 percent) and female sterilisation (0.2 percent) are excluded
because there are fewer than 25 cases for each category,
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Which source a woman uses depends on many things, one of which is the type of method she has
chosen. Most pill users obtain supplies from private sources, one-quarter from pharmacies and one-quarter
from patent medicine shops. Conversely, the IUD is obtained largely from govemment facilities,
approximately two-fifths from government hospitals and one-fifth from government health centres. Injections
are obtained about equally from government and private sources. Most condoms are purchased from patent

medicine shops and pharmacies, and the condom is the method most likely to be obtained from friends or
relatives.

Overall, govermment sources supply 30 percent of pill users, 61 percent of IUD users, 45 percent of
injection users, and 13 percent of condom users. Private sources supply 62 percent of pill users, 20 percent

of IUD users, 49 percent of injection users, and 55 percent of condom users. Figure 4.3 summarises the
sources for current users of all modemn methods combined.

Figure 4.3
Sources of Family Planning Methods
Current Users of Modern Methods

Private 47%
Other 9%

Don't Know/ §
Missing 3%

PPFN 4%

Government 37%

NDHS 1590

Women who are currently using a modem contraceptive method were asked how long it takes to
travel from their home to the place where they obtain the method. Nonusers were asked if they knew a place

where they could obtain a modern method and, if so, how long it would take to travel there. The results are
shown in Table 4.9.

Looking first at women who are currently using a modem method, 34 percent are within 30 minutes
of the place to which they go to get their method, while 30 percent are 30 minutes to one hour from their
source. Only 22 percent of users of modern methods are one hour or more from their source of supply. As
expected, urban users are generally closer than rural users to their supply sources.
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Table 4.9 Time to source of supply for modemn contraceptive methods

Percent distribution of women who are currently using a modern contraceptive methed, of women whe ate not
using a modern method, and of women who know a method, by time to reach a source of supply, according to
urban-rural residence, Nigeria 1990

Women who are currently  Women who are not using Women who know a
using a modern method & modem method contraceptive method
Minutes
to source Urban Rural Total Urban Rural Total Urban  Rural  Total
0-14 222 9.1 171 12.1 29 5.0 15.5 6.9 10.2
15-29 17.4 16.8 17.1 11.5 1.8 4.0 14.2 43 8.4
30-59 31.1 28.3 30.0 16.5 54 79 21.2 12.6 159
60 or more 17.0 30.6 223 9.5 13.7 12.7 12.1 28.0 219

Does not know time 11.4 14.4 12.6 3.8 1.6 2.1 4.8 4.1 4.3
Does not know source 1.0 0.8 0.9 459 73.7 67.5 209 35.0 29.6
Not stated 0.0 0.0 0.0 0.6 0.9 0.8 113 8.5 9.6

Total 1000 1000 1000 1000 1000 100.0 1000 1000 1000
Median time to source  30.2 308 304 30.1 60.4 40.6 30.1 60.2 309

Number of women 200 129 329 1,821 6,296 8,117 1,542 2,475 4,017

Among women who are not currently using a modern method, two-thirds (68 percent) do not know
a source for a modern contraceptive method. Since this question was asked of all nonusers and includes
women who do not know a method, it is not surprising that so many do not know a source. The final panel
of Table 4.9 is based on all women who know a method. Since women who were using a traditional method
were not asked the questions on distance to a source of family planning, they are categorized as "not stated”
in this panel. Even among women who know of at least one family planning method, 30 percent say they do
not know of a place to get amodern method, and fewer than 20 percent are within 30 minutes of a source for
a modermn method. Among those who know a source, in urban areas there is no difference in the median
distance (time) to a source between users and nonusers of modem methods; however, in rural areas, women
who do not use are on average twice as far away from a source.

4.8 Intention to Use Family Planning Among Nonusers

Women who were not using a contraceptive method at the time of the survey were asked if they
thought they would do something to keep from getting pregnant at any time in the future. Among currently
married nonusers, a large majority (68 percent) said they do not intend to use family planning in the future
(see Table 4.10). About one in five nonusers (22 percent) said they did intend to use in the future; just over
half of these women said they planned to use a method within the next 12 months. Intention to use family
planning is closely related to the number of children a woman has. While only 9 percent of childless nonusers
said they intended to use family planning in the future, 26 percent of nonusers with four or more children said
they intended to use.

Perhaps because contraceptive use is so low in Nigeria, the majority of those who say they intend to
use contraception in the future are women who have never used. Those who used in the past but are not
currently using make up less than one-quarter of those who intend to use in future.
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Table 4.10 Future use of contraception

Percent distribution of currently married women who are not using a contraceptive method by past
experience with contraception and intention to use in the future, accerding 10 number of living
children, Nigeria 1990

Past experience Number of living children’
with contraception
and future intentions 0 1 2 3 4+ Total

Never used contraception

Intends to use in next 12 months 14 6.2 7.2 74 13.1 89
Intends to use later 49 94 1.9 83 7.0 7.6
Unsure as to intention 12.9 9.0 9.3 8.2 9.7 9.5
Does not intend to use 76.4 68.1 67.5 67.9 60.1 65.5
Previously used contraception
Intends to use in next 12 months 0.6 2.0 2.6 39 4.6 33
Intends to use later 20 27 1.9 1.7 13 1.8
Unsure as to intention 0.2 0.7 0.9 0.4 0.6 0.6
Does not intend to use 1.6 1.9 2.6 2.2 3.4 2.7
Total 100.0 100.0 100.0 100.0 100.0 100.0
All currently married nonusers
Intends to use in next 12 months 2.0 8.1 9.7 11.3 17.7 12.2
Intends to use later 6.9 12.1 9.9 10.0 8.3 9.4
Unsure as to intention 13.1 9.7 10.2 8.6 10.3 10.2
Does not intend to use 78.0 70.1 70.1 70.2 63.6 68.2
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 578 1,127 1,095 1,058 2,606 6,465
ncludes current pregnancy

Table 4.11 presents the reasons for not using contraception given by women who do not intend to
use a method. Of the 68 percent of married nonusers who say they do not intend 1o use family planning in
the future, almost half say they do not intend to use because they want children (47 percent). Other reasons
given are "religion" (12 percent), lack of knowledge (12 percent), and "fatalism" (6 percent), which
encompasses responses that imply that there is nothing the woman can do about the number of children she
will have. Women under age 30 are more likely to say that they do not intend to use because they want
children, while those age 30 and over are more likely to cite reasons such as being menopausal or infecund
("difficult to get pregnant"), or lack of knowledge.
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Table 4.11 Reasons for not using contraception
Percent distribution of women who are not using a
contraceptive method and who do not intend to use in the future
by main reason for not using, according to age, Nigeria 1990
Age
Reason for not using
contraception 1529 3049  Total
Wants children 571 316 471
Lack of knowledge 9.3 14.0 11.7
Fatalistic 53 6.0 57
Costs too much 0.2 0.5 0.4
Side effects 22 35 29
Health concerns 0.7 1.4 1.1
Hard to get methods 0.6 0.4 0.5
Religion 12.1 12.3 12.2
Opposed to family planning 34 4.4 39
Partner opposes family planning 28 2.2 25
Others oppose family planning 0.5 0.2 04
Infrequent sex 0.4 13 09
Difficult to get pregnant 1.9 63 42
Menopausal/hysterectomy 0.0 6.0 32
Inconvenient 0.6 1.0 0.8
Other reasons 0.4 0.6 0.5
Den't know 2.1 1.9 2.0
Total 100.0 1000 1000
Number of women 2,092 2315 4,408

Nonusers who said that they did intend to use family planning in the future were asked which method
they preferred to use (see Table 4.12). Most of these women said they preferred to use either the pill (30
percent) or injection (24 percent), while almost one-quarter (23 percent) were unsure which method they
might use. Women who intend to use in the next 12 months are more likely to know which method they
prefer to use and strongly favour the pill, while women who intend to use aftcr 12 months are more likely to
say they are unsure of which method they might use.
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Table 4.12 Preferred method of contraception for future use

Percent distribution of currently married women who are not
using a contraceptive method but who intend to use in the
future by prefarred method, according to whether they intend
to use in the next 12 months or later, Nigeria 1990

Intend to use

In next  After

Preferred method 12 12

of contraception months months  Total
Pill 34.0 242 297
IUD 6.2 4.4 5.5
Injection 26,7 21.2 243
Foaming tablets 03 03 03
Diaphragm/foam/jelly 1.1 0.8 1.0
Durex/Condom 1.7 2.6 2.0
Female sterilisation 4.2 3.6 3.9
Rhythm 52 5.6 5.4
Withdrawal 1.8 2.2 2.0
Other 2.8 3.1 30
Unsure/Don’t know 16.1 31.9 23.0
Totaf 100.0  300.0  100.0
Number of women 790 607 1,397

4.9  Approval of Family Planning

All respondents in the NDHS were asked if they had heard a message about family planning on radio
or television in the month preceding the survey. One in four women said they had heard a message, while
three-quarters had not (see Table 4.13). The proportion of women who had heard family planning messages
varied widely by background characteristics. One-half of women who live in urban areas or in the Southwest
had heard messages, compared 10 less than 20 percent of women living in rural areas or in regions other than
the Southwest. More educated women were also much more likely to have heard a family planning message
on radio or television than their less educated counterparts.
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Table 4.13 Family planning messages on radio and television
Percent distribution of all women by whether they have heard a family
planning message on radio or on television in the month preceding the
survey, according to selected background characteristics, Nigeria 1990
Heard family planning
message on radio
or on televisicn Number
Background of
characteristic No Yes Total women
Residence
Urban 50.2 49.8 100.0 2,187
Rural 83.8 16.2 100.0 6,594
Region
Northeast 84.7 153 100.0 2,000
Northwest 80.1 19.9 100.0 2,098
Southeast 79.5 20.5 100.0 2,769
Southwest 54.5 45.5 100.0 1,915
Education
No education 84.5 15.5 100.0 5,020
Some primary 78.8 21.2 100.0 794
Completed primary 66.8 33.2 100.0 1,300
Some secondary 58.8 41.2 100.0 765
Completed secondary/higher 48.2 51.8 100.0 894
Total 75.4 24.6 100.0 8,781

Table 4.14 presents results from a question on whether women believe it acceptable or not acceptable
to air family planning messages over radio or television. Just over half the women interviewed said that such
messages are acceptable to them.* The proportion of women who think family planning messages are
acceptable varies little according to the age group of the woman; only those age 45-49 are slightly less likely
to find such messages acceptable. However, there are strong differences in the acceptability of family
planning messages by background characteristics. Women living in urban areas or in the Southwest, as well
as more educated women are much more likely Lo accept family planning messages on radio or television than
other women.

3 Although not shown in Table 4.14, 30 percent said that it was not acceptable and 14 percent had no opinion,
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Table 4.14 Acceptability of the use of mass media for disseminating family planning messages
Percentage of women who believe that it is acceptable to have messages about family planning on radio or television, by
age and selected background characteristics, Nigeria 1990
Age of woman
Background
characteristic 15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total
Residence
Urban 74.0 81.4 80.9 75.1 74.6 71.8 63.7 764
Rural 493 50.5 51.7 47.4 48.8 52.1 43.1 49.4
Reglon
Northeast 37.4 38.4 38.1 35.6 39.2 38.4 24.7 36.7
Northwest 32.6 40.1 42.6 37.6 2.5 37.8 31.0 37.2
Southeast 67.4 71.3 72.6 67.5 61.2 64.2 59.0 67.4
Southwest 76.6 86.0 85.0 78.3 81.2 81.2 72.2 80.8
Education
No education 289 319 39.9 429 42.8 47.2 40.9 396
Some primary 56.9 69.0 66.3 759 78.1 88.8 78.2 703
Completed primary 64.7 69.1 76.3 759 86.2 84.6 80.9 129
Some secondary 153 83.5 91.6 84.5 94.0 96.6 100.0 81.6
Completed secondary/higher 85.4 894 91.1 93.1 97.9 94.4 73.5 89.8
Total 56.4 59.1 59.1 539 54,7 56.2 46.9 56.1

An indication of the acceptability of family planning is the extent to which couples discuss the topic
with each other. Table 4.15 indicates that 41 percent of married women who know a contraceptive method
had discussed family planning with their husbands in the previous year. Most of these women had discussed

Table 4.15 Discussion of family planning by couples

Percent distribution of currently married women who know a contraceptive method by
the number of times family planning was discussed with husband in the year preceding
the survey, according to current age, Nigeria 1990

Number of times
family planning discussed

Number
Once or Three Not of

Age Never twice or more ascertained  Total women
15-1% 69.7 224 6.9 09 100.0 189
20-24 62.0 264 11.4 03 100.0 580
25-29 57.9 250 16.6 0.5 100.0 735
30-34 552 25.2 19.2 0.5 100.0 587
3539 54.4 234 209 1.3 100.0 397
40-44 53.0 20.2 2.6 32 100.0 321
45-49 60.7 18.0 19.1 22 100.0 191
Total 58.1 240 17.0 1.0 100.0 2,999
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the topic only once or twice with their husbands, but a substantial proportion had discussed family planning
more often. Older women—except those age 45-49—are more likely to have discussed family planning with
their husbands in the previous year than are younger women.

To obtain more direct information about the acceptability of family planning, respondents were asked
if they approved or disapproved of couples using a method to avoid pregnancy. Although all women were
asked this question, the data presented here is restricted to currently married women and excludes those
women who had never heard of a contraceptive method. Currently married women were also asked if they
thought that their husbands approved of the use of family planning. It should be noted that wives’ opinions
of their husbands’ attitudes may be incorrect, either because they have misconstrued their husbands’ true
attitudes, or because of a tendency to report their husbands® attitudes as similar to their own, Table 4.16
presents results from these two questions.

Table 4.16 Attitudes of couples toward family planning
Among currently married women who know a contraceptive method, the percentage who approve
of family planning, by their perception of their husband's attitude and selected background
characteristics, Nigeria 1990
Respondent approves and:
Both Husband’s  Number

Background Respondent  partners Husband attitude of
characteristic approves approve disapproves is unknown women
Age

15-19 57.4 30.4 11.0 16.1 189

20-24 67.8 42.6 11.7 133 580

25-29 72.5 45.8 10.7 15.5 735

30-34 74.6 454 13.8 14.8 587

3539 73.5 453 15.0 125 397

40-44 70.9 36.5 16.5 14.8 321

45-49 694 46.2 8.5 12.5 191
Residence

Urban 71.5 51.2 12.8 127 1,039

Rural 67.2 38.8 12.4 15.2 1,961
Region

Northeast 62.6 39.0 10.9 11.8 444

Northwest 542 34.5 6.2 13.4 589

Southeast 753 438 12.4 18.1 1,020

Southwest 80.1 49.6 17.5 12.0 947
Education

No education 59.4 323 11.7 14.7 1,344

Some primary 7.0 38.4 14.7 16.5 375

Completed primary T4 4%.6 12.7 143 612

Some secondary 83.6 513 163 150 269

Completed secondary/higher 89.9 68.3 10.7 10.5 398
Total 70.8 43.1 12.6 143 2,999
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Overall, 71 percent of married women who know a contraceptive method approve of family planning.
Forty-three percent of women say that their husbands also approve of family planning; only 13 percent say
that they approve of family planning and their husbands do not. Approval of family planning by married
women shows little variation by age of the woman, except that women age 15-19 are less likely to approve
than older women. Married women (as well as their husbands) who live in urban areas, in the Southwest or

the Southeast, and those who are better educated, are more likely than other women to approve of the use of
family planning.
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CHAPTER §

PROXIMATE DETERMINANTS OF FERTILITY

This chapter addresses the principal factors, other than contraception, which affect a woman’s risk

of becoming pregnant: nuptiality and sexual intercourse, postpartum amenorrhoca and abstinence from sexual
relations, and secondary infertility.

While it is by no means exact, marriage is an indicator of exposure of women to the risk of
pregnancy, and is therefore important for the understanding of fertility. Populations in which age at marriage

is low also tend to experience early childbearing and high fertility; hence the motivation to examine trends
in age at marriage.

This chapter also includes more direct measures of the beginning of exposure to pregnancy and the
level of exposure: age at first sexual intercourse and the frequency of intercourse. Measures of other

proximate determinants of fertility are the durations of postpartum amenorrhoea and postpartum abstinence
and the level of secondary infertility.

51 Marital Status

Current marital status at the time of the survey is shown in Table 5,1, The term "married” refers to
legal or formal marriage, while "living together” refers to informal unions. In subsequent tables, these two
categories are combined and referred to collectively as "currently married” or "currently in union,” Women
who are widowed, divorced, and not living together (separated) make up the remainder of the "ever-married”
or "ever in union" category.

Table 5.1 Current marital status
Percent distribution of women by current marital status, according to age, Nigeria 1990
Marital status
Number
Never Living Not living of

Age married  Married  together Widowed Divorced together Total women
15-19 61.4 34.0 3.0 0.3 0.7 0.6 100.0 1,612
20-24 217 70.8 55 0.5 0.7 0.8 100.0 1,676
25-29 7.9 815 79 1.0 0.7 09 100.0 1,669
30-34 0.9 849 10.8 14 1.4 0.7 1000 1,410
35-39 1.2 83.7 9.8 3.7 0.5 1.1 100.0 954
40-44 0.3 1.7 9.8 78 2.8 1.7 100.0 836
45-49 0.1 78.7 8.2 10.3 1.8 0.8 100.0 624
Total 17.2 70.9 1.4 2.4 1.1 0.9 100.0 8,781
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Most women are currently in a union (78 percent). The NFS, which also defined marriage to include
both formal and informal unions, reported a similar figure (80 percent of women were in a union at the time
of the survey). Although the great majority of women are in a union, a fair proportion enter their twenties
having never been married (22 percent of women age 20-24 years). As expected, the proportion of women
who are widowed increases with age, reaching 10 percent among those 45-49 years. Two percent of women
are divorced or separated.

5.2 Polygyny

Since pelygyny is common in Nigeria, married women were asked whether their husbands had other
wives, and if so, how many, Overall, 41 percent of currently married women are in a polygynous union.'
Table 5.2 indicates that polygyny exists in all regions and among all socioeconomic groups, although
prevalence varies. Rural women and women in the North are more likely than urban women and women in
the South to be in such unions, Nearly one-half of women who have no education are in a polygynous union,
compared to 17 percent of those who have completed secondary school.

Table 5.2 Polygyny
Percentage of currently married women in a polygynous union, by age and selected background characteristics, Nigeria
1990
Age of woman
Background All
characteristic 15-19 20-24 25-29 3034 35-39 40-44 45-49 ages
Resldence
Urban 2.6 26.0 274 345 393 51.5 45.6 33.6
Rural 278 35.8 382 51.1 49.6 45.5 55.1 42.9
Region
Northeast 258 34.5 46.5 51.1 50.8 52.5 54.3 43.6
Northwest 31.0 441 43.8 62.3 57.0 50.4 65.8 49.7
Southeast 243 26.0 217 34.0 36.1 38.8 37.6 30.4
Southwest 21.4 23.6 28.7 40.0 50.1 454 57.1 38.4
Education
No education 320 42.0 438 54.0 53.0 48.8 56.3 47.8
Some primary 27.1 34.8 40.4 323 28.4 43.4 26.6 4.1
Completed primary 11.5 268 21.7 34.6 33.5 35.1 49.5 27.0
Some secondary 225 20.5 313 25.8 42.5 49.6 20.5 26.8
Completed secondary/higher 0.6 15.0 11.9 237 26.6 338 36.3 16.9
Total 270 337 35.6 473 473 46.8 53.4 40.9

! The NFS also reported a high incidence of polygyny: 43 percent of currently married women reported themselves
to be in a polygynous union,
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It is not uncommon for a woman to have two or more co-wives (see Table 5.3), In fact, in the
Southeast, although most women are in a monogamous union (70 percent), more women have two or more
co-wives (20 percent) than have one co-wife (10 percent.) The likelihood of having two or more co-wives
increases with age, as more time passes in which the husband may acquire a younger wife. Women who are
more educated are less likely to have a co-wife; 28 percent of women with no education have one co-wife,
compared to 8 percent of those who have completed secondary or higher education.

Table 5.3 Number of co-wives
Percent distribution of corrently married women by number of co-wives, according o
selected background characteristics, Nigeria 1990
Number of co-wives Number
Background of
characteristic 0 1 2+ Total women
Age
15-19 73.0 15.7 11.3 100.0 597
20-24 66.3 22.5 il 100.0 1,279
25-29 64.4 214 14.1 100.0 1,492
30-34 52.7 28.5 18.8 100.0 1,348
35-39 52.7 220 B3 100.0 892
4044 53.2 23.1 233 100.0 731
45-49 46.6 26.3 211 100.0 543
Residence
Utban 66.4 20.0 134 100.0 1,476
Rural 57.1 24.0 18.9 100.0 5,404
Reglon
Northeast 56.4 26.0 17.6 100.0 1,849
Northwest 50.3 333 16.3 100.0 1,944
Southeast 69.6 10.2 20.1 100.0 1,801
Southwest 61.6 21.8 16.6 100.0 1,287
Education
No education 522 28.0 19.8 100.0 4,610
Some primary 65.9 16.0 13.0 100.0 594
Completed primary 73.0 14.4 12.6 100.0 911
Some secondary 73.2 12.6 14.2 100.0 322
Completed secondary/higher 83.1 7.9 8.4 100.0 438
Total 59.1 23.1 17.7 100.0 6,880

5.3  Age at First Marriage

The National Policy on Population states that "Families shall be dissuaded from giving away their
daughters in marriage before the age of 18 years.” However, the NDHS indicates that half the women in
Nigeria have married by age 17 (the median age nationally) and, except for the youngest cohorts, this pattem
has remained stable over time (see Table 5.4).
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Table 5.4 Age at first marriage

Percentage of women who were first married by exact age 15, 18, 20, 22, and 25, and median age at first
marriage, according to current age, Nigeria 1990

Percentage of women who were Percentage Median
first marmried by exact age: who had  Number age at
never of first
Current age 15 18 20 22 25 married ~ women  marriage
15-19 20.1 NA NA NA NA 61.4 1612 8
20-24 26.7 51.9 67.6 NA NA 217 1676 17.8
25-29 29.8 55.0 68.8 78.6 88.6 79 1669 17.2
30-34 29.8 62.5 76.0 85.7 93.7 09 1410 16.3
35-39 254 56.4 70.1 82.8 90.3 1.2 954 17.3
40-44 259 51.6 70.6 85.9 92.7 03 836 16.8
4549 24.0 56.5 719 83.5 91.6 0.1 624 173
20-49 280 56.4 70.6 81.2 88.2 73 7169 17.1
2549 284 57.7 71.5 828 91.2 2.9 5493 16.9

NA = Not applicable
40mitted because less than 50 percent of the women in the age group x to x+4 were first married by age x

Cohort trends in age at marriage ¢an also be deseribed by comparing the cumulative distribution for
successive age groups, as shown in Table 5.4. (Foreach cohort the accumulated percentages stop at the lower
age boundary of the cohort to avoid censoring problems. For instance, for the cohort currently aged 20-24,
accumulation stops with the percentage married by exact age 20).

On a national scale, age at marriage has not changed appreciably over time. Only among the
youngest women (15-24) has there been a slight shift from marrying during the mid-teen years to the later
teen years. Whereas about 30 percent of women have typically married by age 15, only 20 percent of those
currently age 15-19 years have married by age 15. Thus, the median age at marriage has increased by about
one-half a year.

The national picture masks quite variable marriage behaviour patterns; Table 5.5 gives a more
detailed picture of the trends in the median age at marriage. It can be seen that the slight change observed
at the national level has been achieved primarily through changes in the behaviour of women in the South.
In the Southeast, the median age at marriage has increased by two years between the cohorts of women age
20-29 and 40-49; a similar increase appears to be taking place in the Southwest. There has been no clear
change in behaviour among women in the North. Education is closely related to age at first marriage. The
median age at first marriage increases steadily with education, from 15.7 among women with no education,
1o 20 for women with secondary schooling.
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Table 5.5 Median age at first marriage
Median age at first marriage among women age 20-49 years, by current age and selected background characteristics, Nigeria
1930
Current age Women  Women
Background age age
characteristic 20-24 2529 30-34 35-39 40-44 45-49 20-49 25-49
Residence
Urban a 19.9 18.1 18.7 18.9 19.1 19.4 19.0
Rural 16.7 16.3 15.9 16.8 16.4 169 16.4 16.3
Region
Northeast 14.8 14.9 151 15.4 15.3 15.7 15.2 15.2
Northwest 15.7 154 154 152 15.2 15.7 15.4 154
Southeast 19.4 19.3 18.2 18.1 17.3 174 18.5 18.3
Southwest a 20.5 18.6 19.7 20.1 19.5 a 19.7
Education
No education 15.2 153 15.6 16.1 160 15.8 15.7 15.8
Some primary 17.3 16.7 17.3 18.2 18.9 18.8 17.8 18.0
Completed primary 18.0 18.8 19.1 19.5 19.2 20.1 18.7 19.1
Some secondary 19.8 203 19.6 20.5 19.2 20.6 20,0 20.2
Completed secondary/higher  a 249 29 21.1 222 B4 a 23.9
Totat 17.8 172 16.3 17.3 16.8 173 17.1 16.9
Note: Medians are not shown for women 15-19 because less than 50 percent have married by age 15 in all subgroups shown
in the table.
*Omited becavse less than 50 percent of the women in the age group were first married by age 20.

5.4  Age at First Sexual Intercourse

While age at first marriage is commonly used as a proxy for exposure to intercourse, the two events
do not coincide exactly. Women may engage in sexual relations prior to marriage, especially if they are
postponing the age at which they marry. The NDHS asked women to state the age at which they first had
sexual intercourse (see Tables 5.6 and 5.7). (Note that the information on age at first sexual intercourse in
Tables 5.6 and 5.7 parallels the information on age at first marriage in Tables 5.4 and 5.5.)

In many cases sexual activity precedes marriage (see Table 5.6). For example, by age 18, 63 percent
of women have had intercourse, whereas only 56 percent have married; by age 20, 80 percent have had
intercourse, while 72 percent have married. Overall, the median age at first sexual intercourse is just over
16 years, which is about three-quarters of a year earlier than the median age at marriage. Comparing cohorts,
there has been little change over time.
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Table 5.6 Age at first sexual intercourse

first intercourse, according to current age, Nigeria 1990

Percentage of women who had first sexual intercourse by exact age 15, 18, 20, 22, and 25, and median age at

Percentage of women who had Percentage Median
first intercourse by exact age: who Number  age at
never had of first

Current age 15 18 20 22 25 intercourse women intercourse
15-19 24.4 NA NA NA Na 45.6 1,612 a
2024 2.7 63.0 82.5 NA NA 1.5 1,676 16.6
2529 31.2 62.1 80.4 89.6 96.7 1.5 1,669 16.4
3034 32.8 67.4 82.6 91.9 97.4 0.4 1,410 159
35-39 21.8 63.0 75.3 87.5 933 0.2 954 16.5
4044 31.1 61.1 71.5 89.9 94.2 0.0 836 16.4
45-49 27.6 62.3 78.7 88.3 94.2 0.0 624 16.5
20-49 30.4 63.4 802 89.9 94.8 2.2 7,169 16.3
25-49 30.6 63.5 79.4 89.7 95.6 0.6 5,493 16.2

NA = Not applicable

2Omitted because less than 50 percent of the women in the age group x to x+4 had had intercourse by age x

If women do not wait for marriage to become sexually active, has the increasing age at marriage in
the Southeast and Southwest and among women with increasing education had any effect on reducing
exposure to intercourse? Table 5.7 shows that while women in the Southeast and Southwest do indeed initiate
sexual activity two to three years later than women in the Northeast and Northwest, they have been doing so
for several decades. While age at marriage has been increasing, the age of initiating sexual relations has

remained unchanged in the Southeast and Southwest.

However, women with more education do tend to marry later (the median age at first marriage for
the most educated women is eight years later than that of women with no education); but they do not delay
sexual relations to the same degree that they delay marriage (the median among the most educated is 3.5 years
later than for the least educated women). An urban-rural comparison shows similar results: while urban
women have a median age at marriage three years later than rural women, their median age at first intercourse

is only two years later.
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Table 5.7 Median age at first intercourse
Median age at first sexual intercourse among women age 20-49 years, by current age and selected background
characteristics, Nigeria 1990
Current age Women  Women

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

Urban 17.9 17.8 17.4 17.6 17.8 183 17.8 17.7

Rural 16.0 159 15.7 16.1 16.1 16.0 15.9 15.9
Region

Northeast 14.7 15.0 15.0 15.4 15.3 15.5 151 15.2

Northwest 15.5 153 15.3 15.1 153 14.9 153 15.2

Southeast 17.8 17.9 17.6 17.4 16.6 17.1 17.6 17.5

Southwest 184 18.5 179 18.7 18.9 18.4 18.4 18.5
Education

No educsation 15.0 15.2 15.4 15.8 15.9 159 15.5 15.6

Some primary 16.6 16.3 16.8 17.8 18.3 18.3 17.1 17.3

Completed primary 173 18.2 18.3 18.5 17.9 18.9 18.0 i8.2

Some secondary 181 18.1 19.1 18.5 17.8 20.1 18.3 18.4

Completed secondary/higher 189 19.0 20.0 19.2 18.5 20.0 19.0 19.2
Total 16.6 16.4 15.9 16.5 16.4 16.5 16.3 16.2
Note: Medians were not shown for women 15.19 because less than 50 percent had had intercourse by age 15 in all
subgroups shown in the table.

5.5  Recent Sexual Activity

In the absence of contraception, the probability of pregnancy is related to the frequency of
intercourse. Thus, information on sexual activity can be used to refine measures of exposure to pregnancy.
Only 10 percent of women interviewed in the NDHS had never had sexual intercourse. But not all women
who have ever had intercourse are currently sexually active. Table 5.8 presents data on sexual activity, by
background characteristics; the distributions are shown for women who have ever had intercourse.

Women are considered to be sexually active if they had intercourse at least once in the four weeks
prior to the survey. Women who are not sexually active may be abstaining in the period following a birth,
ormay be abstaining for various other reasons. Among women who have had sexual intercourse, 61 percent
were sexually active in the month prior to the survey, Women who have never been in a union are just as
likely to be sexually active as those who are in a union; however, they are not as likely to be postpartum
abstaining (the main reason women in a union may not be sexually active). Approximately one-fifth of
women in the South who have ever had sexual intercourse are currently abstaining for reasons other than
being postpartum; this number is double that for women in the North. Compared to the Northeast (where
three-quarters of women who have had intercourse are currently sexually active), only half of the women in
the South are currently sexually active. Asexpected, women who are using a method of family planning are
more likely to be sexually active than those who are not.
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Table 5.8 Recent sexual activity

Percent distribution of women who have ever had sexual intercourse by sexual activity in the four weecks preceding the
survey and the duration of abstinence by whether or not postpartum, according to selected background characternistics,

Nigeria 1990
Not sexually active in last 4 weeks
Sexually Abstaining Abstaining
active (postpartum) (not postpartum) Number
Background in last of
characteristic 4 weeks 0-1 years 2+ years 0-1 years 2+ years Missing Tolal women
Age of mother
15-19 66.3 16.7 1.7 138 0.8 0.7 100.0 877
20-24 65.8 198 1.0 124 0.8 0.2 100.0 1,551
25-29 58.7 25.7 3.0 10.9 13 0.4 100.0 1,646
30-34 61.1 21.2 42 12.1 12 6.2 100.0 1,404
35-39 51.7 204 4.7 13.7 33 0.1 100.0 952
40-44 56.8 10.8 6.4 17.2 8.6 0.2 100.0 836
45-49 52.5 8.1 1.6 22.0 15.9 0.0 100.0 624
Duration of unien
0-4 59.3 29.0 1.7 9.0 0.3 0.7 100.0 1,377
59 62.8 249 2.8 9.1 03 0.2 100.0 1,405
10-14 63.0 20.1 4.7 10.9 1.3 0.0 100.0 1,374
15-19 60.5 215 34 12.0 24 0.2 100.0 1,261
20-24 58.7 16.0 53 14.9 5.1 0.0 100.0 847
25+ 58.9 56 27 18.9 13.5 03 100.0 1,003
Never in union 58.5 3.1 0.9 33.0 4.0 0.6 100.0 623
Residence
Urban 58.0 18.2 2.5 17.6 35 0.2 100.0 1,881
Rural 61.4 19.4 33 12.4 3.2 0.3 100.0 6,010
Region
Northeast 74.6 148 1.7 1.5 1.1 0.4 100.0 1,920
Northwest 66.3 20.1 31 83 21 0.2 100.0 1,990
Southeast 520 19.9 37 18.8 5.5 0.2 100.0 2,349
Southwest 49.4 219 4.1 20.0 4.2 0.4 100.0 1,632
Educsation
No education 63.1 18.0 3.8 11.1 37 0.2 100.0 4,878
Some primary 524 27.0 37 133 3.4 0.1 100.0 680
Completed primeary 55.6 224 2.9 16.4 25 0.3 100.0 1,093
Some secondary 51.5 20.3 0.4 19.9 2.0 0.0 100.0 487
Completed secondary/higher 60.8 13.7 0.2 22.1 23 0.8 100.0 745
Current contraceptive
No method 59.0 20.6 34 133 35 0.2 100.0 1228
Pill 79.6 24 0.0 16.4 1.1 0.5 100.0 121
IUD 85.1 07 1.6 11.2 1.4 0.0 100.0 65
Injection 84.7 38 0.0 11.5 0.0 0.0 100.0 61
Durex/Condom (81.6) (2.6) 0.0) (1.1 (0.0) (0.0) 100.0 46
Other modern (76.3) (4.5) 3.0 (12.7) (3.3) (0.0) 100.0 37
Other 74.1 38 0.2 20.4 0.4 1.1 100.0 331
Total 60.6 19.1 3.1 13.6 33 03 100.0 IR




5.6  Postpartum Amenorrhoea, Abstinence, and Insusceptibility

Postpartum protection from conception can be prolonged by breastfeeding, which can lengthen the
duration of amenorrhoea (the period following a birth, but prior to the return of menses). Protection can also
be prolonged by delaying the resumption of sexual relations. Table 5.9 presents the percentage of births
whose mothers are postpartum amenorthoeic and abstaining, as well as the percentage of births whose
mothers are defined as still postpartum insusceptible for either reason, by time since the last birth.

Table 5.9 Postpartum amenorthoes, abstinence and insusceptibility
Percentage of births whose mothers are postpartum amenortrhoeic, abstaining
and insusceptible, by number of months since birth, and median and mean
durations, Nigeria 1990

Number
Months Amenor- Insus- of
since birth thoeic  Abstaining ceptible births
<2 93.7 95.9 98.5 267
23 89.2 89.5 95.8 283
4-5 82.8 74.7 93.3 307
6-7 76.8 61.2 85.7 352
89 72.6 58.4 84.6 303
10-11 64.0 51.3 74.8 210
12-13 574 44.4 73.0 317
14-15 44.6 334 58.1 294
16-17 48.9 40.7 59.8 295
18-19 41.0 314 522 232
2021 27.0 30.0 45.2 216
22-23 22.6 217 320 168
24.25 12.1 17.9 26.0 315
26-27 19 10.4 149 300
28-29 8.6 9.3 13.0 265
30.31 1.4 8.8 13.7 245
3233 42 10.8 12.8 212
34.35 142 16.4 20.0 222
Total 453 40.9 55.2 4,802
Median 14.6 10.8 19.0 -
Mean 15.8 14.4 19.3 -
Prevalence/Incidence Mean 16.1 145 19.6 --

Three-quarters of Nigerian women remain amenorrhoeic for at least six months following a birth;
most women abstain from sexual relations during this time. However, about 12 months later (about 18
months after birth), fewer than half the women are still amenorrhoeic (41 percent), and fewer than one-third

(31 percent) are still abstaining. Overall, 50 percent of women become susceptible to pregnancy within 19
months of giving birth,
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Table 5.10 shows the median durations of insusceptibility by background characteristics of the
mothers. As will be seen in Chapter 8, duration of breastfeeding (which is linked to amenorrhoea) decreases
as the education level of the mother increases. As a result, the duration of amenorrhoea for educated women
is shorter too. Whereas the median for women with no education is one and a half years, it is less than nine
months for women with secondary or more schooling. Women are more similar to each other in their
durations of abstaining than their durations of amenorrhoea. The median duration of abstinence is between
10 and 11 months.

Table 5.10 Median duration of postpartum insusceptibility by background
characteristics
Median number of months of postpartum amenorrhoea, postpartumn abstinence, and
postpartum insusceptibility, by selected background characteristics, Nigeria 1990
Postpartum Number
Background Postpartum  Postpartum  insuscep- of
characteristic amenorthoea  ebstinence tibility women
Age
<30 13.8 9.5 173 2,856
30+ 16.2 11.5 21.0 1,946
Residence
Urban 12.0 11.6 15.1 998
Rural 16.4 10.6 19.9 3,804
Region
Northeast 19.5 10.9 21.2 1,214
Northwest 17.1 78 19.9 1,311
Southeast 12.0 11.0 15.9 1,395
Southwest 13.2 12.7 17.0 883
Education
No education 18.2 10.6 210 2,972
Some primary 15.1 12.7 200 495
Completed primary 12.1 10.9 152 728
Some secondary 79 8.5 16.3 279
Completed secondary/higher 85 83 10.2 323
Total 14.6 10.8 19.0 4,802
Note: Medians are based on current status.

5.7 Termination of Exposure to Pregnancy

Later in life, the risk of pregnancy begins to decline with age, typically beginning around age 30.
While the onset of infecundity is difficult to determine for any individual woman, there are ways of

estimating it for a population. Table 5.11 presents indicators of decreasing exposure to the risk of pregnancy
for women age 30 and above.
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The first indicator, menopause, includes women who are neither pregnant nor postpartum
amenorrhoeic, but have not had a menstrual period in the six months preceding the survey. Forty-one percent
of the oldest women interviewed are menopausal. The second indicator of infecundity is obtained from a
demonstrated lack of fertility. If a woman was continuously married for the five years preceding the survey,
did not use contraception, and did not give birth in that time (nor is currently pregnant), she is considered
terminally infertile. By the early forties, about half the women appear to be terminally infertile. The last
indicator is long-term abstinence, which is the percentage of currently married women who did not have
intercourse in the last three years. This percentage is fairly low, except among the oldest women.

Table 5.11 Termination of exposure to the risk of pregnancy

Indicators of menopause, terminal infertility and long-term
abstinence among currently married women age 30-49, by age,
Nigeria 1990

Terminal Long-term

Age Menopause'  infertility®  abstinence®
30-34 2.3 16.1 1.4
35-39 3.1 26.5 2.7
40-41 12.2 499 4.8
42-43 11.6 46.9 47
44-45 24.5 59.3 6.0
46-47 19.3 61.5 5.1
48-49 40.7 83.1 119
‘Women 30-49 10.6 137 34

'Percentage of non-pregnant, non-amenorrhoeic currently
married women whose last menstrual period occurred six or
more months preceding the survey or who report that they are
menopausal.

2Percentage of currently married women in their first union of
five or more years who have never used contraception and who
did not have a birth in the five years preceding the survey and
who are not pregnant.

3Percentage of currently married women who did not have
intercourse in the three years preceding the survey.
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CHAPTER 6

FERTILITY PREFERENCES

In the NDHS several questions were asked to ascertain womens' fertility preferences: their desire to
have another child, the length of time they wanted to wait before having that child, and the number of
children they considered to be ideal. These data make the quantification of fertility preferences possible, and
in combination with information on contraceptive use allows us to estimate the demand for family planning,
either to space or to limit births. These questions were asked of nonsterilised, currently married women; and
the question to ascertain ideal family size was asked of all women.

6.1 Desire for More Children

Women were asked: "Would you like to have another child or would you prefer not to have any more
children?" If they did indeed want another child, they were asked: "How long would you like to wait from
now before the birth of another child?" These questions were appropriately phrased if the woman had not
yet had any children, and if the woman was pregnant, she was asked about her desire after the baby she was
expecting. Figure 6.1 shows the percent distribution of currently married women by their fertility preferences
and Table 6.1 shows the distribution according to the number of living children. Overall, 64 percent of
women want another child, but 33 percent want to wait two or more years before having that child. Fifteen
percent do not want any more children at all. Not surprisingly, the desire for more children declines

Figure 6.1
Fertility Preferences among
Currently Married Women 15-19

Want Child
Within 2 yra 31%

Undecided 14%

Want No More 15%
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Table 6.1 Fertility preference by number of living children

Percent distribution: of currently married women by desire for more children, according to number of living children,
Nigeria 1990

Number of living children'

Desire for

children 0 1 2 3 4 5 6+ Total
Have another soon® 60.4 38.9 179 30.1 2.5 21.1 15.2 312

Have another later® 8.3 45.1 40.1 39.5 152 30.5 193 32.8

Have another, undecided when 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Undecided 14.5 79 11.0 14.0 17.1 17.2 16.0 13.6

‘Wants no more 1.4 3.2 5.0 8.6 16.7 136 43.4 15.1

Sterilised 0.0 0.1 0.1 0.2 0.2 0.4 0.9 03

Declared Infecund 11.8 2.8 3.8 4.1 4.0 4.0 36 44
Missing 35 20 2.1 34 33 31 1.5 26

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 1000

Number of women 612 1,168 1,144 1,113 928 735 1,181 6,880

ncludes current pregnancy
“Wants next birth within 2 years
*Wanis to delay next birth for 2 or more years

Table 6.2 Fentility preferences by age

Percent distribudon of currently married women by desire for more children, according to age, Nigeria 1990

Age of warnan

Desire for

children 15-19 20-24 25-29 30-34 35-39 40-44 45.49 Total
Have sanother soon’ 38.3 39.6 32.8 30.0 9.4 23.1 15.7 31.2
Have another later 41.7 439 42.9 31.7 238 12.5 7.1 32.8
Have another, undecided when 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Undecided 10.3 9.8 12.6 17.6 15.4 17.6 11.0 13.6
Wants no more 1.4 2.7 6.9 14.5 234 327 45.9 15.1
Sterilised 0.0 0.0 0.1 0.1 0.4 1.4 0.5 0.3
Declared Infecund 0.6 1.2 1.5 2.8 53 11.6 17.0 44
Missing 1.7 2.7 3.2 33 2.3 11 2.8 26
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 597 1,279 1,492 1,348 892 131 543 6,880

"Wants next birth within 2 years
*Wants to delay next birth for 2 or more years

noticeably as the number of living children increases. Thus, 60 percent of women with no living children
want to have a child soon (within the next two years), whereas only 15 percent of women with 6 or more
living children want a child soon. Conversely, among women with no living children, only one percent
declare not wanting any children, and 43 percent of women who have six or more children no longer want
any more. This indicates a considerable interest in controlling fertility, and therefore a potential demand for
family planning services, among women with many children. In the category of women with six or more
children, those who either want to space or 1o limit their births total more than 60 percent.
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The percent distribution of currently married women by desire for children, according to age is shown
in Table 6.2. The desire to limit births increases rapidly with age; only one percent of women age 15-19 want
no more children, while 46 percent of those age 45-49 years want to stop childbearing,

The desire to stop childbearing varies greatly by background characteristics of the respondent (see
Table 6.3). Overall, the percentage of women who want no more children is twice as high in the Southeast
and Southwest (22 and 23 percent) as it is in the Northeast and Northwest (9 and 10 percent).

The percentage of women wanting no more children is positively associated with education. Among
women with four children, the desire to stop having children is much more common for women with the
highest level of education (37 percent) than for women with no education (15 percent).

Table 6.3 Desire to limit (stop) childbearing
Percentage of currently married women who want no more children, by number of living children and selected
background characteristics, Nigeria 1990
Number of living children’

Background

characteristic 0 1 2 3 4 5 6+ Total
Reslidence

Urban 0.0 2.7 5.5 11.4 275 32.8 51.8 20.5
Rural 1.8 34 49 8.1 13.6 214 421 14.0
Region

Northeast 2.3 3.6 4.5 43 10.0 17.6 315 9.2
Northwest 12 28 58 11.0 11.5 21.0 24.1 10.1
Southeast 0.6 4.2 45 10.4 193 26.6 52.8 218
Southwest 0.0 24 5.5 9.6 27.8 29.6 60.1 234
Education

No education 1.8 3.8 4.1 8.3 14.8 19.9 374 13.9
Some primary 0.0 29 4.3 38 16.0 22.0 55.6 20.6
Completed primary 1.0 0.5 9.6 1.9 19.2 359 63.0 20.0
Some secondary 0.0 4.5 1.8 5.5 15.3 45.2 56.3 11.9
Compieted secondary/higher 0.2 34 6.3 16.9 374 54.9 974 17.6
Total 14 33 5.1 8.8 16.9 24.0 44.3 15.4
Note: Women who have been sterilised are considered 1o want no more children.

'Includes current pregnancy

6.2 Demand for Family Planning Services

Women who are currently married, and who declare either that they do not want to have any more
children (they want to limit their childbearing) or that they want to wait two or more years before having
another child (they want to space their births), but are not currently using contraception, have an unmet need
for family planning.! Women with unmet need and those currently using contraception constitute the total
demand for family planning (see Table 6.4).

! The calculation of unmet need, being a current status measure, is further refined by excluding women who are
currently amenorrhoeic (nearly 30 percent of women) and, thercfore, not in need of family planning at this point in time.
For an exact description of the calculation, see footnote 1, Table 6.4.
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Fertility desires are high in Nigeria, so the total demand for family planning is relatively low, 27
percent of currently married women. Table 6.4 indicates that the demand for family planning is highest
among the most educated women: 47 percent of those who have completed secondary school have a demand
for family planning, Demand is greater in urban areas (37 percent) than in rural areas (24 percent); but only
40 percent of the demand in urban areas is satisfied.

Table 6.4 Need for family planning services

Percentage of currently married women with unmet need for family planning, met necd for family planning, and the total
demand for family planning services, by selected background characteristics, Nigeria 1990

Met need for
Unmet need for family planning Total demand for Percentage
farmily planning1 (currently using)® family planning of
demand

Background For For For For For For satis-
characteristic spacing limiting Total spacing limiting Total spacing limiting Total fied
Age

15-19 15.7 03 16.0 13 0.0 13 17.0 0.3 17.3 17

20-24 13.6 1.0 14.6 4.7 0.4 5.1 18.3 1.4 15,7 26.0

25-29 132 29 16.1 53 0.7 6.0 18.5 3.6 221 273

30-34 12.1 6.0 18.1 37 2.8 6.5 15.8 8.8 24.6 26.5

35-39 11.2 12.7 23.9 2.9 5.8 8.7 14.1 18.4 32,6 26.8

40-44 6.1 237 29.7 0.8 7.6 8.4 6.9 31.2 38.1 22.0

45-49 4.1 393 43.4 0.4 4.2 4.6 4.5 43.4 4719 9.6
Residence

Urban 12.3 9.7 22.0 8.5 6.4 14.9 20.8 16.1 36.9 40.4

Rural 11.3 9.2 20.5 2.0 1.6 3.6 133 10.8 24.1 15.0
Reglon

Northeast 14.4 6.5 20.9 1.0 1.0 2.0 15.4 1.5 229 B8

Northwest 8.0 6.2 14.2 0.7 0.6 1.2 3.6 6.8 15.4 7.9

Southeast 13.1 13.2 26.3 5.1 3.8 9.0 18.2 17.0 353 25.4

Southwest 10.6 12.4 23.0 3.4 6.6 15.0 19.0 19.0 38.0 39.5
Education

No education 10.0 9.8 19.8 1.0 1.0 2.0 1.0 10.7 21.8 9.1

Some primary 15.4 10.4 25.7 32 4.6 7.8 18.6 14.9 33.5 23.3

Completed primary 12.8 9.7 22.5 4.1 6.5 10.6 17.0 16.2 331 2.1

Some secondary 21.0 4.4 25.4 12.6 4.4 17.0 33.6 8.8 42.4 40.2

Completed secondary/higher 13.0 4.9 18.0 19.7 9.0 287 27 13.9 46.7 61.5

Total 11.5 9.3 20.8 34 2.7 6.0 14.9 11.9 26.8 2.5

'Unmet need for spacing refers to pregnant women whose pregnancy was mistimed, amenerrhoeic women whose last birth was
mistimed, and women who are neither pregnant nor amenorrhoeic and who are not using any method of family planning and
who say they want to wait two or more years for their next birth. Unmet need for limiting refers to pregnant wornen whose
pregnancy was unwanted, amenorthoeic women whose last child was unwanted, and to wormen who are neither pregnant nor
amcnorrhoeic and who are not using any method of family planning and who want no more children. Also excluded are
menopausal and infecund women, defined in Footnotes 1 and 2 in Table 5.11.

2Using for spacing refers to women who are using some method of family planning and who say they want to wait lwo or more
years for their next child. Using for limiting refers to women who are using and who want no more children.

72



For the great majority of women, the need for family planning is not fulfilled (more than three-
quarters of the total demand is unsatisfied). Although the unmet need for spacing and for limiting purposes
is very low (12 and 9 percent of currently married women), younger women are more likely to need family
planning for spacing purposes (16 percent), and older women for limiting purposes (39 percent). The data
show that even the moderate demand for family planning that currently exists in Nigeria remains mostly
unfulfilled.

Large differences in need for family planning exist between regions. Even the low demand extant
in the Northeast (23 percent) and Northwest (15 percent), is not fulfilled (less than 10 percent of demand is
satisfied). In the Southeast and Southwest, 35 and 38 percent of demand is satisfied, respectively. The most
educated women have the highest proportion of demand satisfied (62 percent).

6.3 Ideal and Actual Number of Children

In order to ascertain what women consider to be the ideal number of children, they were asked: "If
you could go back to the time you did not have any children and could choose exactly the number of children
to have in your whole life, how many would that be?" Table 6.5 indicates that the idea of conscious
reproductive choice is largely unknown to a large proportion of women. Sixty-one percent of women gave
non-numeric responses. Such a high proportion of non-numerical responses is unusual, even for African
countries.> In most cases, women indicated that the number of children they would have is "up to God."

Table 6.5 Ideal number of children
Percent distribution of all women by ideal number of children and mean ideal number of children for all women and for
currently married women, according to number of living children, Nigeria 1990

Number of living children'
Ideal number
of children None 1 2 3 4 5 6+ Total
0 0.0 0.1 0.0 0.1 0.0 0.0 0.1 0.0
1 0.3 0.5 0.1 0.0 0.0 0.0 4.0 0.1
2 14 0.5 1.1 0.2 0.4 0.6 0.5 0.8
3 38 2.9 1.0 1.2 0.5 0.9 0.8 1.9
4 18.6 103 114 5.6 9.6 3.0 29 10.0
5 13.4 6.9 88 7.4 8.2 8.9 2.8 8.5
6+ 15.3 143 12.9 17.0 19.2 23.7 26.2 17.8
Non-numeric response 472 64.6 64.7 68.5 61.9 62.8 66.8 60.8
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 2,083 1,290 1,194 1,166 986 T84 1,278 8,781
Mean ideal number 5.0 55 57 6.1 6.1 7.0 72 5.8
Number of women 1101 457 422 367 375 292 425 3438
Mean for women in union 55 5.6 5.7 6.1 6.0 7.1 1.2 6.2
Number of women in union 157 381 401 348 345 265 385 2,284
Note: The means exclude women who gave non-numeric responses.
'Includes current pregnancy

% For instance, in Liberia, Mali and Morocco, countries which show the highest proportions of non-numeric
responses in DHS surveys, at most one-quarter of all women gave this type of response.
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Because the majority of women gave a non-numeric response, the means shown in Table 6.5 should
be interpreted with caution. They do not represent the preferences of all women, but only of those that gave
a numeric answer (39 percent of women). Given that urban and more educated women are more likely to
give numeric answers, itis probable that these means are biased downwards and, as a result, the ideal number
of children for all women is underestimated.

Table 6.5 shows an association between the ideal number of children and the number of living
children, The ideal number is 5 among childless women and 7 among women with § or more children. The
reason for this is twofold. On the one hand, women may successfully attain their desired family size, and
consequently those who want more children have more. On the other hand, women may rationalize and
adjust their ideal number of children to the actual number of children they have had.

Table 6.6 presents the mean ideal number of children by age and selected background characteristics
of the respondents. Typically, urban and more educated women have a smaller ideal family size. Thus,
among women with no education the mean ideal number of children is 6.9, and gradually decreases 1o 4.6
among the highest educated women. Inurban areas, the mean ideal number of children is 5, compared 10 6.3
in rural areas. The difference between regions is also significant, the ideal family size being about one child
larger in the Northern regions than in the Southern regions.

Table 6.6 Mean ideal number of children by background characleristics
Mean ideal number of children for all women, by age and selected background characieristics, Nigeria 1990
Age of woman
Background
characteristic 15-19 20-24 25-29 30-34 35-39 40-44 45.49 Total
Residence
Urban 4.1 4.6 4.9 5.7 5.4 6.2 6.2 5.0
Rural 5.6 5.8 6.2 6.8 6.5 7.3 73 6.3
Region
Northeast 6.2 6.5 6.8 1.0 6.6 6.7 1.0 6.6
Northwest 55 6.5 6.8 1.4 5.6 7.0 10.1 6.7
Southeast 53 53 5.7 6.3 6.5 7.6 6.8 59
Southwest 4.7 4.6 4.6 59 55 6.2 6.0 5.0
Education
No education 6.0 7.1 6.9 7.1 6.5 7.4 1.3 6.9
Some primary 5.9 5.5 54 6.5 6.1 7.2 5.8 6.1
Completed primary 54 5.5 58 6.4 6.0 6.7 6.7 5.8
Some secondary 4.9 4.8 55 53 49 58 5.5 5.0
Completed secondary/higher 4.8 4.5 4.6 4.7 5.1 5.0 54 4.6
Total 53 53 5.7 6.5 6.1 7.0 7.0 5.8
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6.4  Fertility Planning

Since the issue of mistimed and unwanted fertility is an important one, the NDHS asked whether each
birth in the five years preceding the survey was planned (wanted then), unplanned (wanted later), or not
wanted at all (wanted no more). The responses give an indication of the degree to which couples are
successfully controlling their fertility. These data are likely 10 be underestimates because women with
unplanned or unwanted births may rationalize such births and declare them as wanted once they are bom,

Table 6.7 shows that 87 percent of births in the last 5 years were wanted at the time they were
conceived, while 8 percent were wanted later, and only 2 percent were not wanted at all. Four percent of the
fourth or higher order births were not wanted, and 9 percent of births of this order were wanted, but at a later
time. The proportion of births that were not wanted increases with mother’s age at the time of the birth. Less
than one percent of births to the youngest women were not wanted, compared 10 14 percent of births to
women age 45-49,

Table 6.7 Fenility planning status
Percent distribution of births in the five years preceding the survey by fertility planning
status, according to birth order and mother’s age, Nigeria 1990
Planning status of birth
Birth order Wanted Number
and mother’s Wanted  Wanted no of
age then later more Missing Total births
Birth order
1 84.1 6.2 0.8 8.9 100.0 1,797
2 92.0 6.3 0.5 1.1 100.0 1,480
3 89.8 8.5 0.5 1.1 100.0 1,410
4+ 84.8 9.2 4,0 2.1 100.0 4,669
Age at birth
<19 90.3 83 0.5 0.8 100.0 1,460
20-24 90.2 83 0.9 0.6 100.0 2,508
25-29 90.1 1.6 1.6 0.6 100.0 2,507
30-34 86.4 9.5 22 1.8 160.0 1,423
35-39 81.9 87 1.9 1.8 100.0 832
40-44 82.8 59 10.6 0.7 100.0 335
45-49 78.8 6.3 142 0.7 100.0 88
Total 86.6 8.1 23 31 100.0 9,356
Note: Birth order includes current pregnancy.

The potential demographic impact of avoiding unwanted births can be estimated by calculating the
wanted fertility rate. The wanted fertility rate is calculated in the same manner as the total fertility rate, but
unwanted births are excluded from the numerator. For this calculation, unwanted births are defined as those
which exceed the number considered ideal by the respondent. (Women who did not report an ideal family
size were assumed to want all their births.) This rate represents the level of fertility that would have prevailed
in the three years preceding the survey if all unwanted births had been prevented. A comparison of the total
wanted fertility rate and the actual total fertility rate suggests the potential demographic impact of the
elimination of unwanted births.
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Table 6.8 presents the total wanted fertility rate and the total fertility rate by background
characteristics. In the first column, women who did not report an ideal family size are assumed to want all
their births. Given the small proportion of unwanted births in Nigeria, the difference between the total wanted
fertility rate (column 1) and the actual total fertility rate (column 3) is small. The actual totat fertility rate is
only three percent higher than the wanted rate (6.0 versus 5.8). This means that even if Nigerian women
effectively controlled their childbearing, fertility rates would remain high, either because women still prefer
large families, or because they are not familiar with the idea of conscious reproductive choice.

However, since a large proportion of women gave nonnumerical responses to the question on ideal
family size (nearly 60 percent of respondents said the number of children they would have is "up to God"),
it is useful to look at the total wanted fertility rate for women who did specify an ideal family size (column
2). The total wanted fertility rate for women who did specify an ideal family size is 5 children.

Table 6.8 Wanted fertility rates

Total wanted fertility rates and total fertility rates for the three
years preceding the survey, by selected background characteristics,
Nigeria 1990

Total Total
wanted wanled Total
Background fertility fertility fertility
characteristic rate rate! rate
Residence
Urban 4.8 4.3 5.0
Rural 6.1 5.5 6.3
Region
Northeast 6.2 64 6.5
Northwest 6.6 5% 6.6
Southeast 5.2 4.8 5.6
Southwest 52 4.4 55
Education
Ne education 6.3 6.1 6.5
Some primary 6.7 6.6 7.2
Completed primary 53 5.0 5.6
Some secondary 4.7 4.5 5.1
Completed secondary/higher 4.0 3.0 4.2
Total 58 5.0 6.0

Note: Raies are based on births to women 15-49 in the period 1-36
months preceding the survey. The total fertility rates are the same
as those presented in Table 3.1,

'TFR among those women who reported an ideal family size.
Excludes women who gave non-numerical responses to question
on ideal family size.
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CHAPTER 7

INFANT AND CHILD MORTALITY

A demographic assessment of Nigeria’s population would be incomplete without analysis of infant
and child mortality rates. Such analysis can form the basis for informed decisions on health, as well as
population, policies and programmes. This chapter presents information on levels, trends and differentials
inneonatal, postneonatal, infant and child mortality. This information can be used for population projections
and as a means of identifying those sectors of the child population that are at high risk. Information about
infant and child mortality is also necessary for economic and health planning.

Mortality estimates are calculated from information that was collected in the birth history section of
the individual questionnaire. The section began with questions about the aggregaie childbearing experience
of respondenits (i.e., 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 or age at death of each of the respondents’ live binhs,

The rates presented here are defined as follows:

Neonatal mortality: the probability of dying within the first month of life;
Postneonatal mortality: the difference between infant and neonatal mortality;
Infant 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 is affected by the completeness of reporting deaths, the
degree of differential displacement of birth dates of surviving and dead children, and the ¢xtent to which age
at death is accurately reported. Heaping of age at death at 12 months in the NDHS was fairly common (sce
Appendix D, Table D.6). Also, interviewers at times recorded deaths at "1 year,” even though instructions
required them to record deaths ynder two years of age in months. An unknown fraction of these deaths may
have actually occurred before the first birthday. Thus, the infant mortality rate may be biased downward
somewhat and child mortality biased upward; under-five mortality would be unaffected. Yet, earlier
simulation studies using DHS data from other countries indicate that while age at dcath misreporting is
troublesome, the type and magnitude of that observed in the NDHS is unlikely to resultin biases of more than
5 pereent (Sullivan ct al., 1990). The rates presented here are thus unadjusted; that is, all deaths reported at
12 months or "1 year" are assigned to the post-infant age period.

Itis seldom possible 1o establish, with confidence, mortality levels for a pericd more than 15 years
before a survey.! Even in the recent 15-year period considered here, apparent trends in mortality should be
interpreted with caution. First, there may exist differences in the completeness of death reporting related to
the length of time preceding the survey. Second, the accuracy of reports of age at death and of date of birth
may deteriorate with time. Thus, without a detailed evaluation of the quality of birth history data (which is
not attempted in this report), conclusions regarding changes in mortality should be considered preliminary.

! Due (o limitations of the data, rates for periods earlier than 15 years preceding the survey do not adequately
represent all births.
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7.1  Infant and Child Mortality

In the five years preceding the sutvey, nearly 1 in 5 children died before their fifth birthday.
Neonatal, postneonatal, infant, child and under-five mortality rates are shown in Table 7.1 for five-year
periods in the 15 years preceding the survey. Under-five mortality over this period has fallen slowly from
201 deaths to 192 deaths per thousand live births. The small decline is largely attributable to a drop in the
neonatal rate from 352 to 42 deaths per thousand live births; mortality between 1 and §9 months of age has
shown no improvement over the period. The latter finding may reflect the offsetting effects of improved
health services on the one hand, and the deteriorating economic position of the average Nigerian household,
on the other, Overall, 87 of every 1,000 children bomn die before their first birthday, and 115 of every 1,000
children alive at age one year die before their fifth birthday.

Table 7.1 Infant and _child mortality

Infant and child mortality rates by five-year periods preceding the survey,
Nigeria 1990

Years Neonatal Postneonatal Infant Child Under-five
preceding mortality mortality mortality mortality mortality
survey (NN) (PNN) (190 Py (sQo)
0-4 42.1 45,2 87.2 115.2 192.4
59 48.7 47.0 95.7 103.3 189.1
10-14 519 46.7 98.6 113.5 200.9

A comparison of NDHS and NFS data is given in Figure 7.1. Estimates for the overlapping period
centred around 1977 suggests serious underreporting of deaths in the NFS, especially for children age 1-5
years.

In sum, child survival has improved very little over the decade of the 1980s in Nigeria; the only
encouraging sign is a small decline in mortality during the first month of life.

An important finding of the NDHS involves the age patiem of under-five mortality. In most
countries of the world, mortality during the first year of life exceeds that during the subsequent four years.
However, this is not the case in Nigeria: child mortality (115/1000) is substantially higher than infant
mortality (87/1000) in the 5-year period preceding the survey. The higher level of child mortality, relative
to infant mortality, is a patiem found in other West African countries such as Mali and Senegal.
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Figure 7.1
Trends in Infant and Under-five
Mortality, NFS and NDHS Surveys
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Table 7.2 Infant and child mortality by background characteristics

Infant and child mortality rates for the ten-year period preceding the survey, by selected
background characteristics, Nigeria 1990

Neonatal Posineonatal Infant Child Under-five

Background mortality meortality mortality mortality mortality
characteristic (NN) (PNN) (190 () (sq0)
Resldence
Urban 40.4 351 75.4 589 129.8
Rural 46.7 49.1 95.8 123.8 207.7
Reglon
Northeast 39.2 48.5 87.7 139.2 214.6
Northwest 578 52.0 109.8 151.2 244.4
Southeast 38.6 4.1 82.7 66.5 1437
Southwest 46.3 383 84.6 90.3 167.2
Education
No education 48.4 47.5 939 126.4 210.1
Some primary 434 54.1 915 103.7 191.1
Completed primary 385 41.2 79.8 63.0 137.7
Some secondary 42,7 50.2 92,9 62.9 149.8
Completed secondary/higher 30.0 18.7 48.6 0.2 713
Medical maternity care
No antenatal/delivery care 432 58.0 101.2 184.7 267.2
Either antenatal or delivery  34.5 32 71.7 106.4 1704
Both antenatal & delivery 465 34.5 81.0 68.4 1438
Total 453 46.1 91.4 109.6 191.0

Table 7.2 presents neonatal, postneonatal, infant, child and under-five mortality rates by selected
background characteristics for the 10-year period (1981-1990) preceding the survey. A ten-year reference
period is used to allow for adequate numbers of events in each population subgroup. Figures 7.2 and 7.3
show infant and child mortality rates by selected characteristics.

The pattern of higher child mortality relative to infant mortality is most prominent in the Northeast
and Northwest (see Table 7.2). Particularly striking is the comparison of the Southeast and Northeast. While
the two regions have similar levels of infant mortality, child mortality in the Northeast (139/1000) is more
than double that in the Southeast (67/1000).

The regional variation in the age pattem of under-five mortality may be explained by socioeconomic
differentials (a topic which is beyond the scope of this report). It can be seen in Table 7.2 that high child
mortality (relative to infant mortality ) is experienced by children bormn to mothers who are uneducated, who
live in rural areas, and who have limited access to basic health services.

It would be expected that neonatal mortality would reflect the quality of care received during the
antenatal and delivery period. Surprisingly, women who received the most care (both antenatal and delivery
care) gave birth to babies who experienced higher neonatal mortality than babies bom to women with less
care. It may be that many of these women had complications which required medical attention at birth while
uncomplicated pregnancies did not require medically assisted delivery.
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Figure 7.2
Infant Mortality
by Selected Characteristics
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Figure 7.3
Child Mortality (1-4 years) by
Selected Characteristics
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Table 7.3 presents mortality rates for the ten years preceding the survey by selected demographic
characteristics. Children bom to the youngest and oldest mothers have higher mortality rates than do children

bom to mothers age 20-39 years; first bom and high parity children also have higher neonatal mortality than
children of birth orders 2-6.

Shorter birth intervals are associated with higher mortality both during and after infancy. Children
bom less than two years after a previous birth are three times more likely to die during infancy than babies
bom four or more years after the previous birth. The birth interval effect appears most pronounced during
the neonatal period, a pattern which is consistent with an explanation involving maternal depletion, the term
used to describe the physical weakness of mothers associated with frequent childbearing. The DHS findings
support the importance of child spacing for child survival.

Table 7.3 Infant and child mortality by demographic characteristics

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

Neonatal Postneonatal Infant Child Under-five

Demogrephic mortality mortality mortality mortality mortality
characteristic (NN} {PNN) (g0 (:qy) (sp)
Sex of child
Male 49.0 4.7 93.7 117.6 200.2
Female 41.6 475 89.1 101.5 181.6
Age of mother at birth
<20 61.6 58.9 120.6 122.8 228.5
20-29 36.7 423 T0.0 107.0 177.5
30-39 48.5 43.0 91.5 101.9 184.0
40-49 (68.5) (51.5) (126.0) (138.6) (247.2)
Birth order
1 504 41.9 92.4 90.6 174.5
2-3 370 449 819 108.0 181.1
4-6 427 495 92.2 110.8 192.8
T+ 61.1 46.6 107.7 136.7 229.6
Previous birth interval
<2 yrs 5715 60.9 1184 123.2 227.0
2-3 y1s 290 399 68.9 112.6 173.7
4 yrs + 169 21.8 38.7 549 91.5
Size at birth!
Very small (93.2) (95.0) (1882) (122.3) (287.9)
Smaller than average 63.0 59.0 122.0 (185.5)  (284.9)
Average 304 353 65.7 120.6 178.4
Larger than average 21.2 49 4 70.6 (102.6) (166.0)
Very large 49.0 374 86.4 (111.5)  (188.2)

Note: Rates based on fewer than 500 cases (exposed persons) are enclosed in
?arentheses.

Rates for the five-year period preceding the survey.

Children who are very small or smaller than average at birth, as perceived by their mothers,
experience higher mortality rates than children perceived to be average, larger than average, or very large.
Since low birth weight is known to have a strong effect on early morbidity, it is not surprising that the most
pronounced effect occurs during the neonatal period and diminishes with increasing age of the child.
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7.2 High Risk Fertility Behaviour

Infants and children have a greater probability of dying if they are born to mothers who are too young
or too old, if they are born after a short birth interval, or if they are of high parity (see Table 7.4). In this
analysis, a mother is classified as "too young" if she is less than 18 years of age, and "too old" if she is over
34 years of age at the time of delivery. A "short birth interval” is defined by a birth occurring less than 24
months after the previous birth, and a child is of "high birth order” if the mother had previously given birth
to three or more living children (i.¢., if the child is of birth order 4 or higher). Children can be further cross-
classified by combinations of these characteristics. First births, although often at increased risk, are not
included in this analysis because they are not considered an avoidable risk.

Column 1 in Table 7.4 shows the percentage of children bomn in the five years preceding the survey
who are included in specific risk categories (due to mother’s age, time elapsed since previous birth, ornumber
of previous births). Two-thirds of children (68 percent) were at elevated risk as a result of the mother's
fertility behaviour. Forty-two percent of children were at elevated risk due to one high risk characteristic (i.e.,

they were in a single risk category); an additional 25 percent had more than one high risk characteristic and
were in a mudtiple risk category.

Fourteen percent of births in the five years preceding the survey were to mothers who were over 34
years of age, and 8 percent were to mothers who were less than 18 years of age; one-quarter of the births
occurred after an interval of 24 months or less; and half of all children were of birth order 4 or higher.

In order to calculate the increase in risk attributable to fertility behaviour, risk ratios were calculated
for each of the risk categories (see column 2, Table 7.4). A risk ratio is the ratio of the proportion of children
in the category who have died, 10 the proporticn who have died in the not in any risk category (children in
the not in any risk category are born to mothers age 18-34, bom at an interval of 24 months or more after the
previous birth, and are parity 3 orless), Children in the multiple risk categories had nearly twice the risk of
dying of children in the not in any risk category. Children bom to mothers less than 18 years of age (and at
no other risk) had a 30 percent greater chance of dying than the children in the reference category.

Based on this brief analysis of high risk fertility behaviour, the question can be asked: how many
women currently have the potential for having a high risk birth? This may be answered by simulating the
distribution of currently married women by the risk category into which a currently conceived birth would
fall. In other words, a woman's current age, time elapsed since last birth, and parity are used to determine
into which category her next birth would fall, if she were to conceive 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 risk category of being too old (35 or older) and at too high a parity (4 ormore
children). Women who have the potential for a high risk birth can avoid experiencing the risk by using
contraception to avoid the pregnancy (either to space or to limit the pregnancy, depending on which risk
category she is in). To determine what proportion of women in the simulation have the potential for a high
risk birth, it is assumed that all but sterilised women conceive.

Two points emerge from this discussion. First, the percentage of estimated high risk births (in any
category) will increase without some fertility control among women who share a high risk profile. This can
be seen by comparing the proportion of women who currently have the potential for a high risk birth (79
percent) with the proportion of births in the five years preceding the survey that were classified as high risk
(68 percent). Second, this increase in high risk births is linked to increases in the percentage of births in the
multiple risk categories, from 25 to 44 percent of births. These findings pose a challenge to policymakers
and programme managers alike—to generate the demand for family planning and to improve the availability
of contraceptive methods, so that high risk births can be avoided.

83



Table 7.4 High risk fertility behaviour

Percent distribution of children born in the five years preceding the survey
who are at elevated risk of mortality, and the percent distribution of
currently marmied women at risk of conceiving a child with an elevated risk
of mortality, by category of increased risk, Nigeria 1990

Births in last 5 years
preceding the survey  Percentage of

currently
Risk Percentage Risk married
category of births ratio women®
Not in any risk category 323 1.00 20.9°
Single risk categorles
Mother’s age < 18 7.0 1.31 2.7
Mother’s age > 34 0.8 (0.26) 4.0
Birth interval < 24 7.6 1.07 9.3
Birth order > 3 26.9 1.05 19.0
Subtotal 42.3 i.08 35.0
Multiple risk categories
Age <18 & birth interval <24° 1.4 {3.98) 09
Age >34 & birth interval<24 0.1 (2.7 0.1
Age >34 & birth order>3 10.4 1.47 22.6
Age >34 & birth interval
<24 & birth order >3 2.6 1.67 5.9
Birth interval <24 & birth order >3 11.0 2.00 14.6
Subiotal 254 1.90 44.1
In any risk category 67.7 1.39 79.1
Total 100.0 NA 100.0
Number 8,118 NA 6,880

NA = Not applicable
Note: Risk ratic is the ratic of the proportion dead of births in a specific risk
category to the proportion dead of births not in any risk category. Figures
in parentheses are ratios based on fewer than 200 cases.
*Women were assigned to risk categories according to the status they would
have at the birth of a child, if the child were conceived at the time of the
survey: age less than 17 years and 3 months, age older than 34 years and 2
meonths, latest birth less than 15 months ago, and latest birth of order 3 or
igher.
ncludes sterilised women
®Includes the combined categories Age <18 and birth order >3.
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CHAPTER 8

MATERNAL AND CHILD HEALTH

This chapter presents findings in three areas of importance to maternal and child health: matemal care
and characteristics of the neonate, vaccinations, and common childhood illnesses and their treatment.
Coupled with information on neonatal and infant mortality rates, this information can be used to identify
subgroups of women whose live births are "at risk" because of nonuse of maternal health services, and to
provide information to assist in the planning of appropriate improvements in services. Data were obtained
for all live births which occurred in the five years preceding the survey.

8.1  Antenatal Care and Delivery Assistance

Table 8.1 shows the percent distribution of births in the five years preceding the survey by source
of antenatal care received during pregnancy, according to matemal and background characteristics.
Interviewers were instructed to record all persons a woman may have seen for care, but in the table, only the
provider with the highest qualifications is considered (if more than one person was seen). For over half (57
percent) of all births, mothers received anienatal care from a doctor, trained nurse, or midwife. For one-third
(35 percent) of births, mothers received no antenatal care at all. Thus, most Nigerian women cither rely on
a doctor or nurse for antenatal care or receive no care at all. Women received antenatal care from a traditional
birth attendant (TBA) for only 4 percent of births,

There are marked differences in the sources of antenatal care for births in urban and rural areas. The
concentration of doctors in urban areas probably accounts for the fact that most births to urban women
received antenatal care from a doctor (61 percent), while only 30 percent of births to rural women received
such care. In facl, 41 percent of rural births received no antenatal care, compared (o 11 percent of urban
births. There are several reasons why this may be so: rural women may not have access to antenatal care
providers, or they may not be aware of the importance of antenatal care, or they may not be able to afford to
pay for the care.

Births to women in the Southwest are much more likely than births in other regions to receive
antenatal care from a doctor: 58 percent compared to 27 to 35 percent in other regions. While the majority
of births in the Southwest and Southeast receive antenatal care from a doctor, trained nurse, or midwife (86
and 65 percent), a birth in the Northeast or Northwest is as likely to have received antenatal care as not.
Auxiliary midwives, village health workers, and traditional birth attendants provide antenatal care to a greater
proportion of births in the Southeast than any other region.

There is a strong association between education and receiving antenatal care. Births to women with
no education are about as likely to receive some kind of care as not; whereas it is unlikely that a birth to a
woman who has had some education will receive no antenatal care. As the mother's level of education
increases, so does the likelihood that she will be seen by a doctor during the pregnancy; 28 percent of births
to mothers with no education received antenatal care from a doctor compared to 76 percent of women who
completed sccondary or higher schooling.

Antenatal care can be more effective when it is sought early in the pregnancy, and continues through
to parturition. Obstetricians generally recommend that antenatal visits be made on a monthly basis to the 28th
week (7th month), fortnightly to the 36th week (8th month) and then weekly until the 40th week (until birth).
Regular visits allow proper monitoring of the mother and child throughout the pregnancy. If the first
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Table 8.1 Antenatal care
Percent distribution of births in the five years preceding the survey, by source of antenatal care during pregnancy according to
selected background characteristics, Nigeria 1990
Trained  Tradi-
Trained Auxiliary Village traditional tional Number

Background nurse/ midwife/ health binh birth of
characteristic Doctor Midwife Assistant worker auendant attendant Other Noone  Total births
Mother’s age at birth

<20 30.7 17.5 0.9 1.8 0.9 3.6 1.5 432 100.0 1,344

20-34 38.5 20.8 1.3 1.5 0.9 3.7 1.5 31.8 100.0 5,649

35+ 31.8 20.1 1.3 1.7 0.6 32 1.6 396 1000 1,119
Birth order

1 39.1 21.0 0.9 1.2 1.1 3.6 1.1 32.0 100.0 1,458

2-3 38.5 19.9 1.0 1.9 0.8 3.4 1.0 335 1000 2516

4-5 37.5 18.6 1.3 2.0 1.1 13 1.5 348 1000 1,992

6+ 30.7 214 1.7 1.1 0.6 4.0 23 382 1000 2,147
Residence

Urban 61.2 23.1 0.5 0.4 0.7 1.3 1.6 11.1 1000 1,714

Rural 29.6 19.4 1.4 1.9 0.9 42 1.5 41.1 100.0 6,399
Reglon

Northeast 26.5 9.9 0.3 13 0.2 3.7 3.5 54.7 1000 1,924

Northwest 312 14.0 0.2 0.2 0.7 0.5 09 524 100.0 2,242

Southeast 35.0 29.5 2.7 38 1.7 1.6 0.1 19.6 100.0 2422

Southwest 58.1 27.4 1.7 6.5 0.7 1.7 2.1 17 100.0 1,525
Mother’s education

No education 27.5 159 09 1.7 0.7 34 2.0 479 100.0 5,091

Some primary 35.0 324 4.2 1.3 13 6.7 1.2 179 100.0 824

Completed primary 47.8 283 1.0 1.9 1.2 4.0 0.9 15.0 1000 1,212

Some secondary 60.6 26.4 0.4 1.4 0.9 1.5 0.2 8.6 100.0 459

Completed secondary/higher 76.4 18.2 0.9 0.6 0.6 0.4 0.3 26 1000 521
All births 36.3 20.2 1.2 1.6 0.9 3.6 1.5 34,8 100.¢ 8,113
Note: Figures arc for births in the period 1-59 months preceding the survey. If more than one source of antenatal care was
mentioned, only the most qualified provider is considered.

antenatal visit is made at the third month of pregnancy, this schedule translates to a total of 12 to 13 visits
during the pregnancy.

Information about the visits made by pregnant women is presented in Figure 8.1, In 52 percent of
births, mothers made four or more antenatal care visits. This constitutes 81 percent of all births that received
care, which suggests that those women who used the antenatal clinics were aware of the importance of regular
attendance. However, for alarge proportion of births, mothers obtained fewerthan the recommended number
of visits; the median number of antenatal care visits was seven. Nurse-midwives, who also give antenatal
care, may vary the scheme of attendance for pregnant women and this, along with late initiation of visits,
could contribute to the less than optimal frequency of attendance.
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Only 42 percent of all births received some antenatal care before the 6th month of gestation (see

Figure 8.1). However, for births to mothers who made antenatal visits, 67 percent received attention before
the sixth month of pregnancy.

Figure 8.1
Distribution of Births by
Number of Antenatal Care Visits and
Stage of Pregnancy at First Visit

Received

Mo Visits 35% No Care 35%

1 Visit 2%
2-3 Vigits 10%

4+ Visits 52% «© mo 42%

Number of Antenatal Stage of Pregnancy
Care Vigits at Firat Visit

NDHS 1980

The median duration of gestation at which the first antenatal care visit was made was 5.3 months.
This is rather late if mothers are to receive the maximum benefits of antenatal care. The advantage of starting
antenatal care within the first three months of preghancy is that 2 woman’s normal baseline health can be
assessed. Knowledge of a woman’s baseline health will make early detection of any abnormalities easier;
this, in turmn, aids health workers in taking appropriate action to care for the mother.

Table 8.2 presents tetanus toxoid coverage during pregnancy for all births in the five years preceding
the survey. Tetanus toxoid injections are given during pregnancy for the prevention of neonatal tetanus, one
of the principal causes of death among infants in many developing countries. For full protection, a pregnant
woman should receive two doses of the toxoid. However, if a woman has been vaccinated during a previous
pregnancy, she may only require one dose for a current pregnancy.

Forty-one percent of births received the protection of two or more doses of tetanus toxoid during
gestation, 46 percent were not protected by any tetanus toxoid vaccination. The mothers of births in the
Southeast and Southwest were twice as likely to receive two or more doses during gestation (53 and 60
percent) than were mothers in the Northeast and Northwest (24 and 30 percent).

The relationship between education of mothers and vaccination status is striking; the proportion of
live births in which two or more doses of tetanus toxoid were received increases steadily from 29 percent
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Table 8.2 Tetanus toxoid vaccination

Percent distribution of births in the five years preceding the survey, by number of tetanus toxoid injections
given to the mother during pregnancy and whether the respondent received an antenatal card, according to

selected background characteristics, Nigeria 1990

Number of tetanus toxoid injections

Percentage
Two given Number

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

< 20 54.5 11.2 322 21 100.0 48.6 1,344

20-34 434 1.9 434 1.3 100.0 60.6 5,649

35+ 52.1 8.9 384 0.6 100.0 53.6 1,119
Birth order

1 43.8 14.0 414 08 100.0 60.7 1,458

2-3 447 12.0 416 1.6 100.0 59.1 2,516

4-5 45.7 10.3 422 .7 100.0 574 1,992

6+ 50.9 9.8 384 0.9 100.¢ 54.1 2,147
Residence

Urban 23.1 12.6 63.2 1.1 100.0 85.1 1,714

Rural 52.7 11.0 349 1.4 i00.0 50.3 6,399
Region

Northeast 652 10.6 24.1 0.2 100.0 35.8 1,924

Northwest 56.7 11.1 29.7 2.6 100.0 44.9 2,242

Southeast 35.8 11.0 52.5 0.7 100.0 67.7 2,422

Southwest 24.7 13.3 60.0 1.9 100.0 88.0 1,525
Mother’s education

No education 58.0 11.2 293 1.5 100.0 44.9 5,091

Some primary 346 11.8 532 04 100.0 69.1 824

Completed primary 29.0 12.0 57.8 1.3 100.0 76.5 1,212

Some secondary 20.0 12.7 66.5 0.8 100.0 85.6 459

Completed secondary/higher 16.0 10.3 723 1.4 100.0 96.1 521
All births 46.4 114 40.9 1.3 100.0 57.6 8,113

Note: Figures are for births in the period 1-39 months preceding the survey.

Fifty-eight percent of births in the last five years preceding the survey were to mothers who received
antenatal cards for their pregnancies. Those who were less likely to have cards were births to women under

20 years of age, births to rural women, births to women from the Northeast and Northwest, and births to
women who had no education.
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among women with no education, to 72 percent of births to women who completed secondary education.
Educated women may have greater accessibility to modern medical care, or may have a greater understanding
of the advantages of vaccinations, or may be more able to utilise the services provided.




Women who had contact with health professionals during pregnancy were much more likely to
deliver at a health facility than women who had no such contact (see Table 8.3). Fifty-three percent of births
to women who made four or more antenatal care visits were delivered in a health facility, compared to two
percent of births to women who made no antenatal care visits.

Table 8.3 shows the distribution of births by the place of delivery. The differences between the North
and the South are substantial. While delivering births at home is not uncommon in the Southeast and
Southwest (38 and 25 percent of births), it is the norm in the Northeast and Northwest where nine of ten
children are still delivered at home. The high proportion of births delivered at home in the North has serious
consequences for both maternal and child health.

Table 8.3 Place of delivery
Percent distribution of births in the five years preceding the survey, by place of delivery, according to selected
background characteristics, Nigeria 1990
Home of Number

Background Health AL health Don’t know/ of
characteristic facitity home worker Other Missing Total births
Mother’s age at birth

<20 23.8 701 4.3 0.4 1.4 100.0 1,344

2034 3238 59.9 4.5 0.6 2.1 100.0 5,649

35+ 29.8 62.0 49 0.5 2.8 100.0 1,119
Birth order

1 34.7 58.3 5.1 03 1.5 100.0 1,458

2.3 30.1 63.7 4.1 0.3 1.8 100.0 2,516

4.5 30.7 61.1 49 0.8 2.4 100.0 1,992

6+ 29.5 62.9 4.3 0.8 2.5 100.0 2,147
Residence

Urban 58.2 32.8 38 0.4 48 100.0 1,714

Rural 23.6 69.7 4.7 0.6 1.4 100.0 6,399
Reglon

Northeast 10.4 88.6 0.1 0.3 0.7 100.0 1,924

Northwest 9.7 89.5 0.2 0.2 0.3 100.0 2,242

Southeast 46.3 384 114 0.9 3.0 100.0 2,422

Southwest 63.6 249 5.6 0.9 5.0 100.0 1,525
Mother’s education

No education 15.8 80.2 2.8 0.4 0.3 100.0 5,091

Some primary 44.7 40.3 10.8 1.3 30 100.0 824

Completed primary 48.1 37.7 8.7 0.8 4.7 100.0 1,212

Some secondary T2 17.6 4.2 0.8 6.2 100.0 459

Completed secondary/higher 81.7 12.6 3.0 0.2 2.6 100.0 521
Antenatal care visits

None 1.6 94.6 24 03 1.0 100.0 2,805

1-3 visits 25.7 69.1 38 08 0.7 100.0 963

4 or more visits 52.8 381 6.3 0.7 22 100.0 4,187

Don’t know/Missing 4.6 64.9 2.6 0.0 27.8 100.0 157
All births 309 61.9 4.6 0.6 2.1 100.0 8,113
Note: Figures are for births in the period 1-59 months preceding the survey,
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The expected pattem with regard to mother’s education can be seen in Table 8.3: the proportion of
births delivered in a health facility increases steadily from 16 percent of births to mothers with no education
to 82 percent of births to mothers with completed secondary or higher education.

Overall, about 60 percent of births in Nigeria are delivered at home, while 30 percent are delivered
in health facilities.

The type of assistance a woman receives during the birth of her child depends on the place of
delivery. Births that are delivered at home are more likely to be delivered without assistance from anyone,

whereas, births delivered at a health facility are more likely to be delivered by trained medical personnel (not
shown).

Table 8.4 Assistance during delivery

Percent distribution of births in the five years preceding the survey, by type of assistance during delivery, according to
selected background characteristics, Nigeria 1990

Trained Tradi-
Trained Auxiliary Village traditional tional Number

Background nurse/ midwife/  health birth birth Don't know/ of
characteristic Doctor Midwife Assistant worker sattendant attendam Other No one Missing  Total births
Mother’s age at birth

<20 7.7 16.0 i1 0.7 37 23.0 49 42.4 0.7 1000 1344

20-34 11.1 21.7 1.2 1.0 3.5 189 53 37.0 04 1000 5649

35+ 9.6 19.7 1.9 1.1 35 16.6 4.6 419 1.1 100.0 1,119
Birth order

1 13.0 219 1.1 0.9 4.1 19.8 43 34.5 03 100.0 1,458

2-3 10.1 19.8 1.4 0.8 3.6 18.7 4.5 40.6 04 1000 2,516

4-5 10.2 209 0.8 1.2 35 20.4 5.2 37.4 0.5 1000 1,992

6+ 8.9 20.0 1.6 1.0 3.2 18.4 6.3 400 0.7 1000 2,147
Residence

Urban 213 g1 1.2 0.2 2.6 9.6 4.5 21.6 6.8 1000 1,714

Rural 7.4 15.8 1.3 1.2 3.8 21.8 5.3 43.1 04 1000 6,399
Region

Northeast 7.2 a7 0.1 0.3 29 23.4 5.8 56.1 0.7 1000 1,924

Northwest 5.0 5.0 0.2 0.1 22 21.0 2.6 63.5 0.2 1000 2,242

Southeast 10.5 51 1.9 2.5 5.8 21.1 6.7 159 0.5 1000 2422

Southwest 217 414 33 0.7 2.7 83 5.5 15.7 0.8 1000 1,525
Mother's education

No education 6.2 9.4 0.7 1.0 34 21.8 5.7 51.4 0.3 100.0 5,081

Some primary 9.7 34.9 2.1 1.2 4.6 18.7 5.7 222 09  100.0 824

Completed primary 14.2 4.4 24 1.1 4.1 17.6 38 21.2 1.2 1000 1,212

Some secondary 21.6 47.4 3.1 0.5 34 9.4 4.8 9.3 05 1000 459

Completed secondary/ 32.0 499 0.8 0.6 2.4 6.3 20 57 0.1 1000 521

higher

Antenatal care visits

None 0.9 09 0.2 0.1 3.5 30.6 6.2 516 0.0 1000 2,805

1-3 visits 12.0 14.1 0.6 0.3 4.9 16.0 59 46.3 00 1000 963

4 or more visits 16.5 358 2.1 1.7 33 114 4.4 247 0.0 1000 4,187

Don't know/Missing 2.6 1.1 1.6 0.0 21 44.4 1.4 20.4 263  100.0 157
Total 10.3 20.5 1.2 1.0 36 19.2 5.1 38.6 0.5 1000 8,113

Note: Figures are for births in the period 1-59 months preceding the survey. If the respondent mentioned more than one
attendant, only the most qualified attendant is considered.
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Figure 8.2
Assistance During Delivery by Region
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Overall, more than half the births in the Northeast and Northwest are delivered without assistance,
while only 16 percent of births in the Southeast and Southwest are delivered without assistance (see Table
8.4 and Figure 8.2).

Births to rurai women, births to women in the Northeast and Northwest, births 1o women with no
education, and births to women who made no antenatal visits, are more likely to be delivered without any type

of assistance. These characteristics identify women who are at greater risk of dying due to complications
occurring during pregnancy and delivery.

While doctors provided some antenatal care to 36 percent of births (see Table 8.1) they assisted in
delivering only 10 percent (see Table 8.4), Trained nurses, midwives, and birth attendants delivered
approximately 30 percent of the births in the Northeast and Northwest, and 62 to 52 percent of the births in
the Southeast and Southwest. Itis possible that many of the women who received antenatal care from doctors
could not afford doctors’ delivery fees; however, it is standard practice in Nigeria for normal deliveries to

91




be performed by nurse-midwives rather than doctors. If they are available to assist, doctors tend 1o do so in
cases with complications.

Only 2.5 percent of births in the last five years preceding
the survey were delivered by caesarean section. Less than 2
percent of births were born prematurely (see Table 8.5). For 90 Percent distribution of births in the five
percent of births, the birth weight was unknown, which is o be years preceding the survey by whether the
expected given that two-thirds of births are delivered at home, delivery was by caesarean section, whether
premature, and by birth weight and the

Only 16 percent of babies born in the five years ;‘;’g‘:ﬁ:s];;gm‘e of baby’s size at birth,
preceding the survey were reported by the mother to be very
small or smaller than average at birth; 30 percent were reported
to be larger than average or very large; the remaining half of Characteristic Percent
births were reported to be of average size at birth (see Table 8.5).

Table 8.5 Characteristics of delivery

. . Caesarean 2.5
8.2  Vaccinations

Premature birth 1.5

To assist in the evaluation of the Expanded Programme Birth welght
for Immunisation (EPI), the NDHS collected information on Less than 2.5 kg. 0.7
inati for all children bom in the five years | o <& o more o
VaCClH?.UOH coverage Ior C y Don't know/missing 90.4
preceding the survey, although data presented here are restricted Total 100.0

to children who were alive at the time of the survey. The EPI Size at birth
follows the World Health Organisation’s (WHO) guidelines for Very small 6.3
vaccinating children. To be considered fully vaccinated, a child imﬂllef than average sgg
should receive the following Vz'iCCiI'laliOl:lS: BCG, rnt.zasles. :'md L:rz':ffhm average 13.0
three doses each of DPT and polio. BCG is for protection against Very large 16.8
tuberculosis, and DPT is for protection against diphtheria, per- Don’t know/missing 1.6
tussis, and tetanus; both DPT and polio require three vaccinations Total 100.0
at intervals of several weeks. WHO recommends that children Number of births 8,113

receive the complete schedule of vaccinations by 12 months of
age.

Note: Figures are for births in the period
1-5% months preceding the survey.

Information on vaccination coverage was collected in two
ways: from vaccination cards shownto the interviewers and from
mothers’ reports. The majority of child welfare clinics in Nigeria provide cards on which vaccinations are
recorded; when a mother was able to present such a card to the interviewer, this was used as the source of
information. The interviewer recorded vaccination dates directly from the card, In addition to collecting
vaccination information from cards, there were two ways of collecting the information from the mother
herself. If a vaccination card had been presented, but a vaccine had not been recorded on the card as being
given, the mother was asked to recall whether that particular vaccine had been given. If there was no card
at ali for the child, the mother was asked to recal! whether the child had received BCG, polio (including the
number of doses), or measles vaccinations. DPT coverage is not asked about for children without a written
record and is assumed to be the same as mother’s report for polio vaccine. (Polio and DPT are usually given
at the same time.)
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Vaccination coverage is presented in Table 8.6 according to the source of the information used to
determine coverage, i.e., the vaccination card or mother’s report. Data are presented for children age 12-23
months, thereby including only those children who have reached the age by which they should be fully
vaccinated. Estimates of coverage are summarized in Figure 8.3, which presents coverage figures as
ascertained from both vaccination cards and mothers’ reports,

Table 8.6 Vaccinations by source of information

Percentage of children 12-23 months who had received specific vaccines at any time before the survey and the

percentage vaccinated by 12 months of age, by whether the information was from a vaccination card or from the
mother, Nigeria 1990

Percentage of children who received:

DPT Polio Number
Source of of
information BCG 1 2 3+ 1 2 3+ Measles Ali' None children
Vaccinated at any time
before the survey
Vaccination card 342 332 250 20 337 252 2001 239 180 0.0 17380
Mother’s report 26,5 260 218 133 260 218 133 221 116 368 1380
Either source 60.7 592 468 333 597 470 334 460 296 368 1380
Vaccinated by 12 months
of age
Vaccination card 2712 266 199 153 270 201 153 146 111 65 1380
Either source 483 475 372 254 478 374 254 281 183 486 1380

Note: The DPT coverage rate for children without a written record is assumed to be the same as that for polio vaccine
since mothers were specifically asked whether the child had received polio vaccine. For childten whose information
was based on the mother's report, the proportion of vaccinations given during the first year of life was assumed to be
the same as for children with a written record of vaccination.

1Children who are fully vaccinated (i.e., those who have received BCG, measles and three doses of DPT and polio).

According to the information from vaccination cards, 34 percent of children received a BCG
vaccination. However, not all children who get vaccinated have cards; 27 percent of children who did not
have a card were reported by their mothers to have received the BCG vaccine. This translates to an overall
coverage of 61 percent of children vaccinated against tuberculosis. Vaccinations are most effective when
given at the proper age; according to the card information, 27 percent of children received the BCG vaccine
by 12 months of age. Assuming that the proportion of vaccinations given during the first year of life is the
same for children whose mothers report their status as it is for children with cards, it can be estimated that
about 48 percent of children received BCG vaccinations by their first birthday.

Coverage of the first dose of polio and the first dose of DPT are about the same as for BCG. Qver
half the children have received the first dose (60 percent), although only 48 percent received it by 12 months
of age. Coverage declines after the first dose; not as many children received the second and third doses of
polio and DPT as did the first dose. Only 33 percent of children received the third doses of polio and DPT,
and only 25 percent did so by 12 months of age.
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Figure 8.3
Vaccination Coverage
Among Children Age 12-23 Months
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Twenty-eight percent of children age 12-23 months were vaccinated against measles before their first
birthday; and overall, only 18 percent have had all the recommended vaccinations by their first birthday.

As mentioned above, 61 percent of children age 12-23 months have received a BCG vaccination; the
next highest coverage level is 60 percent for the first dose of polio vaccine. Thus, whether or not a child has
received BCG appears to be indicative of whether the child will ever receive any vaccinations; this pattern
holds true across all background variables, as shown in Table 8.7. More than one-third of children have never
been vaccinated; and only 30 percent of children are fully vaccinated. Figure §.4 shows the percentage of
children age 12-23 months who are fully vaccinated (according to card information and mothers’ reports) by
selected background characteristics of the mother. The highest proportion of children who are fully
vaccinated is among mothers with completed secondary or higher education (80 percent); the lowest
proportion is among children in the Northeast region (16 percent) and children of mothers who have no
education (17 percent).

Vaccination status does not differ appreciably by the sex or birth order of the child, However, it does
differ markedly by characteristics of the mother. Children with the least protection are those born to women
with no education; these children accounted for 61 percent of all births in the five years preceding the survey,
and half of them did not receive a single vaccination, Although protection improves for children of better
educated mothers, even these children may not complete the schedule of vaccinations. Nearly three-quarters
of children with mothers who have some primary education begin the series for DPT and potio, but 15 percent
never go on to receive the second dose, and an additional 18 percent never get the third dose. Coverage is

especially low in the Northeast and Northwest, where only 1 in 6 children has completed the DPT/polio
series.
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Table 8.7 Vaccinations by background characteristics

Percentage of children 12-23 months who had received specific vaccines by the time of the survey (according to the vaccination
cand or the mother’s report) and the percentage with a vaccination card, by selected background characteristics, Nigeria 1990

Percentage of children who received:

Percentage
DPT Polio with  Number

Background a of
characteristic BCG 1 2 3+ 1 2 3+ Measles All! None card children
Sex

Male 597 579 459 337 582 461 338 457 308 386 309 683

Female 617 605 476 329 611 419 329 464 284 350 8.5 697
Birth order

1 584 574 461 311 574 461 314 449 262 399 355 265

2-3 629 61.0 454 360 621 459 360 476 334 351 359 441

45 606 588 488 339 591 490 339 481 304 360 331 445

6+ 593 586 463 296 588 463 206 404 245 378 438 230
Residence

Urban 813 808 745 589 B8l6 748 591 688 525 163 439 295

Rural 551 534 392 264 537 395 264 398 233 424 323 1,086
Region

Northeast 41.2 408 321 173 426 327 173 316 159 545 212 359

Northwest 526 517 351 187 517 351 17 397 117 454 365 373

Southeast 73.0 702 588 504 702 590 504 539 433 256 409 408

Southwest 816 798 665 510 798 665 513 640 453 159 418 24D
Mother’s education

No education 462 448 326 191 453 37 191 338 166 514 257 845

Some primary 750 720 574 393 722 581 393 515 311 19.3 542 136

Completed primary 812 799 627 490 807 634 490 622 435 181 455 198

Some secondsary 832 86 710 614 8.6 710 614 674 551 6.0 46.9 89

Completed secondary/higher94.8 944 937 834 944 937 841 859 803 5.2 513 11

All children 60.7 592 468 333 597 470 334 460 296 36.8 34.7 1,380

Note: The DPT coverage rate for children without a written record is assumed to be the same as that for polio vaccine since
mothers were specifically asked whether the child had received polio vaccine.
1Children who are fully vaccinated (i.c., those who have received BCG, measles and three doses of DPI' and polio).

95




Figure 8.4
Percentage of Children 12-23 Months
Who are Fully Vaccinated

TOTAL

RESIDENCE
Urban
Rural

REQION
Martheast
Northwest
Southeast
Southwest

EDUCATION
No aduc.
Prim. Incomp.
Prim. Comp.
Seac. Incomp.
Sec./Higher

o 20 40 80 80 100
Percent
Note: Based on health card Information
and mothers’ reports.
NDHS 1990

Table 8.8 shows the percentage of children age 12-59 months who had been vaccinated by 12 months
of age, by their current age, The table also shows the percentage of children with a vaccination card shown
to the interviewer. The coverage estimates are based on both card information and mothers’ reports.

The percentage of children with vaccination cards decreases with increasing age from 35 percent for
children 12-23 months of age 1o 16 percent for children age 48-59 months. This decline could be due to
either a genuine decline in coverage, or to the loss of cards over time, Cards were shown to interviewers by
mothers for 26 percent of the children age 12-59 months.

Overall, 38 percent of children received the BCG vaccine before their first birthday. Thirty-six
percent received the first dose of polio and DPT, and this fell to 21 percent by the third dose. Twenty-one
percent of children received the measles vaccination; it seems plausible that the mothers who were regular
in their attendance at the child welfare clinics and completed the polio/DPT series for their children were also
the same mothers who had their children vaccinated against measles. The table is also meant to illustrate
changes in the vaccination programme over time. Coverage has improved in the very recent past (it is highest
for the children one year of age).
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Table 8.8 Vaccinations in the first year of life

Percentage of children one 1o four years of age for whom a vaccination card was shown
1o the interviewer and the percentage vaccinated for BCG, DPT, polio, and measles
during the first year of life, by current age of the child, Nigeria, 1990

Current age of child in months All children
12-59
Vaccine 12-13 24-35 36-47 48-59 months
Vaccination card
shown to Interviewer 34.7 203 253 16.2 264
Percent vaccinated
at 0-11 months?
BCG 48.3 36.0 349 304 3715
DPT 1b 47.5 342 338 27.0 357
DPT 2 372 28.4 31.0 22,6 299
DPT 3 254 18.2 22.7 16.6 20.8
Polio 1 47.8 34.1 33.5 271 357
Polio 2 374 28.5 311 229 30.0
Pclio 3 254 18.2 22.6 16.5 20.7
Measles 28.1 18.8 21.0 15.8 21.0
All vaccinations® 18.3 11.7 15.1 11.2 14.1
No vaccinations 48.6 61.8 63.1 67.8 60.3
Number of children 1,380 1,320 1,415 1,349 5,463

Mnformation was obtained either from a vacecination card or from the mother if there
was no written record. For children whose information was based on the mother's
report, the proportion of vaccinations given during the first year of life was assumed to
be the same as that for children with a written vaccination record.

DPT coverage rate for children without a written record is assumed to be the same
as that for polio vaccine, since mothers were specifically asked whether the child had
received polio vaccine.
©Children who have received BCQ, measles and three doses of DPT and polio vaccines.

8.3  Acute Respiratory Infection

Pneumonia is one of the foremost causes of infant mortality in Nigeria. Its prevalence was estimated
by asking mothers if their children had experienced coughing, accompanied by shon, rapid breathing, in the
two weeks preceding the survey. These symptoms are compatible with pneumonia. Early diagnosis and
treatment with antibiotics can prevent a large proportion of pneumonia deaths.

Table 8.9 shows that 7 percent of children under five years of age were ill with a cough and rapid
breathing at some time in the two weeks preceding the survey. Thirty-five percent of these children visited
a health facility of some kind, 23 percent received an antibiotic treatment, 23 percent received injections, and
35 percent received cough syrup.
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Table 8.9 Prevalence and treatment of acute respiratory infection

Percentage of children under five years who were ill with a cough accompanied by rapid breathing during the two weeks
preceding the survey, and the percentage of ill children who were treated with specific remedies, by selected background
characteristics, Nigeria 1990

Among children with cough and rapid breathing

Percentage Percentage Percentage treated with:
of children \aken to
with cough a health  Antibiotic None/  Number
Background and rapid  facility or pill or Cough  Home Don't know/ of
characteristic breathing  provider! syrup Injection syrup remedy  Other  Missing  children
Child’s age
< 6 months 7.0 41.8 32 29.5 379 101 531 0.0 751
6-11 months 8.9 271.7 29.8 11.2 36.0 10.7 34.5 0.0 813
12-23 months 9.5 37.0 252 25.6 40.3 6.3 35.2 0.0 1380
24-35 months 59 29.7 30.5 24.6 333 16.1 1.8 0.0 1320
36-47 months 4.8 339 234 23.5 25.5 12.1 36.9 0.0 1415
48-59 months 53 3719 20.2 25.8 349 135 336 23 1,349
Sex
Male 73 326 23.1 229 348 13.9 350 0.0 3431
Female 6.2 36.8 228 240 359 716 38.3 0.8 3,596
Birth order
1 6.7 354 17.0 25.6 30.8 174 33.1 0.0 1,281
2-3 6.2 354 2.3 21.8 336 16.1 3z2 0.0 2,226
4-5 7.3 41.4 274 231 34.6 a5 47.4 0.0 1,707
6+ 6.9 263 24.8 239 41.0 8.1 31.0 L3 1814
Resldence
Urban 42 431.5 351 243 476 43 48.5 0.0 1,532
Rural 74 32 21.4 233 334 12,0 346 0.4 5,496
Reglon
Northeast 10.7 35.5 23.5 255 236 7.5 31.2 0.9 1,653
Northwest 4,8 350 212 283 422 10.9 26.7 0.0 1,862
Southeast 63 26.3 20.4 12.9 358 16.3 40.6 0.0 2,166
Southwest 5.2 47.8 31.2 321 55.0 9.3 54.7 0.0 1,347
Mother’s education
No education 6.8 25.4 213 229 28.6 113 29.9 0.6 4,330
Some primary 7.0 21.9 18.5 216 338 8.3 303 0.0 718
Completed primary 6.9 9.1 126 18.6 41.8 142 53.0 0.0 1,076
Some secondary 6.1 60.9 28.7 21.2 60.8 10.9 37.0 0.0 406
Completed secondary/higher 5.9 64.7 2319 46.1 67.6 2.2 2.5 0.0 492
All children 6.7 34.6 213 234 353 10.9 36.5 0.4 7,028

Note: Figurcs arc for children born in the period 1-59 months preceding the survey.
Yncludes health post, health centre, hospital, and private doctor.

Treatment practices forill children differ more by background characteristics of the mother than does
the prevalence of the illness itself. Children of more educated mothers are twice as likely to be taken to a
health facility (60 percent) as children of less educated mothers (30 percent). Children in the Southeast were
less likely to be taken to a facility than were children in the Southwest (26 versus 47 percent). There are no

large differentials by age, sex, or parity.,

98



8.4 Fever

One of the major causes of mortality and morbidity among children in Nigeria is malaria. Since the
major manifestation of malaria is fever, mothers were asked whether their children had had a fever in the two
weeks preceding the survey, and what type of treatment was sought, if any. "The remedy is to treat every
child with fever promptly with antimalarial drugs before its major and deadly manifestations appear."’

Table 8.10 Prevalence and treatment of fever
Percentage of children under five years who had a fever during the two weeks preceding the survey, and the percentage of
children with a fever who were treated with specific remedies, by selected background characteristics, Nigeria 1990
Among children with fever
Percentage Percentage Percentage treated with:
of taken to
children  a health Antibiotic None/  Number
Background with facility or Anti- pill or Home  Cough Don’t know/ of
characteristic fever provider! malarial  syrup  Injection remedy  syrup  Missing children
Child’s age
< 6 months 254 36.7 10.3 13.1 275 9.2 394 1.0 751
6-11 Months 374 346 24.6 19.9 19.6 4.8 44.8 05 £13
12-23 Months 414 34.7 23.5 24.5 25.7 4.5 49.5 0.8 1,380
24-35 Months 349 276 20.3 243 215 9.2 415 1.5 1,320
36-47 Months 303 223 17.7 173 14.3 6.0 4.7 0.6 1,415
48-59 Months 249 27.4 24.0 21.% 232 12.8 36.4 1.1 1,349
Sex
Male 335 31.8 23.2 23.4 21.8 8.6 43.8 08 3,431
Female 31.8 282 18.6 18.9 216 6.1 44.2 1.1 3,596
Birth order
1 29.6 274 17.9 21.5 18.6 11.9 39.7 0.3 1,281
23 304 3zs 23.4 22.1 26.8 6.2 39.7 13 2,226
4-5 339 303 20.8 19.0 21.5 5.8 46.3 0.9 1,707
6+ 36.2 28.8 20.0 21.8 183 73 48.9 0.9 1,814
Resldence
Urban 222 49.3 30.3 28.8 27.2 59 613 0.4 1,532
Rural 355 267 19.3 19.8 20.7 7.6 41.0 1.0 5,496
Region
Northeast 329 33.2 23.6 27.9 14.7 9.4 36.6 1.9 1,653
Northwest 37.5 22.7 14.9 18.2 26.5 8.7 23 0.8 1,862
Southeast 36.1 26.5 223 15.8 19.0 5.4 61.5 0.3 2,166
Southwest 19.9 53.2 268 310 311 5.9 64.3 1.4 1,347
Mother’s education
No education 336 25.0 16.8 20.3 18.6 9.1 339 09 4,330
Some primary 37.2 25.6 233 21.4 239 4.1 576 1.1 718
Completed primary 324 393 30.6 21.7 27.1 6.6 60.2 1.0 1,076
Some secondary 29.9 524 278 23.7 301 038 64.0 0.9 406
Completed secondary/higher 20.2 56.4 1.7 279 321 1.5 72.0 0.8 492
All children 32,6 30.0 209 21.1 219 74 4.0 09 7,028
Note: Figures are for children born in the period 1-59 months preceding the survey.
"Includes health post, health centre, hospital, and private doctor.

' Quote from Professor O. Ransome-Kuti, Honourable Minister of Health (Ransome-Kuti et al., 1989).
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Table 8.10 indicates that one-third of children under five years of age were reported to have had fever
but only 21 percent of these received antimalarial treatment. Although there were no significant differences
in the prevalence rate for fever, treatment practices did differ by background characieristics of the mother.
Children in urban areas were twice as likely to be taken to a health facility for treamment of their fever, as
children in rural areas; the same was true for children of the most educated mothers (secondary or higher)
compared to children whose mothers had no education.

8.5 Diarrhoea

Dehydration brought on by severe diarthoea is a major cause of morbidity and mortality among
Nigerian children, it ranked as the number one cause for hospital admissions at the Massey Street Children’s
Hospital in Lagos in 1982. One treatment for dehydration is oral rehydration therapy (ORT); a solution
prepared from commercially produced packets of oral rehydration salts (ORS); or a homemade solution
prepared from sugar, salt and water. The former tends to be expensive, whereas, preparation of the latter is
taught in child health clinics. ORT has been taught actively in Nigeria since the 1980s.

Table 8.11 shows the prevalence of diarrhoea in children under five years of age. Eighteen percent
of children had experienced diarthoea at some time in the two wecks preceding the survey, 4 percent of
children had experienced bloody diarrhoea in the previous two weeks, while 8 percent were still having an
episode of diarthoea at the time of the survey (i.e., within the last 24 hours).

Children age 6-23 months were the most likely 10 have experienced diarrhoea in the two weeks
preceding the survey. Children age 12-35 months experienced slightly higher rates of bloody diarrhoea than
children in other age groups, Prevalence of diarrhoea was found to be higher in rural areas than in urban
areas, and the Northeast and Northwest regions reported prevalence raies about double those in the Southeast
and Southwest.
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Table 8.11 Prevalence of diarthoca

Percentage of children under five years who had diarrhoea and diarrhoes with
blood in the two wecks preceding the survey, and the percentage of children
who had diarrhoea in the preceding 24 hours, by selected background
characteristics, Nigeria 1990

Diarrhoea in the All
preceding 2 weeks!  diarrhoea
in the Number

Background All Diarrhoca preceding of
characteristic diarthoea  with blood 24 hours children
Child’s age
< 6 months 11.7 1.3 6.6 751
6-11 Months 26.3 32 124 813
12-23 Months 29.3 6.9 14.5 1,380
24-35 Months 20.7 58 10.2 1,320
36-47 Months 104 33 34 1,415
48-59 Months 9.6 25 38 1,349
Sex
Male 19.4 4.0 102 3,431
Female 16.4 4.2 65 3,596
Birth order
1 18.5 3.0 8.5 1,281
2-3 18.8 4.5 92 2,226
4.5 16.5 43 74 1,707
64+ 17.6 4.1 8.0 1,814
Residence
Urban 11.7 1.7 45 1,532
Rural 19.6 43 94 5,496
Reglon
Northeast 239 6.1 13.7 1,653
Northwest 25.7 33 11.9 1,862
Southeast 12.2 2.7 46 2,166
Southwest 8.7 2.1 27 1,347
Mother’s education
No education 20.1 5.1 10.2 4,330
Some primary 14.4 1.9 49 718
Completed primary 17.2 4.0 1.0 1,076
Some secondary 12.7 2.0 9 406
Completed secondary/higher 8.9 0.5 31 492
All children 17.9 4.1 83 7,028

Note: Figures are for children born in the period 1-59 months preceding the
survey.

'Includes diarrhoea in the past 24 hours

Mncludes diarrhoea with blood
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Knowledge of ORS packets is quite low, only 14 percent of mothers who had births in the previous
five years had ever heard of such packets (see Table 8.12). Use of ORS packets is even lower, only 8 percent
of mothers had ever used a packet, which is to be expected since knowledge is low, and packets are
commercially sold at prices which are expensive for the average family. Mothers most likely to have used
ORS are those living in urban areas, and those who have secondary or higher education. Mothers least likely
to have used ORS were those less than 20 years of age.

Table 8.12 Knowledge and use of ORS packets
Percentage of mothers with births in the five years preceding the
survey who know about and have ever used ORS packets, by
selected background characteristics, Nigeria 1990
Know Have ever Number

Background about ORS used ORS of
characteristic packets  packets  mothers
Age

15-19 15.0 24 373

20-24 129 7.1 1,080

25-29 16.9 9.9 1,338

30-34 16.0 9.6 1,108

35+ 11.1 4.6 1,169
Residence

Urban 21.3 13.2 1,089

Rural 12.5 59 3,980
Region

Northeast 13.6 6.3 1,232

Northwest 16.7 10.0 1,399

Southeast 149 13 1,456

Southwest 11.1 55 982
Education

No education 10.6 5.6 3,200

Some primary 16.0 5.4 492

Completed primary 21.1 10.0 750

Some secondary 18.0 123 276

Completed secondary/higher 29.9 19.3 338
All mothers 14.4 7.5 5,069
Note: Figures include mothers who have given ORS for
diarrhoea during the preceding two weeks, although they were
not asked about knowledge of ORS packets.
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Table 8.13 and Figure 8.5 show the percentage of children with recent bouts of diarrhoea who were
given treatment. One-quarter of all children who had a recent bout of diarrhoea were taken to a health facility
or provider. Children in urban areas were much more likely to visit a health facility or provider than were
rural children (40 percent versus 23 percent), and children in the Southwest were more than twice as likely
to have been taken to a facility as children in the Southeast.

Table 8.13 Treatment of diarthoea
Percentage of children under five years who had diarrhoea in the two weeks preceding the survey who were taken for treatment
to a health facility or provider, the percentage who received oral rehydration therapy (ORT), the percentage who received
increased fluids, the percentage who received neither ORT nor increased fluids, and the percentage receiving other treatments,
according to sclected background characteristics, Nigeria 1990
Percentage Percentage receiving
Percentage Oral rehydration Percentage receiving other treatments:
taken to therapy (ORT)  receiving neither Number of
a health in- ORT nor Home  children
Background facility or ORS Home  creased increased  Anti- In- remedy, with
characteristic provider! packets solution  fluids fluids biotics  jection Other  diarrhoea®
Child's age
< 6 months 24.8 103 18.0 14.6 70.0 6.3 3.6 29.5 88
6-11 months 25.5 12.5 21.6 1.6 70.0 16.9 9.0 28.6 214
12-23 months 274 104 29.8 8.7 618 1.7 5.4 280 404
24-35 months 21.6 100 24 12.0 67.9 123 34 28.4 273
36-47 months 217 129 15.8 14.8 65.2 12.6 1.7 211 148
48-59 months 28.8 16.9 22.0 8.2 71.3 3.8 6.5 24.1 129
Sex
Male 23.6 12,0 22.7 9.7 67.8 8.5 3.7 26.7 666
Female 26.8 113 245 11.0 65.0 15.2 8.3 29.0 390
Birth order
1 259 146 25.7 6.7 68.8 5.7 7.3 26.7 237
23 26.0 115 23.0 12.3 65.5 13.5 4.4 234 4138
45 239 1.2 24.2 10.8 65.3 12.0 10.3 31.3 282
6+ 245 10.0 221 0.9 67.1 13.2 2.6 313 319
Residence
Urban 40.3 255 43.2 18.7 429 19.9 6.8 379 179
Rural 226 9.3 20.3 8.9 70.4 10.2 5.6 26.1 1,076
Reglion
Northeast 255 136 18.7 8.8 70.4 8.8 6.8 25.2 395
Northwest 24.1 10.7 19.3 1.7 721 5.9 23 17.0 478
Southeast 17.1 8.9 313 13.1 57.6 17.5 58 392 265
Southwest 45.8 151 349 19.6 50.5 314 16.7 54.6 118
Mother’s education
No education 227 8.0 17.0 8.6 73.4 9.6 6.0 26.1 872
Some primary 234 116 N4 156 60.2 19.6 4.2 254 103
Completed primary 376 253 39.3 12.7 49.2 11.7 6.4 307 185
Some secondary 16.4 19.5 41.5 11.6 53.9 14.5 5.4 42.3 52
Completed secondary/higher 352 17.4 50.4 20.5 329 28.9 4.7 317 44
All children 25.1 11.6 23.5 10.3 66.5 11.6 58 27.8 1,256
Note: Oral rehydration therapy (ORT) includes selution prepared from ORS packets, and recommended home solution (sugar,
salt, water),
'Includes health post, health centre, hospital, and private doctor.
Uncludes children born in the period 1-59 months preceding the survey.
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Figure 8.5
Percentage of Children Receiving
Treatment for Diarrhoea by
Type of Treatment

Taken to Heaith Fac.

QRS Packaet

Home Solution

Increased Fiulds

Antibiotic/Injection

Home Remedy

) 5 10 15 20 25 30 as
Percent

Note: Based on children age 1-59 months
who had diarrhoea in the two weeks
preceding the survey.

NDHS 1980

Twelve percent of children who recently had diarthoea were given a solution prepared from ORS
packets and 24 percent were given a homemade solution of sugar, salt and water: two-thirds of the children
were hot given either solution. The use of homemade solutions appears to be rather low; however, their use
is taught mainty in the health facilities, and only 25 percent of children with diarrhoea had been taken to a
health facility. A higher percentage of children from the urban areas, from the Southeast and Southwest, and

who had educated mothers had been given the homemade solution. Increasing fluids during the episode of
diarrhoea followed the same pattern.

Use of antibiotics and injections was low (12 and 6 percent of cases), which is consistent with the
acceptance of ORT as the modem treatment for diarrhoea. Twenty-eight percent of children were givenhome
remedies other than the recommended home solution.

Table 8.14 shows that three-quarters of children who had diarrhoea and were still being breastfed had
mothers who continued their feeding as they usually did, without increasing the quantity of feeds. Most
children also had mothers who did not change the amount of other fluids fed to their children with diarrhoea.
However, as many as 31 percent of the children were given less fluid during the bout of diarrhoea. This high
proportion of children who had the fluid intake reduced suggests that increased education efforts are needed
to stress the importance of increasing fluid intake during a diarrhoeal attack.
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Table 8.14 Feeding practices during
diarthoes

Feeding practices among children under five
years who had diarthoea in the two weeks
preceding the survey, Nigeria 1990

Feeding practices Percent

Breastfeeding frequency’

Same as usual T74.6
Increased 12.3
Reduced 10.7
Stopped 1.3
Don’t know/missing 1.0
Number of children 1,021
Amount of fuids given
Same as usual 553
More 10.3
Less 31.2
Don't know/missing 0.4

Number of children
with diarrhoea? 1,256

'Applies only to children who are still
breastfed.

XChildren bomn in the period 1-59 months
preceding the survey.

105







CHAPTER 9

INFANT FEEDING AND CHILDHOOD NUTRITION

This chapter covers two related topics: infant feeding (including breastfeeding practices, introduction
of supplementary weaning foods, and use of feeding bottles) and nutritional status (based on height and
weight measurement of the respondent’s children under the age of five years).

9.1 Breastfeeding and Supplementation

Infant feeding has an impact on both the child and the mother. Feeding practices are important
determinants of the child’s nutritional status, which in turn influences the risk of dying, The mother is
affected by breastfeeding through its effects on postpartum infertility, which is related to the length of birth
intervals, and thus fertility levels. These effects are influenced by both the duration and intensity of
breastfeeding, and by the age at which the child receives supplemental foods and liquids.

Practically all Nigerian children (97 percent) are breastfed for some period of time (see Table 9.1).
Thirty-three percent of children were put to the breast within one hour of birth and 50 percent within the first
day. The timeliness with which women put their infants to the breast is one of the few behaviours in which
women in the Southeast and the Southwest differ markedly. In the Southeast, 47 percent of last bomn children
were put to the breast within the first hour of birth, whereas in the Southwest only 17 percent were put to the
breast in the first hour.

Breast milk is sterile, and contains all the nutrients needed by children in the first few months of life.
Inaddition, it provides some immunity to disease through the mother’s antibodies. That breastfeeding helps
in reducing the prevalence of diarthoea and nutritional deficiencies is undisputed.

The percent distribution of living children by breastfeeding status at the time of the survey is shown
in Table 9.2. Only 7 percent of children age 10-11 months were not breastfeeding; i.e., the majority of
children are breastfed for at least one year, By age 16-17 months, 21 percent of children were no longer being
breastfed.

Exclusive breastfeeding is rare in Nigeria: only 2 percent of children under 2 months of age are fed
only breast milk. Most children are given water in addition to breast milk (57 percent of children under 2
months of age). Supplements (other than water) are introduced early; as many as 38 percent of children age
0-1 month were already being given supplements other than plain water. Fifty-seven percent of children age
2-3 months were receiving supplements, The percentage receiving supplements increases to 72 percent
among children age 12-13 months, and thereafier drops as children stop breastfeeding altogether. While most
children are breastfed for a full year, 17 percent of those age 12-13 months are reportedly not yet receiving
supplements to their diet of breast milk and water.
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Table 9.1 Initial breastfeeding

Percentage of children bom in the five years preceding the survey who were ever breastfed, and the
percentage of last-born children who started breastfeeding within one hour of birth and within one
day of birth, by selected background characteristics, Nigeria 1990

Among last-born children,

Among all children: percentage who started breastfeeding:
Percentage Number Number
Background ever of Within 1 hour Within 1 day of
characteristic breastfed children of birth of birth children
Sex
Male 96.3 4072 33.1 51.0 2,588
Female 97.1 4127 33.0 489 2,588
Residence
Urban 96.3 1730 289 51.0 1,1i8
Rural 96.9 6469 34.2 49.6 4,058
Reglon
Northeast 96.5 1948 361 44.6 1,246
Northwest 96.6 2267 2717 373 1,445
Southeast 97.4 2447 46.8 71.5 1,475
Southwest 96.1 1536 17.0 43.2 1,011
Mother’s education
No education 96.9 5152 339 46.0 3,289
Some primary 96.0 829 31.7 55.8 496
Completed primary 96.1 1224 339 58.1 761
Some secondary 96.6 462 259 53.7 281
Completed secondary/
higher 97.5 526 309 58.2 346
Asslstance at delivery
Medically trained person 95.6 2542 29.0 55.5 1,570
Auxiliary midwife/
village health worker  96.8 186 38.2 62.3 114
Traditional birth
attendant 96.8 1894 34.5 45.8 1,181
Other or none 97.5 3577 349 47.7 2,312
Place of dellvery
Health facility 96.1 2532 28.8 55.5 1,565
At home 9717 5452 353 473 3471
Other 79.6 215 24.7 53.2 141
All children 96.7 8199 33.1 49.9 5176

Note: Table is based on all children bomn in the five years preceding the survey, whether living or
dead at the time of the interview.
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Table 9.2 Breastfeeding status
Percent distribution of living children by breastfeeding status, according to child’s age in months,
Nigeria 1990
Percentage of living children who are:
Breastfeeding and:
Number
Not  Exclusively Plain of
breast- breast- water Supple- living
Age in months feeding fed only ments Total children
0-1 31 2.1 56.8 38.0 100.0 260
23 03 1.0 41.7 57.1 100.0 279
4-5 3.6 0.1 30.9 65.4 100.0 291
6-7 1.7 0.8 309 66.6 100.0 338
8-9 3.6 0.5 21.1 74.9 100.0 286
10-11 7.1 0.2 18.9 73.8 100.0 189
12-13 116 0.0 16.8 1.9 100.0 300
14-15 15.9 0.7 14.2 69.2 100.0 260
16-17 208 0.7 16.5 62.0 100.0 269
18-19 392 04 8.6 51.8 100.0 214
20-21 50.5 0.0 3.1 46.5 100.0 190
22-23 63.7 0.0 12.1 222 100.0 147
24.25 71.2 0.0 28 20.0 100.0 257
26-27 88.2 0.0 23 94 100.0 264
28-29 86.8 0.0 45 8.7 100.0 214
30-31 9.6 0.0 1.1 4.3 100.0 205
32.33 793 0.0 0.0 207 100.0 190
34.35 82.8 0.0 0.5 16.7 100.0 190
Note: Breastfeeding status refers 1o preceding 24 hours. Children classified as breastfeeding and
plain water only receive no supplements.

Solid or mushy food is introduced into the diet early (see Table 9.3). Two percent of breastfeeding
children were receiving food as early as one month of age. By age 4-5 months, one-third of breastfceding
children had food introduced into their diets; by age 20-21 months, the majority of breastfeeding infants were
receiving supplements of solid or mushy food (84 percent). Over one- third (36 percent) of newboms (age
0-1 months) were being given a bottle and teat (nipple) in addition to being breastfed. These findings have
important health implications, as neonates are particularly vulnerable to infections.
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Table 9.3 Breastfeeding and supplementation by age
Percentage of breastfeeding children who are receiving specific types of food supplementation, and
the percentage who are using a bottle with a nipple, by age in menths, Nigeria 1990
Percentage of breastfeeding children who are:
Receiving supplement Using a
bottle Number

Infant Other Other Solid/ with a of
Age in months formula milk liquid mushy nipple  children
0-1 18.9 8.0 23.5 1.6 36.0 252
23 26.4 13.9 19.3 13.1 30.8 279
4-5 21.0 11.6 26.3 337 26.8 280
6-7 18.7 16.0 23.0 47.0 29.8 332
89 14.1 15.1 20.1 60.8 15.9 276
10-11 13.5 15.4 219 65.5 213 176
12-13 12.1 13.9 243 68.9 20.1 266
14-15 9.9 10.7 219 72.9 10.0 219
16-17 6.6 19.5 13.7 65.1 79 213
18-19 39 11.9 20.1 724 9.7 130
20-21 1.8 10.7 17.5 83.9 22 94
22-23 0.0 14.2 17.6 49.5 28 50
24-25 2.5 15.5 25.0 68.0 52 59
26-27 4.7 (0.0} (1z2.n (80.2) 4.7 31
28-29 (0.0) (5.6) (6.0) (63.0) (1.7 28
30-31 * * * * * i1
32.33 0.0y (0.0) 4.5) (100.0) (0.0 39
34.35 3.0 (3.0) (5.6) 97.2) (0.0 33
Note: Breastfeeding status refers to preceding 24 hours. Percents by type of supplement among
breastfeeding children may sum to more than 100 percent, as children may have received more than
one type of supplement.

The median duration of breastfeeding is 20 months (see Table 9.4). The duration of breastfeeding
is longest for children in the Northeast (22 months), children in the Northwest (21 months), and children of
mothers with no education (21 months).

Children are categorized as fully breastfed if they are receiving only breast milk, or if water is the
only addition to their diet of breast milk. The median duration of full breastfeeding is only 1.5 months. The
longest median duration of full breastfeeding is for children in the Northeast (5 months). Although a duration
of 2.2 montbhs is relatively short, at 2.2 months the median duration of full breastfeeding is longer in rural
areas than in urban areas (0.5 months). The duration of full breastfeeding is also longer in the North than in
the South, longer for less educated women than for morc educated women, and longer for those who had no
assistance at delivery than for those who had medical assistance at delivery.

Ninety-three percent of children under 6 months of age were breastfed six or more times in the 24
hours preceding the interview. Children whose mothers had completed secondary education were less likely
10 be breast fed six or more times in the 24 hours preceding the interview (78 percent). An explanation for
this may be that some of the mothers have wage jobs and are unable to breastfeed their babies during the day.
There were no appreciable regional differences in the frequency of feeds in the preceding 24 hours.
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Table 9.4 Median duration and frequency of breastfeeding

Median duration of any breastfeeding and full breastfeeding, and the percentage of children under
six months of age who were breastfed six or more times in the 24 hours preceding the survey,
by selected to background characteristics, Nigeria 1990

Median duration in months Percentage
< 6 months
Any Full Number breastfed Number

Background breast- breast- of 6+ times in of
charscteristic feeding  feeding' children  last 24 hours  children
Sex

Male 19.6 13 2470 92.9 448

Female 19.3 1.7 2408 93.3 382
Residence

Urban 15.3 0.5 1021 91.7 163

Rural 20.4 22 3858 93.4 667
Region

Northeast 21.5 52 1229 92.1 204

Northwest 20.8 24 1346 95.9 241

Southeast 17.4 2.0 1408 94.3 235

Southwest 16.1 0.4 895 88.1 150
Mother’s education

No education 213 23 3028 94.0 497

Some primary 19.7 24 499 96.9 82

Completed primary 16.2 0.8 735 92.5 146

Some secondary 15.6 0.6 283 (96.0) 48

Completed secondary/higher  13.3 0.5 330 78.3 57
Asslstance at delivery

Medically trained person 16.1 0.6 1464 929 265

Auxiliary midwife/

village health worker 19.0 0.7 107 * 16

Traditional birth attendant 19.8 22 1140 92.6 190

Other or none 21.6 3.0 2167 93.6 359
All children 19.5 1.5 4878 93.1 830
Mean 19.7 5.9 4878 NA NA
Prevalencefincidence mean 20.1 5.6 4878 NA NA

NA = Not applicable

Note: Medians and means are based on current status.

!Either exclusively breastfed or received plain water only in addition to breastfeeding. Medians
for exclusive breastfeeding are not shown due to very few children being exclusively breastfed.
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9.2 Nutritional Status

One of the major contributions of the NDHS to the study of child health status is the anthropometric
data collected on the children of respondents. These data on children under five years of age allow for
calculation of indicators of nutritional status. These indicators are important because children’s nutritional
status influences their susceptibility to disease and untimely death, Children’s nutritional status reflects infant
and child feeding practices as well as recurrent and chronic infections. Boththe height and weight of children
were measured; these data were used to construct the following indices:

-height-for-age
- weight-for-height
+weight-for-age

The validity of these indices is determined by the coverage of the population of children under study.
In the NDHS, all children under five years of age whose mothers were present in the sample household the
night before the interview were eligible to be included in the anthropometric data collection. However, not
all eligible children are included in the results presented here; the height or weight measurement is missing
for 9 percent of eligible children, and one or both of the measurements are grossly improbable in 5 percent
of cases. The month and year of birth is not known for 7 percent of cases and two of the indices (height-for-
age, and weight-for-age) are influenced by the accuracy of the reporting of the child’'s age. Hence, height and
weight data are shown for only 79 percent of the eligible children. (Although the term "height" is used here,
children younger than 24 months were measured lying down on a measuring board (recumbent length), while
standing height was measured for older children.)

As recommended by the World Health Organisation (WHO), the nutritional status of children in the
survey is compared with an international reference population defined by the U.S. National Center for Health
Statistics (NCHS) and accepted by the U.S. Centers for Disease Control (CDC). The use of this reference
population is based on the finding that well-nourished young children of all population groups (for which data
exist) follow very similar growth patterns (see Martorell and Habicht, 1986). The reference population serves
as a point of comparison, facilitating the examination of differences in the anthropometric status of subgroups
in a population and of changes in nutritional status over time. In any large population, there is variation in
height and weight; this variation approximates a normal distribution.

The height-for-age index is an indicator of linear growth retardation. Children whose heighi-for-age
is below minus two standard deviations (-2 SD) from the median of the reference population are considered
short for their age, "stunted,” and are chronically undernourished. Children who are below minus three
standard deviations (-3 SD) from the median of the reference population are considered severely stunted.
Stunting reflects the outcome of a failure to receive adequate nutrition over a long period of time, and is also
affected by recurrent and chronic illness. Height-for-age, therefore, represents a measure of the long-term
effects of undernutrition in a population and does not vary appreciably according to the season of data
collection, Stunted children are not immediately obvious in a population; a stunted three-year old child could
look like a well-fed two-year old.

The weight-for-height index measures body mass in relation to body length, and describes current
nutritonal status. Children whe are below minus two standard deviations (-2 SD) from the median of the
reference population are considered thin, "wasted,” and are acutely undemourished. Wasting represents the
failure to receive adequate nutrition in the period immediately preceding the survey and may be the result of
recent episodes of illness, causing loss of weight and the onset of undemutrition. Wasting may also reflect
acute food shortage. Children whose weight-for-height is below minus three standard deviations (-3 SD)
from the median of the reference population are considered to be severely wasted.
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Weight-for-age is a composite index of height-for-age and weight-for-height; it takes into account
both acute and chronic undernutrition. It is a useful tool in clinical settings for continuous assessment of
nutritionat progress and growth. Children whose weight-for-age is below minus two standard deviations from
the median of the reference population are classified as "underweight.” In the reference population only 2.3
percent of children fall below minus two (-2 SD) for each of the three indices.

Table 9.5 shows the percentage of children under five years of age classified as undemourished
according to height-for-age, weight-for-height, and weight-for-age indices, by the child’s age group and
selected demographic characteristics, Two-fifths of the children (43 percent) are classified as stunted (this
includes 22 percent who are severely stunted). These figures are rather high and suggest that feeding
practices for children are very poor.

Table 9.5 Nurritional status by demographic characteristics

Percentage of children under five yeurs who are classified as undemnourished according to three anthropometric
indices of nutritional status: height-for-age, weight-for-height, and weight-for-age, by selected demographic
characteristics, Nigeria 1990

Height-for-age Weight-for-height Weight-for-age

Percentage Percentage Percentage Percentage Percentage Percentage Number

Demographic below below below below below below of
characteristic 3SD  28D*  3SD 25D 38D -28D'  children
Age
Under 6 months 5.9 12.4 0.9 6.3 0.9 1.6 796
6-11 months 9.1 253 2.0 11.2 1.7 351 588
12-23 months 20.7 44.6 3.6 15.6 15.2 453 1,129
24-35 months 30.1 533 1.8 8.2 19.2 45.6 1.018
36-47 months 313 553 1.0 6.8 133 371 1,099
48-59 months 26.8 52.9 0.9 58 10.6 36.0 935
Sex
Male 234 43.4 1.7 9.8 12.0 35.8 2,735
Female 21.0 42.7 1.8 8.3 11.9 35.7 2,830
Birth order
1 20.0 41.6 1.7 8.9 10.0 35.7 965
23 22.3 43.0 1.7 9.8 11.8 349 1,750
4.5 229 44.1 1.7 1.2 122 354 1,381
6+ 22.7 43.2 1.9 9.9 13.1 37.0 1,468
Birth interval
< 2 Years 26.6 47.6 1.3 1.6 14.4 364 1,138
2-3 Years 22.1 42.7 2.1 9.8 12.2 36.6 2,687
4 or more years 18.5 39.4 13 8.5 9.6 316 769
All children 2.2 1431 18 9.1 120 35.7 5,565

Note: Figures are for children bom in the period 1-59 months preceding the survey. Each index is expressed
in terms of the number of standard deviation (SD) units from the median of the NCHS/CDC/WHO
international reference population. Children are classified as undemourished if their z-scores are below minus
two or minus three standard deviations (-2 S$D or -3 SD) from the median of the reference population.
'Includes children who are below -3 SD
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Swnting becomes increasingly common as children get older; twice as many children age 6-11
months are stunted as children under 6 months of age; and then, twice as many more children are stunted by
two years of age. Over 50 percent of the children two years and older are stunted. The likelihood of stunting
occurring varies little by sex or birth order; however, stunting occurs more frequently among children bom
after a short birth interval (less than 24 months), than those bom after a long interval (4 years or more) (48
percent versus 39 percent). Figure 9.1 shows the percentage of children under five years of age who are
stunted, by selected socioeconomic characteristics of the mother.

The weight-for-height index gives information about children’s recent nutritional status. Severe
wasting represents failure to receive adequate nutrition in the period immediately preceding the survey and
may be the result of recent illness, or of seasonal variations in food supply. Nine percent of children are
classified as wasted, i.e., below minus two standard deviations (-2 SD) from the median of the reference
population; 2 percent are severely wasted (-3 SD).

Figure 9.1
Percentage of Children Under Five Years
Who Are Chronically Undernourished (Stunted)

TOTAL

RESIDENCE
Urban
Rural

REGION
Northeast
Northweat
Southeast
Southweast

EDUCATION
Mo edue.
Prim. Incomp.
Prim. Comp.
Sec. Incomp.
Sec./Higher

80

Percent

Note: Chronlcally undernourished chiidren ara those
who are below -2 SD from the median of the international
reference population for halght-for-age. NDHS 1880

Weight-for-age provides an index for chronic and acute undemutrition, but does not distinguish
between a child who is underweight because of stunting and one who is underweight because of wasting.
Overall, 36 percent of children are underweight, and 12 percent are below minus three standard deviations
(-3 SD) from the median of the reference population and are therefore classified as severely underweight.
The likelihood of being underweight varies little by sex or birth order, but more children with a birth interval
of less than two years were underweight. Children under 6 months of age are the least likely to be
underweight (8 percent). This is most likely due to the positive effects of breastfeeding; Table 9.2 showed
that only 7 percent of children this age were not being breastfed. After 6 months of age, however, the:

percentage of children who are underweight increases substantially (35 percent of children age 6-11 months),
and remains high.
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Table 9.6 shows the percentage of children under five years of age classified as undemourished
(according to the three anthropometric indices) by socioeconomic characteristics; a familiar pattem emerges.
Undemutrition is higher among rural children than urban, and higher among children whose mothers have
no education. These findings hold for height-for-age, weight-for-height, and weight-for-age. There are also
marked regional differences; the highest levels of wasting (over 10 percent) and stunting (over 50 percent)
are seen in the Northeast and Northwest.

Table 9.6 Nurritional status by socioeconomic characteristics

Percentage of children under five years who are classified as undemourished according to three anthropometric
indices of nutritional status: height-for-age, weight-for-height and weight-for-age, by selected socioeconomic
characteristics, Nigeria 1990

Height-for-age Weight-for-height Weight-for-age
Percentage Percentage Percentage Percentage Percentage Percentage Number

Sociceconomic below below below below below below of
characteristic 38D -28D! 38D 2SD' 38D -2SD'  children
Residence

Urban 13.7 350 1.5 7.2 68 26.3 1,278

Rural 24.7 45.5 1.8 9.6 13.5 38.5 4,287
Reglon

Northeast 30.1 51.9 3.2 11.3 18.6 44.6 1,199

Northwest 28.8 50.4 2.7 12.1 14.2 43.8 1,351

Southeast 17.1 36.6 0.6 7.6 9.5 29.6 1,893

Southwest 14.3 35.6 0.9 5.5 63 26.9 1,122
Mother’s education

No education 263 48.1 22 11.0 14.9 41.2 3,283

Some primary 17.5 386 09 8.2 9.6 314 618

Completed primary 18.9 397 1.5 5.8 835 29.8 899

Some secondary 15.3 35.9 1.0 5.8 7.0 28.4 347

Completed secondary/higher 9.3 23.1 0.9 4.6 39 17.4 415
All children 22 431 1.8 9.1 12.0 3579 5,565

Note: Figures are for children born in the period 1-59 months preceding the survey, Each index is expressed
in terms of the number of standard deviation (SD) units from the median of the NCHS/CDC/WHO
international reference population. Children are classified as undemourished if their z-scores are below minus
two or minus three standard deviations {-2 SD or -3 5D} from the median of the reference population.
‘Includes children who are below -3 SD
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CHAPTER 10

LOCAL AVAILABILITY OF FAMILY PLANNING
AND HEALTH SERVICES

Use of family planning and health services is determined by supply as well as demand. The NDHS
fielded the Nigeria Service Availability Questionnaire (reproduced in Appendix E) to assess the availability,
or supply, of family planning and health services. The questionnaire was applied at the community level
(enumeration area). Information was gathered from two sources: 1) groups of four or five knowledgeable
informants in the community (assembled by the interviewer) and 2) informants visited in facilities. The
information collected in the enumeration area (EA) and in the facilities is assigned to each respondent
(individual questionnairc) to obtain population-based estimates. The number of independent data points,
however, remains the same as the number of EAs for which the information was collected, 166 for rural areas
and 20 for urban areas.! Due 1o the small number of actual data points, the service availability estimates are
subject to larger sampling errors than are the estimates based on data from individual women in the main
survey. Given that service availability differs in rural and urban areas, it is reasonable to examine the two
areas separately. However, service availability is far less of a problem in urban® than in rural areas, and the
small number of sampling points in urban areas leads to extremely large sampling errors. Given that service
availability is of much greater concern in rural areas, and that all rural EAs in the NDHS (except ong) were
canvasscd with the service availability questionnaire, this chapter focuses just on the rural EAs in Nigeria,

10.1  Organisation of the Family Planning and Health System

Due to the decentralised structure of the Federal government, the delivery of family planning and
health services in Nigeria is quite complex. While policies and guidelines are set by the Federal government,
policies for service provision are determined at the state level, and actual implementation and provision of
care is handled by the local government areas (LGAs). The objective of the national health policy is to
"achieve health for all Nigerians based on the national philosophy of social justice and equity"” (Ransome-Kuti
et al., 1989). The emphasis in health care provision is on the provision of primary health care (PHC), and
states are free to determine how to achieve this goal. As a result, there is great diversity in the types and
means of service provision across states.

The organisation of stationary facilities is structured on a three-tier system. The primary tier, based
atthe local level, generally provides matemal and child health (MCH) care, preventive care and basic curative
care. The secondary tier, based at the state level, is largely composed of district hospitals. These hospitals
provide curative services, although preventive services are also available. At the federal level is the tettiary
tier, which encompasses teaching hospitals.

! Due to the greater complexity of services available in urban areas, it was decided to limit the number of urban EAs
covered in the service availability study to 20.

% For example, all urban women sampled live less than one mile from a place that offers at lcast one method of
family planning.
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10.2 Nigeria Service Availability Questionnaire

The service availability questionnaire was designed to provide a picture of the service environment
available to Nigerian women. There are two types of mechanisms for providing services: outreach
programmes and stationary facilities. The former deliver services directly to people in their communities,
while the latter function as repositories of services, relying on people to come to them to obtain services.

Qutreach services are provided by health workers, mobile clinics, and market and retail outlets, The
informants assembled for the cluster interview were asked whether their communities are served by such
services, and if so, the nature of these services. For example, if a health worker visits the community, the
informants were asked whether she provides family planning methods (and more specifically, the pill,
condom, and foaming tablets), basic medications, ORS instruction, vitamins, and immunisations.

Many types of stationary facilities exist. Community informants were asked to identify the nearest
facility of each of the following types: a hospital (representing either the secondary or tertiary level), a health
centre (the most complex primary health care facility), a health clinic, matemity centre or maternity home
(facilities offering limited primary health care), a family planning clinic, and a pharmacy or patent medicine
shop. Facilities said to be within six hours walking distance from the community were eligible to be visited
by interviewers, One facility of each type was visited if it met the eligibility requirement. A second facility
of each type would be visited if the first one visiied did not provide family planning methods.

When facilities were visited, detailed information regarding staff, equipment, services, fees, supplies,
medications, vaccines, and contraceptives was collected. Attention was focussed on whether facilities had
basic supplies, whether they experienced shortages of supplies or medicines, and whether equipment was in
working order. Intcrvicwers also verified the existence of cquipment and supplics.

Despite attempts to explain to local informants the differences between the various types of facilities,
there were some instances in which informams identified a facility of one type, and upon visitation,
interviewers found it to be another type of facility. This is referred to as misidentification. Interviewers were
instructed to handle such situations as follows: if the respondents identify a health centre, and the interviewer
leams upon visiting the facility that it is in fact a health clinic, the interviewer should conduct the site visit
interview as one for a health clinic. (It is assurned that this facility is closer than any other health clinic that
may have been identified in the cluster interview, because interviewers were to order their site visits so as to
go to the closest one first). Misidentification of a facility has two results: a) if a health clinic was identified
in the cluster interview it is not visited, and b) no health centre is visited (it is not known whether or not there
is a health centre because informants and interviewers thought a health centre had been identified during the
cluster interview). When a facility of one type (e.g., health centre) is identified, but it is in fact of another
type (e.g., health clinic), then the type of facility originally identified (the health centre), may or may not
exist. The health centre is therefore classified in the no facility known category in the following tables.

10.3  Availability of Family Planning Services
Outreach Programmes

While outreach programmes are reported in only a minority of communities, they do exist (see Table
10.1). Ten percent of currently married rural women live in communities served by a health worker who

provides family planning services. Health workers provide family planning services to 13 percent of the
women in the Southeast and to 15 percent of the women in the Northwest.
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Table 10.1 Distance to nearest family planning services

Percentage of currently married {rural) women age 13-49 who live in communities served
by family planning (FP) outreach services, and the percent distribution of these women by
distance to the nearest facility providing family planning services, according to region,
Nigeria 1990

FP outreach services

and distance to

nearest facility

providing FP services Northeast Northwest Southeast Southwest  Total

Outreach services

Health worker 1.1 153 13.3 8.7 0.8
Mobile clinic 1.1 79 1.3 0.0 32
Market outlet 0.0 2.4 0.0 49 1.3

Miles to nearest
stationary facility!

Under 1 10.8 5.1 9.4 203 9.6
1-4 24.4 18.6 26.1 12.7 21.8
5-9 15.3 18.3 7.0 13.3 13.7
10-14 22.9 28 6.6 2.1 19.1
15-29 15.4 4.0 8.4 48.5 13.4
30+ 8.4 34 1.0 3.0 42
Distance unknown 1.7 0.0 20 0.0 1.1
No facility known 1.0 17.8 396 0.0 17.1
Total 100.0 100.0 100.0 100.0 100.0
Number of women 1,622 1,668 1,545 569 5,404
Percent with a family planning
campaign within past year 153 1.1 29.8 42.3 17.9
Number of EAs 52 36 57 21 166

Note: Regional information may be subject to large sampling errors due to the small
number of sampling points.
IDistance was obtained from the community-level service availability survey.

Stationary Facilities

Thirty percent of currently married rural women live within 5 miles of a facility that provides family
planning (see Table 10.1); however, in the Northwest, only one-quarter live within 5 miles of a facility that
provides family planning.

As many as 40 percent of women in the Southeast live in communities where the informants were
unable 1o identify a stationary facility which provides family planning services. The opposite is true in the
Southwest, where all the women live in communities with a stationary facility providing family planning
services.

Information Campaigns
Informants in the cluster interview were asked whether there had been an information campaign in

the community within the past year which included family planning messages that promoted specific family
ptanning methods or the general benefits of contraception. Whether or not there had been a family planning
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campaign in the preceding year varied greatly by region (see Table 10.1). As many as 42 percent of the
women in the Scuthwest live in communities which had a campaign in the previous year, whereas only one
percent of women in the rural Northwest live in communities which recenlly had a family planning
information campaign. Although not presented here, informants were also asked to report what the messages
of the family planning or health campaigns were.

Availability of Family Planning by User Status

Women cannot use family planning methods unless they are available (with the exception of thythm
and withdrawal). How different are the users and nonusers of family planning with regard to access? Do the
contraceptive users live in communities with better access? Table 10.2 shows that 37 percent of users of
supply methods live within one mile of a facility offering family planning methods, compared to 9 percent
of nonusers. In fact, over one-half of nonusers either live 10 or more miles from a facility that offers family
planning, or were unable to identify any facility that offcrs family planning. Yet, few of these nonusers live
in communities served by an outreach programme. Thus, lack of availability may be one reason for nonuse.

Table 10.2 Distance to nearest family planning services for users/nonusers of family planning

Percentage of currently married (rural) women age 15-49 who live in communities served by family
planning (FP) outreach services, and the percent disiribution of these women by distance to the
nearest facility providing family planning services, according to use of family planning and type of
method used, Nigeria 1990

Family planning users
FP outreach services

and distance to Tradi-
nearest facility Clinical  Supply tional All All
providing FP services methods  methods  methods users Nonusers  women

Outreach services

Health worker 19.0 5.3 12.2 10.8 9.7 9.8
Mobile clinic 15 0.8 2.7 2.2 3.2 a2
Market outlet 2.1 2.5 0.0 1.3 13 1.3

Miles to nearest
stationary facllity!

Under 1 21.2 373 28.3 30.4 8.8 9.6
1-4 364 14.7 38.6 29.6 21,6 21.8
59 13.8 9.2 12.1 11.3 13.8 13.7
10-14 2.1 11.1 3.6 6.1 19.6 19.1
15-29 13.8 15.5 6.0 10.7 13.5 13.4
30+ 0.0 1.1 0.2 0.5 43 4.2
Distance unknown 0.0 0.0 2.0 1.0 1.1 1.1
No facility known 12.7 11.1 9.3 10.5 17.4 17.1
Total 100,0 100.0 100.0 100.0 100.0 100.0
Number of women 32 70 93 196 5,209 5,404

Percent with a family planning
campaign within past year 37.3 16.3 27.8 25.2 17.6 17.9

'Distance was obtained from the community-level service availability survey.
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Tables 10.3 and 10.4 show the distributions of women by distance and one-way travel time to the
nearest facility providing family planning. (The medians are for those reporting a time or distance). The
majority of rural women live in communities in which respondents were able to identify at least one facility
providing family planning, Twenty-seven percent of rural women live within one hour of a hospital which
provides family planning services; but nearly one-half of rural women live in communities in which
respondents were unable to identify a hospital which provides family planning; and as many as three-quarters
of women live in communities in which respondents were unable to identify a health clinic or pharmacy
which provides family planning.

Table 10.3 Distance to nearest family planning services by type of facility

Percent distribution of currently married (rural) women age 15-49 by distance to nearest facility providing family planning
(FP) services/supplies, according to type of facility, Nigeria 1990

Distance to nearest
facility providing Health Health FP All Public Private
FP services/supplies Hospital clinic centre  Pharmacy  clinic types facility facility

Miles to nearest
stationary facility!

Under 1 2.0 31 26 4.9 0.0 9.6 6.0 59
14 11.4 8.6 10.2 3.7 0.0 21.8 20.1 6.3
59 9.3 3.2 6.3 4.1 0.0 13.7 11.2 5.6
10-14 8.5 39 10,2 45 1.0 19.1 16.3 6.0
15-29 15.3 2.5 57 38 0.2 13.4 1.7 4.8
30+ 6.8 1.3 0.8 0.1 14 4.2 1.2 0.1
Distance unknown 0.5 0.0 1.5 0.1 0.0 1.1 1.5 0.1
No facility known 46.2 114 62.5 788 97.4 17.1 359 71.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 5,404 5,404 5,404 5,404 5,404 5,404 5,404 5,404
Median distance® 12.0 49 9.2 7.4 341 8.7 8.4 1.5

!Distance was obtained from the community-level service availability survey.
Based on women having access to a facility of a specific known type,
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Table 10.4 Time to nearest family planning services by type of facility

Percent distribution of currently married (rural) women age 15-49 by one-way ravel time to nearest facility providing family
planning (FP) services/supplies, according to type of facility, Nigeria 1990

Time in minutes
to facility providing Health Health FP All Public Private
FP services/supplies Hospital  clinic centre  Pharmacy  clinic types facility  facility

One-way travel time'

Under 15 1.3 33 21 34 0.0 8.0 4.5 4.4
15-29 s i3 22 22 0.0 5.8 51 3.1
30-59 223 4.6 83 1.1 0.0 24.5 22.6 10.3
60-119 9.1 55 6.4 33 0.2 14.8 11.1 4.8
120+ 17.5 59 17.3 4.4 24 25.0 19.7 6.2
Time unknown 0.2 0.0 1.1 0.1 0.0 0.7 1.1 0.1
No facility known 46.2 K 62.5 788 97.4 17.1 359 71.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 5404 5,404 5404 5,404 5,404 5,404 5,404 5,404
Median time? 55.9 60.0 90.8 40.4 135.8 60.2 559 40.7

'Time was obtained from the community-level service availability study.
2Based on women having access to a facility of a specific known type.

10.4 Availability of Maternal and Child Health Services

Table 10.5 indicates that almost all women live in communities where informants were able to
identify a facility which provides matemal and child health (MCH) services. Nearly 70 percent of women
in the Southeast live within 5 miles of a facility which offers maternal and child health services. In the
Northwest, only 38 percent of women live within 5 miles of such a facility; and, just over half of the women
in the Southwest and in the Northeast live within 5 miles of an MCH facility. While everyone may not be
in the immediate vicinity of a health facility, it is clear from comparing Tables 10.1 and 10.5 (see also Figure
10.1) that facilities offering health services are much more available than those offering family planning
services. Utilising the existing health system for family planning services may be a viable option for
increasing the availability of family planning.
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Table 10.5 Distance to nearest maternal and child health services

Percentage of currently married (rural) women age 15-49 who live in communities served
by maternal and child health (MCH) services, and the percent distribution of these women
by distance to the nearest facility providing maternal and child health services, according
to region, Nigeria 1990

MCH outreach services

and distance to

nearest facility

providing MCH services Northeast Northwest Southeast Southwest Total

Outreach services

Health worker 50.6 39.7 66.3 87.5 55.6
Mobile clinic 30.3 327 14.3 28.5 263
Health post 28.6 259 28.6 24.3 273
Retail outlet 47.4 41.5 15.6 399 376
Market outlet 593 544 28.9 38.6 46.9

Miles to nearest
statlonary facility!

Under 1 20.2 13.1 41.6 38.5 26.0
14 36.2 252 25.5 13.2 273
59 11.9 194 2.0 20.6 123
10-14 20.0 34.1 11.2 4.7 20.2
15-29 7.0 6.9 7.5 23.0 8.8
30+ 3.5 14 6.7 0.0 34
Distance unknown 1.1 0.0 0.0 0.0 0.3
No facility known 0.0 0.0 55 0.0 1.6
Total 100.0 100.0 100.0 100.0 100.0
Number of women 1,622 1,668 1,545 569 5,404
Percent with a health campaign
within past year 46.9 51.0 342 65.7 46.5
Number of EAs 52 36 57 21 166

Note: Regional information may be subject to large sampling errors due to the small
number of sampling points.
IDistance was obtained from the community-level service availability study.
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Figure 10.1
Distribution of Currently Married Rural Women
by Nearest Source of Family Planning/Health Services

10+ miles 37%

10+ miles 32% 5-9 miles 12%
5-9mies 14%
No Facility
No Facility Khoan 2%
Known 17% 0-4 miles 31% 0-4 miles 54%
Family Planning Services Heaith Services
NDHS 18980

Table 10.6 shows that 55 percent of young children live within 5 miles of a stationary facility which
provides MCH services. Whereas the majority of children bom to mothers who received both antenatal care
and delivery assistance live within 5 miles of a stationary facility providing MCH (72 percent), about one-half
of children whose mothers did not receive full care (i.e., they received neither antenatal care nor delivery
assistance, or received only one or the other) also live within 5 miles of a facility. So, it is not the case that

all mothers who received neither antenatal care nor delivery assistance live too far from a facility offering
MCH services.

Table 10.6 also shows that children who received all the recommended vaccinations before the age
of one year are about 50 percent more likely than children who did not receive the full schedule of
vaccinations to live within 5 miles of a facility offering MCH services. But all children, those fully
vaccinated and those not, have fairly equal access to outreach services,
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Table 10.6 Distance to nearest maternal and child health services for children
Percentage of children (rural) age 0-4 years who live in communities served by maternal and child
health (MCH) services, and the percent distribution of these children by distance to the ncarest facility
providing maternal and child health services, according to maternal care and vaccination coverage,
Nigeria 1990
Maternal care’ Vaccination coverage®
MCH outreach services
and distance to nearest Neither All Some/no
facility providing All ANC & ANCor ANC vaccina-  vaccina-
MCH services children DA DA nor DA tions® tions
Outreach services
Health worker 55.9 66.0 49.1 548 58.8 54.9
Mobile clinic 23.7 16.1 12.7 33.6 16.8 242
Health post 29.0 324 22,0 312 34.2 28.5
Retail outlet 33.9 233 27.4 422 26.8 342
Market outlet 439 337 314 55.8 374 443
Miles to nearest
statlonary facllity*
Under 1 21.9 493 2319 19.8 42.9 263
1-4 27.0 22.8 211 323 234 27.0
5-9 11.0 9.9 6.4 14.2 5.7 111
10-14 19.4 9.7 34.0 15.8 16.8 20.1
15-29 89 54 8.8 10.6 5.6 9.5
30+ 3.7 1.5 1.7 5.9 2.7 3.9
Distance unknown 0.5 0.2 1.2 03 1.4 0.4
No facility known 1.6 1.1 29 1.1 1.7 1.6
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number of children 6,469 1,533 1,71 3,164 539 4,549
Percent with a health campaign
within past year 478 58.7 63.4 339 55.0 47.8
IANC = Antenatal care by doctor, nurse, or trained midwife
DA = Delivery assistance by doctor, nurse, trained midwife, or delivered in a health facility.
*Figures are for children age 1-4 years
3Received BCG, measles, and three doses of DPT and polia vaccines before first birthday
“Distance was obtained from the community-level service availability survey

Tables 10.7 and 10.8 show the distributions of currently married rural women by distance and one-
way travel time to the nearest facility providing MCH services. Almost all women live in communities in
which respondents were able to identify at least one facility providing MCH services, and one-halflive within
5 miles (or within one hour travel time) of such a facility.
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Table 10.7 Distance to nearest maternal and child health services by type of facility

Percent distribution of currently married (rural) women age 15-49 by distance to nearest facility providing
maternal and child health (MCH) services, according to type of facility, Nigeria 1990

Distance to nearest

facility providing Health Health All Public Private
MCH services Hospital  clinic centre  Pharmacy  types facility  facility
Milles to facility!
Under 1 38 8.2 6.8 20.1 26.0 13.1 212
14 12.5 16.2 14.3 22.8 273 23.2 24.6
59 10.0 6.4 10.5 12.8 12.3 14.7 114
10-14 10.0 6.4 14.2 16.2 20.2 16.6 17.4
15-29 18.7 4.2 10.0 49 8.8 8.1 5.9
30+ 11.4 1.9 2.6 1.2 34 0.6 1.2
Distance unknown 0.5 1.0 1.4 0.1 0.3 0.4 1.0
No such facility known 331 557 40.2 21.9 1.6 233 17.2
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 5,404 5,404 5,404 5,404 5,404 5,404 5,404
Median distance? 132 45 93 4.0 4.1 6.2 4.0

Distance was obtained from the community-level service availability survey.
“Based on women having access 1o a facility of a known specific type.

Table 10.8 Time to nearest maternal and child health services by type of facility

Percent distribution of currently married (rural) women age 15-49 by one-way travel time to nearest facility
providing maternal and child health (MCH) services, according to type of facility, Nigeria 1990

Time in minutes to
nearest facility Health Health All Public Private
providing MCH services Hospital clinic centre  Pharmacy  types facility facility

One-way travel time!

Under 15 2.6 8.0 7.0 18.4 22.6 11.5 194
15-29 37 8.2 37 9.2 12.0 83 8.7
30-59 24.8 6.0 11.4 124 16.0 189 12.2
60-119 11.7 9.8 99 12.7 15.4 13.7 14.5
120+ 239 11.2 26.0 253 31.8 243 26.9
Time unknown 0.2 1.0 1.7 0.1 0.6 0.0 1.0
No facility known 331 55.7 40,2 21.9 1.6 233 17.2
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 5,404 5,404 5,404 5,404 5,404 5,404 5,404
Median time? 60.3 55.9 90.3 50.9 454 55.6 60.1

"Time was obtained from the community-level service availability survey.
Based on women having access to a facility of a specific known type.
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APPENDIX B

SURVEY DESIGN

B.1  Sample Design and Implementation

The NDHS Sample was drawn from the National Master Sample for the 1987/1992 National
Integrated Survey of Households (NISH) programme being implemented by the Federal Office of Statistics
(FOS). NISH, as part of the United Nations National Household Survey Capability Programme, is a multi-
subject household-based survey system,

The NISH master sample was created in 1986 on the basis of the 1973 census enumeration areas
(EA). Within each state, EAs were stratified into three sectors (urban, semiurban, and rural), from which an
initial selection of approximately 800 EAs was made from cach state. EAs were selected at this stage with
equal probability within sectors. A quick count of households was conducted in each of the selected EAs,
and a final selection of over 4,000 EAs was made over the entire country, with probability proportional to
size. This constitutes the NISH master sample from which the NDHS EAs were subsampled.

Prior to the NDHS sclection of EAs, the urban and semiurban sectors of NISH were combined into
one category, while the rural retained the NISH classification. A sample of about 10,000 households in 299
EAs was designed with twofold oversampling of the urban stratum, yielding 132 urban EAs and 167 rural
EAs.! The sample was constructed so as to provide national estimates as well as cstimates for the four
Ministry of Health regions. The distribution of the states across these regions is shown below.

NORTHEAST NORTHWEST SOUTHEAST SOUTHWEST
Bauchi Abuja FCT Akwa [bom Bendel

Bomo Kaduna Anambra Lagos
Gongola Katsina Benue Ogun

Kano Kwara Cross River Ondo

Platcau Niger Imo Oyo

Sokoto Rivers

The NDHS conducted its own EA identification and listing operation; a new listing of housing units
and households was compiled in each of the selected 299 EAs. For each EA, alist of the names of the head
of households was constructed, from which a systematic sample of 34 households was selected 10 be
interviewed. A fixed number of 34 households per EA was taken in order to have better control of the sample
size (given the variability in EA size of the NISH sample). Thus, the NDHS samplc is a weighted sample,
maintaining the twofold over sampling of the urban sector,

' The sample for Lagos state was drawn from the newly demarcated area frame carricd out by the National
Population Bureay in 1990,
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Table B.1 Results of the household and individual interviews by residence and region

Percent distribution of households and eligible women in the sample by results of the household and individual
interviews, and household, eligible wornen and overall response rates, according to residence and region, Nigeria 1990

Residence Region
Urban Rural  Northeast Northwest Southeast Southwest Total
Selected households
Completed (C) 87.2 923 92.2 9.9 90.7 86.7 90.0
Household present but
no competent respondent
at home (HP) 04 0.1 0.0 0.1 0.2 0.5 0.2
Postponed (P) 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Refused (R} 1.6 0.4 0.2 04 0.4 20 0.9
Dwelling not found (DNF) 0.8 04 05 0.5 0.4 0.8 0.6
Household absent (HA) 4.1 3.0 2.1 2.3 4.7 4.1 a5
Dwelling vacant/address not
a dwelling (DV) 3.1 2.6 38 2.7 1.5 i3 2.8
Dwelling destroyed (DD) 0.6 0.3 0.3 0.2 0.8 0.4 0.4
Other (O) 22 0.9 0.9 i1 13 22 1.5
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 4438 5560 2188 1695 2622 3493 9998
Household response
rate (HRR)* 96.9 99.0 99.2 99.1 98.9 96.3 98.1
Eligible women
Completed (EWC) 94.4 96.2 97.0 913 95.7 93.1 95.4
Not at home (EWNH) 3.2 2.0 1.6 1.6 2.0 4.1 25
Postponed (EWP) 0.1 0.1 0.0 0.1 0.2 0.2 0.1
Refused (EWR) 0.7 0.3 0.3 0.2 03 08 0.5
Partly completed (EWPC) 0.6 0.3 0.2 0.2 03 0.9 0.4
Other (EWO) 1.0 1.1 0.8 0.7 1.5 1.0 1.0
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 3741 5459 2102 1747 2428 2923 9200
Eligible woman
response rate (EWRR)P 95.3 97.2 97.7 98.0 97.2 94.0 96.5
Overall response rate (ORR)* 924 96.3 26.9 97.1 96.1 90.6 94.6

#Using the number of households falling into specific response categories, the household response rate (HRR) is
calculated as:

C

C+HP+P+R+DNF

bUsing the number of eligible women falling into specific response categories, the eligible woman response rate (EWRR)
is calculated as;

EwWC

EWC + EWNH + EWP + EWR + EWPC
°The overall response rate (ORR) is calculated as:

ORR = HRR * EWRR
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Table B.1 summarises the results of the household and individual interviews by residence and region.
The household response rate for the NDHS was 98.1 percent (96.9 percent in urban areas and 99 percent in
rural areas). The household response rates varied by region from 96.3 percent in the Southwest 10 99.2 in the
Northeast. For women eligible for the individual interview, the response rate was 96.5 (95.3 percent in urban
areas and 97.2 percent in rural areas). The eligible woman response rate varied by region from 94.0 percent
in the Southwest to 98.0 percent in the Northwest. The overall response rate, which is the product of the
household response rate and the eligible woman response rate, was 94.6 percent (92.4 percent in urban areas

and 96.3 percent in rural areas). The overall response was 96 percent or higher in all the regions except
Southwest (90.6 percent).

B.2  Fieldwork and Data Analysis
Questionnaires

The household and individual questionnaires were adapted from the DHS model B questionnaire,
which was designed for use in countries with low contraceptive prevalence. The questionnaires were
developed in English, and then translated by experienced translators into six of the major Nigerian languages:
Efik, Hausa, Igbo, Kanuri, Tiv, and Yoruba. An independent translator translated the questionnaires back
into English. Painstaking steps were then taken to reconcile the local language with the original English.
English versions of the questionnaires are reproduced in Appendix E.

Pretest

A pretest exercise was carried out on NDHS with a view 1o ensuring that the questions were in a
logical sequence, that the translations were comprehensible, appropriate and meaningful, and that the
precoded answers were adequate. The pretest was conducted in January and February of 1990. Fieldwork
was conducted in both urban and rural EAs and in each of the four regions, and all language questionnaires
were (ested.

Training lasted two weeks and was comprised of classroom training on the questionnaires and field
practice. Invited for the first two days of the training were the FOS regional and state officers from the seven
pretest states namely: Anambra, Benue, Borno, Cross River, Kano, Lagos, and Oyo. Those involved in the
intensive training were: six senior officers from FOS headquarters in Lagos, and three female interviewers
and one FOS supervisor from each pretest state. In all, 21 newly recruited interviewers and 7 FOS
supervisors participated in the pretest training exercise. DHS staff handled the training on the questionnaire
and supervised the field practice. At the end of training, the field staff went back to their respective states
for the pretest fieldwork which lasted two weeks. At the end of the fieldwork, the interviewers and
supervisors came back to Lagos for a debriefing exercise and all their experiences during the fieldwork were
related. The six senior officers and the DHS staff who supervised the data collection in the statcs also related

their experiences. All these experiences were used to improve the quality of the final version of the
questionnaire.

Recruitment of Field Staff

The first activity before the commencement of the main survey data collection was the recruitment
of interviewers and supervisors, which took place in March 1990 in the southem states, and in June 1990 in
the northern states. The recruitment exercise in each state was done by NDHS project staff in the Lagos
headquarters, with the assistance of FOS regional and state officers. Candidates were selected for maturity,
minimum educational qualification of West African School Certificate or the General Certificate of Education
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(ordinary level), ability to read and speak one of the major Nigerian languages chosen for NDHS, and
willingness to work in the field for several months.

In all, 157 female candidates were recruited as interviewers and 30 FOS staff were selected as
supervisors, including some who took part in the pretest exercise. At the end of four weeks intensive training,
125 female candidates (100 interviewers and 25 editors) and 25 supervisors were finally selected for the
fieldwork. Assessment tests were used in selecting candidates.

Training of Field Staff

The training of field staff was carried out at four separate centres and in two phases, one in the North
and one in the South. The southem training phase took place in Ibadan and Enugu, between March and April
1990. Two teams of two staff persons from FOS and one from DHS conducted the training at the centres.
The same trainers conducted the northem phasc of the training, which took place at Kaduna and Jos, between
June and July 1990. The four FOS staff persons handled both training on the questionnaires and field
practice, while DHS staff were available for back-up and technical assistance.

Apart from the interviewers and supervisors who attended the 4-week training sessions, the FOS
regional and state officers who served as field coordinators in their respective regions and states were also
present at each centre for the first two days of the training. Four data processing officers from FOS
headquarters in Lagos attended the training in Ibadan for two weeks, to familiarise themselves with the
questionnaire and their responsibilities as data entry personnel forthe survey. All training participants were
provided accommodations in hotels, and the conference halls in these hotels were the venue for training.

Each training session lasted four weeks. The first two weeks were devoted to classroom lectures,
demonstrations of interviewing techniques, and instruction on how to complete the questionnaires and
assignment sheets, using the instruction manuals as guides. By the third week of training, interviewers were
grouped by language, with their supervisors, for practice reading the questionnaires and role playing.

The fourth week was devoted to practice fieldwork in non-NDHS EAs near the training centre, The
interviewers were assigned households to be interviewed inthe local language. The completed questionnaires
for practice fieldwork were checked by the trainers and supervisors and errors were discussed during the
evening sessions before proceeding to the next EA. During training, a series of assessment tests was given
to the interviewers and supervisors. These tests were graded and the results were used in selecting
interviewers and supervisors; those candidates who had a better grasp of the questionnaire, and were adept
at detecting errors in completed questionnaires, were designated as field editors.

Two guest lecturers were invited to each training centre. A staff person from the Planned Parenthood
Federation of Nigeria (PPFN) lectured on family planning methods and sources where methods can be
obtained, and a staff person from Federal/State Ministry of Health, Primary Health Care Unit lectured on
child health and immunisation.

Anthropometry was taught over a two-week period, alternating training time with work on other
sections of the individual questionnaire. Inthe southern phase, training was conducted by a DHS consultant
on anthropometry, who was assisted by two FOS staff. In the norther phase, the two FOS staff conducted
the anthropometric training. Arrangements were made with nurseries, day care centres, and hospitals for
practice measuring of infants and children. All trainees received anthropometric training.
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Composition of the Fieldwork Teams

At the end of the one-month training course, the fieldworkers were selected from the larger pool of
trainees. Over the four training sites, a total of 100 interviewers and 25 field editors were selected. Fieldwork
teams were composed of four female interviewers, one female editor, one male or female supervisor, and one
driver. Inall, a total of 25 teams were engaged for the main survey. Fifteen teams were used in the southem
phase of fieldwork (9 in the Southwest and 6 in the Southeast), and 10 teams were used in the notthem phase
(5 in the Northwest and 5 in the Northeast).

Main Survey Fieldwork

The main survey fieldwork commenced immediately after training. The first week of fieldwork was
conducted in the states where training 1ook place, covering both urban and rural EAs; one EA per team.

The first week of fieldwork was done in the South in April 1990 and in the North in July 1990. At
the end of the first week, a debriefing session was held, during which field staff and trainers related their
experiences and problems. There were question and answer sessions and solutions to problems were
discussed. The procedures and fieldwork plan and itinerary were discussed before the teams were posted to
their respective states for the fieldwork.

Fieldwork for the main survey was conducted in the South between April and July and in the North
between July and October 1990.

Thirty-four households were selected for interview in each EA (selection of households was done in
the Lagos office from household listings). Women eligible for the individual interview were identified during
the household interview. Team supervisors located the housing units and assigned selected houscholds 10
the interviewers. Completed household and individual questionnaires were handed over to the field editor,
who checked to ensure that all relevant questions were correctly recorded, that the skip instructions were
properly followed, and that responses were internally consistent. This field editing was done before the team
left the EA so that the interviewer could retum to the respondent to resolve any errors. Each questionnaire
was field edited prior to being sent to the office in Lagos for data entry.

Supervisors made sure that all the selected households and eligible respondents for an EA were
interviewed, and that assignment sheets for the interviewers and supervisors were duly completed. All
completed records were then tied together for submission to the FOS state office, for submission to Lagos
headquarters,

Data Processing

Data processing staff for the NDHS consisted of four data entry clerks and one supervisor; all were
FOS staff. They were given periodic assistance by the DHS staff. Four IBM microcomputers were installed
in the project office, FOS, Federal Secretariat and were used to process the data. All data entry occurred in
the project office in Lagos.

Before questionnaires were passed for data entry, office editing was conducted. This entailed
checking for internal consistency of responses recorded in the questionnaire, that skip instructions were

properly followed, that there were no omissions, and that all entries were legible. This hastened the work of
data entry staff,
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Data entry started in April and was completed in October 1990. Once all the data had been entered,
a final edit was conducted by running a computer programme to check for inconsistencies, and corrections
were made (when possible) by referencing the original questionnaire, This final edit was completed in
December 1990. The preliminary report was published in March 1991,
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10.
11.
11
12,

13.

SCHEDULE OF ACTIVITIES FOR THE
NIGERIA DEMOGRAPHIC AND HEALTH SURVEY

Activity
Survey design and questionnaire development
EA identification and household listing
Preparation of sampling frame
Pretest
Printing questionnaires
Training for main survey
1st Phase (southern states)
2nd Phase (northern states)
Fieldwork for main survey
1st Phase (southem states)
2nd Phase (northern states)
Data entry of main survey
Training for service availability questionnaire
Final data edit of main survey
Data entry of service availability questionnaire
Publication of preliminary report
Publication of first country report

Publication of summary report
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Month
December
January

February

January/February

March

March/April

June/July

April-July
July-October
April-October
October
December
January
March

April

May

1990
1990
1990

1990

1990

1990

1990
1950
1990
1990
1990
1991
1991
1992

1992
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APPENDIX C

ESTIMATES OF SAMPLING ERRORS

The estimates from a sample survey are affected by two types of errors: (1) nonsampling error, and
(2) sampling etror. Nonsampling error is the result of mistakes made in implementing data collection and
data processing, such as failure to locate and interview the correct household, misunderstanding of the
questions on the part of either the interviewer or the respondent, or data entry errors. Although numerous
efforts were made during the implementation of the NDHS to minimize this type of error, nonsampling errors
are impossible to avoid and difficult to evaluate statistically.

Sampling errors, on the other hand, can be evaluated statistically, The sample of women selected in
the NDHS is only one of many samples that could have been selected from the same population, using the
same design and expected size. Each of these samples would yield results that differ somewhat from the
results of the actual sample selected. The sampling error is a measure of the variability between all possible
samples. Although the degree of variability is not known exactly, it can be estimated from the survey results.

Sampling eror is usually measured in terms of the standard error for a particular statistic (mean,
percentage, etc.), which is the square root of the variance. The standard error ¢an be used to calculate
confidence intervals within which the true value for the population can reasonably be assumed to fall. For
example, for any given statistic calculated from a sample survey, the value of that statistic will fall within a
range of plus or minus two times the standard error of that statistic in 95 percent of all possible samples of
identical size and design.

If the sample of women had been selected as a simple random sample, it would have been possible
to use straightforward formulas for calculating sampling errors. However, the NDHS sample is the result of
a two-stage stratified design, and, consequently, it was necessary to use more complex formulas. The
computer package CLUSTERS, developed by the Intemational Statistical Institute for the World Fertility
Survey, was used to compute the sampling errors with the proper statistical methodology.

The CLUSTERS treats any percentage or average as a ratio estimate, r = y/x, where y represents the
total sample value for variable y, and x represents the total number of cases in the group or subgroup under
consideration. The variance of r is computed using the formula given below, with the standard error being
the square root of the variance:

1-f B
var(r) = —= Y

in which
Zy = Yy TEy.and z, = y,-r.x,
where h represents the stratum which varies from / to H,
m, is the total number of EAs selected in the 4™ stratum,
Vai is the sum of the values of variable y in EA i in the #* stratum,
Xy is the sum of the number of cases (women) in EA { in the 4™ stratum, and
f is the overall sampling fraction, which is so small that CLUSTERS ignores it.
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In addition to the standard errors, CLUSTERS computes the design effect (DEFT) for each estimate,
which is defined as the ratio between the standard error using the given sample design and the standard error
that would result if a simple random sample had been used. A DEFT value of 1.0 indicates that the sample
design is as efficient as a simple random sample, while a value greater than 1.0 indicates the increase in the
sampling error due to the use of a more complex and less statistically efficient design. CLUSTERS also
computes the relative error and confidence limits for the estimates.

Sampling errors for the NDHS are calculated for selected variables considered to be of primary
interest. The results are presented in this appendix for the country as a whole, for urban and rural areas, and
for the four health zones: Northeast, Northwest, Southeast, and Southwest. For each variable, the type of
statistic (mean or proportion) and the base population are given in Table B,1, Tables B.2 to B.8 present the
value of the statistic (R), its standard error (SE), the number of unweighted (N) and weighted (WN) cases,
the design effect (DEFT), the relative standard error (SE/R), and the 95 percent confidence limits (R+2SE),
for each variable.

In general, the relative standard errors of most estimates for the country as a whole are small, except
for estimates of very small proportions. There are some differentials in the relative standard error for the
estimates of sub-populations such as geographical areas. For example, for the variable EVBORN (children
ever bom to women aged 15-49), the relative standard error as a percent of the estimated mean for the whole
country, for urban areas and for the Southeast zone is 1.5 percent, 2.3 percent, and 2.7 percent, respectively,

The confidence interval (e.g., as calculated for EVBORN) can be interpreted as follows: the overall
average from the national sample is 3.311 and its standard error is .051. Therefore, to obtain the 95 percent
confidence limits, one adds and subtracts twice the standard error to the sample estimate, i.e., 3.311+.102.
There is a high probability (95 percent) that the true average number of children ever bom to all women aged
15 to 49 is between 3.209 and 3.413.

148



Table C.1_List of selected variables for sampling errors, Nigeria, 1990

VARIABLE
URBAN
SECOND
NEVMAR
CURMAR
MAR20
SEX18
EVBORN
EVB4049
SURVIV
KMETHOD
KSOURCE
EVUSE
CUSING
CUMODERN
CUPILL
CUIUD
CUSTERIL
CUPABST
NOMORE
DELAY
IDEAL
TETANUS
MDCARE
DIARR1
DIARR2
ORSTRE

MEDTRE

HCARD
BCG
DPT3
POLIO3
MEASLES
FULLIM

Urban

With secondary education or higher
Never married

Currently married

Married before age 20

Had first sexual intercourse before 18
Children ever born

Children ever born to women over 40
Children surviving

Know any contraceptive method
Know source for any method

Ever used any contraceptive method
Currently using any method
Currently using a modem method
Currently using pill

Currently using IUD

Currently using female sterilisation
Currently using periodic abstinence
Want no more children

Want to delay next birth at least 2 years
Ideal number of children

Mothers received tetanus injection
Received medical care at birth

Had diarrhoca in last 24 hours

Had diarrhoea in last 2 weeks
Treated wi