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ABSTRACT

BACKGROUND: Under-5 children in KwaZulu-Natal are highly exposed to dying before reaching
five years of life. Studies have been conducted to understand the demographic and
socioeconomic factors that influence under-5 mortality, both nationally and internationally, with
some contradicting findings on the association between some socioeconomic and demographic
factors and under-5 mortality. While some studies found child mortality to be significantly
associated with rural geographical place of residence, the reverse has also been established. The
purpose of this study was to examine the association between socioeconomic and demographic

factors and under-5 mortality in KwaZulu-Natal, South Africa.

DESIGN: The study was cross-sectional, and utilises 2011 Census secondary data set from
Statistics SA. Overall, the census revealed that 55 476 children under the age of 5 had died in
the 12 months prior to the census nationally. In KwaZulu-Natal this figure was 15 356. The 10%
sample showed that 1 474 under-5 children had died in the same period in KwaZulu-Natal. STATA
12.0 was used for the analysis. Binary logistic regression model was used to examine the

association between under-5 mortality and the independent variables.

RESULTS: The major findings of the study indicated that (i) male children were 1.22 times more
likely to die compared to female children under the age of 5 years; (ii) mothers who had no
schooling (AOR=1.82); mothers with primary level of education (AOR=2.43); and mothers with
secondary level of education (AOR=1.77), were more likely to experience under-5 mortality
compared to mothers with tertiary level education; (iii) mothers whose age at first birth was
between 15-19 years (AOR=1.47) and those whose age at first birth was between 25-34 years
(AOR=2.14) were more likely to experience under-5 mortality compared to mothers whose age at
first birth was between 35-49 years; (iv) Black mothers were more likely to experience under-5
mortality compared to Indian mothers (AOR=5.99); (v) mothers who were employed were 1.22
times more likely to experience under-5 mortality compared to unemployed mothers. Lastly,
under-5 mortality was less likely amongst mothers in the medium households compared to those

from low income households (AOR=0.65).

CONCLUSION: This study found that socioeconomic and demographic factors substantively
determine under-5 mortality in KwaZulu-Natal. Evidence from this study suggest that interventions
aimed at reducing under-5 mortality should focus on black women, the younger women, the less

educated and those with low household income.



KEYWORDS: Under-5 mortality — Socioeconomic factors — Demographic factors - Education level
- Employment status — Age of child — Sex of child — Maternal age — Place of residence — Annual

household income.
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Chapter One: INTRODUCTION

1.1 BACKGROUND

Under-5 mortality levels are a reflection of the country’s socio-economic conditions, and are
indicative of the country’s health care system and economic development, amongst other things
(Rajaratnam et al, 2010). Children in South Africa and Southern African countries are at high risk
of dying before their fifth year of life. In South Africa alone, thousands of children under the age
of five years die each year (You et al., 2014). Estimates indicated that more than 7 million under-
5 children died in 2010 worldwide, with at least 74% of these occurring among infants; and more
than 50 000 child deaths were recorded in the South African Census 2011 (Rajaratham et al,
2010; Statistics SA, 2012). Sub-Saharan African countries are the worst affected, and contribute
35% of all global deaths of children under the age of five years (Sanders, 2010). The Sub-Saharan
African region reported an increase of under-5 deaths from 125 to 146 deaths per 1000 live births
between the period 1990 and 2006, a 17% increase (UNICEF, 2008).

Diseases such as pneumonia (18%), diarrhoea (9%), malaria (7%), and meningitis and tetanus
(6%) remain the leading causes of death among under-5 children globally (Statistics SA, 2013).
In South Africa, HIV/AIDS, diarrhoeal diseases, lower respiratory infections, and low birth weight
remain at the forefront of the diseases associated with child death in KwaZulu-Natal (SA Medical
Research Council, 2000). In order to reduce high under-5 mortality levels in the country, the South
African government has invested significant financial and other resources aimed at improving
child health. Before the implementation of the National Development Plan, South Africa worked
towards achieving Millennium Development Goal 4, which aimed to reduce child mortality by two-
thirds. Some initiatives introduced by the government towards these aims were programmes such
as the Negotiated Service Delivery Agreement 2010-2024, the Strategic Plan for Maternal,
Newborn, Child and Women’s Health, and the Campaign for Accelerated Reduction of Maternal
and Child Mortality (Statistics SA, 2013). However, by 2013, little progress had been made as
child mortality rates were still as high as 47 deaths per 1000 children under 5 years (Sanders,
2010; Statistics SA, 2013).

The literature shows that, in general, socioeconomic factors such as mother’s level of education,
employment status and annual household income are significant predictors of under-5 mortality.
The Demographic factors such as mother’s place of residence, maternal age and race have also

been shown to be significantly associated with under-5 mortality.
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In South Africa high unemployment rates (24% in the final quarter of 2014), low income levels,
and high levels of poverty contribute to children within these households being deprived of basic
services required for survival and optimal health, including having nutritious foods and basic
healthcare services (Ester et al., 2011). The South African province of KwaZulu-Natal is
particularly affected, with over 30% of households residing in rural areas, high unemployment
rates (33%), illiteracy rates (22%), and higher under-5 mortality rates than in South Africa in
general (Statistics SA, 2015). Out of a total of 55 476 under-5 deaths in South Africa in 2011,
KwaZulu-Natal contributed the highest proportion (28%) of all deaths; followed by Gauteng (17%),
Eastern Cape (14%), Limpopo (10%), Mpumalanga (9%), and the North West (9%). While the
provinces of the Free State (7%), Western Cape (4%) and Northern Cape (2%) contributed the
least (Statistics SA, 2012).

1.2 PROBLEM STATEMENT

High child mortality has negative implications for the country’s developmental goals, and is often
used as an indicator for population health in general. Furthermore, high under-five mortality
contributes to lower life expectancies at birth. The South African 2011 Census showed that more
than 50 000 children died in 2011 in the country, with more than 80% of these deaths occurring
among infants. KwaZulu-Natal recorded more than 15 000 of these under-5 deaths during the
same period, an increase from just above 8 000 in 1997 (Statistics SA, 2012; Nannan et al., 2012)

— the highest amongst all the provinces in South Africa.

High under-5 mortality levels have proven to be a particular burden in KwaZulu-Natal, the South
African province that also has the highest levels of unemployment and poverty in the country. The
potential socioeconomic development is likely to be affected if such high infant and under-5
mortality rates remain. South Africa needs its population to participate in the developmental
interventions and the labour force for it to succeed. The South African government is currently
implementing programmes aimed at understanding and reducing child mortality, and at least
R100 million a year will be used by the KwaZulu-Natal’s Department of Social Development, over

the next five years.

Studies have been conducted in similar areas both nationally and internationally, with some

contradicting findings on the association between some socioeconomic and demographic factors
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and under-5 mortality. While some studies found child mortality to be significantly associated with
rural geographical place of residence, the reverse has also been established (Ettarh & Kimani,
2014; Kamniki et al, 2014). Likewise, some results have indicated that children born from younger
mothers (below 20 years) were highly exposed (52%) to dying before reaching their fifth year of
life (Ayotunde et al, 2009). Contrary to such findings, a study in Ghana found that children born
from older mothers (35 years and above) were more at risk of dying before reaching five years
(Kamniki et al, 2014). However, no studies that specifically focused in the KwaZulu-Natal province

were found in the literature.

The purpose of this study was to examine the association between socioeconomic and
demographic factors and under-5 mortality in KwaZulu-Natal, South Africa. The study focused on
the following independent variables: namely; maternal race, maternal age at first birth, sex of
child, mother’s level of education, mother's employment status, household income and

geographical place of residence (rural/urban); and the dependent variable was under-5 mortality.

1.3 JUSTIFICATION

KwaZulu-Natal experienced an extremely high number of deaths among under-5 children,
according to the results of the 2011 South African Census. The province recorded more than 15
000 under-5 deaths in just a single year period (Statistics SA, 2012), which occurred despite the
many initiatives implemented and a vast amount of financial and other resources spent by the
government in an attempt to decrease the levels of under-five mortality in the province. Therefore,
attempts aimed at fast-tracking child death reduction and investigating the root causes associated
with such high mortality levels are crucial (Kanmiki et al., 2014). This is particularly true of
KwaZulu-Natal — which has recorded both the highest levels of under-five mortality in the country;

but also the high levels of illiteracy, unemployment and poverty.

This study will further contribute to Chapter 10 of South Africa’s National Development Plan, which
aims to “significantly” reduce the burden of mortality among under-5 children by 2030 (NDP,
2013). This Chapter further targets a reduction of infant mortality, currently at 34 deaths per 1000
live births, to less than 20 deaths per 1000 live births by 2030 (NDP, 2013). As part of the

contribution to the country’s development goals, this study’s results will contribute to strategic
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interventions aimed at addressing the challenges related to mother’s socioeconomic and

demographic factors viz-a-viz under-5 mortality.

1.4 RESEARCH QUESTION

Is there an association between mother’s socioeconomic and demographic factors and under-5

mortality in KwaZulu-Natal, South Africa?

1.5 RESEARCH OBJECTIVE

Main Objective: To examine the association between mother's socioeconomic and

demographic factors and under-5 mortality in KwaZulu-Natal, South Africa.

Specific Objectives

* To determine levels of under-5 mortality in KwaZulu-Natal, South Africa.
» To identify mother’'s socioeconomic and demographic factors associated with under-5

mortality in KwaZulu-Natal, South Africa.

1.6 DEFINITION OF TERMS

Under-5 mortality rate (USMR): refers to the number of deaths of person/s in the first four years
of life (0-4 years old) per 1000 live births. (Statistics SA, 2014; Sartorius et al., 2011).

Socioeconomic status: an individual or household’s measure of economic status (wealth) and
social position in relation to other members of the community and is based on level of education,

employment status and individual or household income (Birken and Macarthur, 2004).

Age of child: refers to the length of time that a child has lived (Statistics SA, 2014). This indicator

is measured by the number of days, months and years.

Sex of child: refers to the biological status of a child (Statistics SA, 2012). Typically, persons are

classified as either male or female.
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Mother’s level of education: refers to the highest level of education that a mother has completed
(Statistics SA, 2012). South Africa has twelve years of formal schooling, from grade 1 to grade
12. Therefore, the number of grades completed is used to refer to one’s level of education at
primary and secondary levels. At tertiary level the degree(s), diploma(s) or certificate(s) obtained

are used to refer to tertiary level of education (Statistics SA, 2012).

Mother’'s employment status: refers to classification of whether a mother is participating in any
economic activity or not (Statistics SA, 2012). For example, a mother may or may not have a

regular job, a contract or a piece job.

Maternal age at first birth: refers to the age of the mother when the first child was born, even if
the child died soon after birth (Statistics SA, 2012). This indicator excludes stillborns and

miscarriages.

Geographical place of residence: refers to a geographical place (home, dwelling, and house)
which a person reside in (Statistics SA, 2012). This indicator is typically classified as rural or

urban.

Annual household income: the annual income for households is calculated by adding together
the individual incomes of all members within a household (Statistics SA, 2012). This indicator
includes all forms of income within a household such as salaries and wages, pension,

retirement income, investment gains, etc.

Maternal race: refers to the mother’s population group on the basis of various sets of physical
characteristics (which usually result from genetic ancestry) (Birken and Macarthur, 2004). The

South African population is typically classified as Black African, White, Indian or Coloured.
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Chapter Two: LITERATURE REVIEW AND CONCEPTUAL
FRAMEWORK

2.1 LITERATURE REVIEW

This chapter aims to bring together the key results of literature that has focused on the contributing
factors and levels of under-5 mortality in South Africa and internationally. The study purports to
examine the association between socioeconomic and demographic factors and under-5 mortality
in KwaZulu-Natal with a focus on geographical place of residence, biological mother’s level of
education, mother’'s employment status, household income, maternal age at first birth, maternal

race and sex of child.

Children born and raised in sufficiently resourced urban areas are less likely to experience deaths
when compared to children born and raised in inadequately resourced rural areas (Bbaale, 2011).
Furthermore, in Sub-Saharan Africa, more than a million under-5 children die every year due to
drinking unsafe water and poor sanitation (Ester et al., 2011; Sartorius et al., 2011). In rural areas,
only 30% and 54% of the residents have access to basic sanitation and clean drinking water,
respectively (Ester et al., 2011). Alternatively, urban residents have 52% and 83% of basic

sanitation and clean drinking water, respectively (Ester et al., 2011).

Studies conducted by Woldemicael (2001), Wang (2003), and Azab et al (2014) revealed that
children residing in the rural areas are at higher risk of being infected with diseases such as
diarrhoea, compared to their urban counterparts. Such diseases have been known to influence
child survival in sub-Saharan African countries. In South Africa there have been a
disproportionately high number of cases of deaths associated with diseases such as diarrhoea in
rural parts of Limpopo, North West and KwaZulu-Natal provinces. This may be due to differences
in the provision of healthcare services and the burden of disease between urban and rural
residents - hence it is importance of accounting for demographic factors such as place of
residence when looking at socioeconomic differences in Sub-Saharan African countries viz-a-viz
under-5 mortality (Zwane, 2007). In fact, studies conducted in South Africa have found differences

in child mortality between urban and rural areas (Kanmiki et al., 2014; Garrib et al., 2011).

Although many studies have found under-5 mortality to be significantly associated with rural
geographical place of residence, there has been some researchers who have found contradicting

results to these. For example, the findings from a study conducted by Amouzou and Hill (2004)
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found that under-5 children from semi-urban disadvantaged backgrounds are highly exposed to
dying before reaching five years of survival compared to those residing in rural areas. South Africa
is characterised with high volumes of urbanisation - and the shacks built nearby cities due to
congestion in cities may have the influence on children residing in semi-urban areas being prone

to mortality compared to rural dwellers (Amouzou and Hill, 2004).

Research shows that access to educational opportunities plays a critical role in improving one’s
economic status, hence improving children’s chances of survival (Mosley & Chen, 1984; Kanmiki
et al., 2014). Young children from mothers with formal and higher education (secondary, tertiary)
are 45% and 76% respectively, less exposed to having their children die before the age of five

compared to uneducated mothers (Kanmiki et al., 2014; Amouzou & Hill, 2004).

Additionally, mothers who have no formal education are more likely to remain unemployed, to get
pregnant at a younger age, to have more babies, and to have little access to family planning
programmes and medical care during pregnhancy — therefore, they are less knowledgeable
regarding the health and wellbeing of their children (Nattey et al., 2013; El-Zanaty, 2001; Sartorius
et al, 2010). In Egypt only 17% of uneducated mothers receive maternal care regularly; while
close to 80% of educated mothers with formal or higher education receive maternal care (Nattey
et al., 2013). That being the case, mothers with higher level of education are mostly employed
and are also able to influence child survival status by making the right choices related to nutrition,

hygiene and illness prevention treatment (Nattey et al., 2013).

Furthermore, a person’s level of education is also associated to their employment status and
income level. Mothers who work away from home could be at a higher risk of having their child
die before the age of five, as they are unable to care for their children. This has been found to
negatively contribute to child survival status (Hobcraft et al, 1984; Kishor and Parasuraman,
1998). While this is the case, mothers who are able to care for their children and breastfeed
regularly have been found to be less exposed to under-5 mortality (Mihrshahi et al., 2008). In
South Africa, it is not uncommon for women to work or study away from their children, often
leaving children in the care of relatives. The demand and value of education and employment has
become increasingly over the years, with more and more women relocating to seek such
opportunities. As a result, such mothers may not be able to breastfeed their children regularly. A
study conducted (Worku, 2011) revealed that under-5 children who are not breastfed for at least
first six months of life are 3.09 more times likely to die compared to their breastfed counterparts.

Although mother’s inability to breastfeed their children has been largely attributed to mothers
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working away from home, the literature shows that uneducated mothers, mostly from rural areas,

are unaware of the benefits of exclusive breastfeeding on their child’s survival (Worku, 2011).

The impact of household income to under-5 mortality has been examined by many studies, with
some contradicting findings. While some studies have shown household income as a significant
predictor of under-5 mortality globally and in Africa, the reverse has also been revealed (O’Hare
et al., 2013; Birchenall, 2007; Nattey et al., 2013; Awoonor-Williams et al., 2013; Swenson et al.,
1993; Rahman et al., 2010; Welaga et al., 2013).

Children born to poor households, and in particular those in rural areas, have shown to have high
disease burdens which ultimately lead to death when compared with their wealthier counterparts
(O’Hare et al., 2013; Birchenall, 2007). Some of the diseases are related to malnutrition given the
household’s insufficient levels of income to buy nutritious foods (Birchenall, 2007). Poor
households are well known to be residing in the environments that are characterised by
overcrowding, poor health facilities and limited access to basic sanitation and services (Owusu
and Kuitunen, 2005). Such conditions are likely to impact negatively on under-5 children’s well-
being and growth progress due to vulnerability to avoidable infections such children are exposed
on (Birchenall, 2007).

Furthermore, children under-5 years of age who live in poor households are 40% to 50% more
likely to die compared than those living in wealthier households (Nattey et al., 2013). Similar
associations were also identified in studies conducted in Nigeria (Doctor, 2011) and Taiwan. In
Taiwan it was found that children from poor households were significantly in higher risk of death
within the first four years of life (Chiang, 1999).

However, a study conducted in Tanzania and another one in Ghana found that household income
levels were not significantly associated with under-5 mortality (Awoonor-Williams et al., 2013;
Swenson et al., 1993; Rahman et al., 2010; Welaga et al., 2013). Similar findings were also
revealed in a study conducted in Southwest Nigeria and another one in South Africa (Okechukwu,
2015; Heaton & Amoateng, 2007). In support of such findings, the researcher has argued that
household income may not necessarily have significant influence on infant mortality due to
financial and moral support the mother is likely to receive from family members, friends and
neighbours to ensure a healthy well-being for the mother and the child (Okechukwu, 2015). It is
also important to note that financially stable families have the ability to support children through

provision of basic healthcare services and nutritious foods (Heaton & Amoateng, 2007).
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In South Africa, it is not uncommon that mothers receive social grant benefits from the
government. Such grants are perceived to play an important role among poor households
because mothers are able to provide nutritional foods for their children, which is likely to contribute
to their children’s well-being and survival status. Likewise, an increase in the household income
has been shown to translate to the increased resource availability within the household, leading
to declined under-5 mortality levels, due to improved exposure to basic needs necessary for the

child survival (Charmabagwala et al., 2004).

Maternal age at first birth is crucial for understanding and predicting mortality risks of under-5
children (Ayotunde et al, 2009). Children born by younger mothers (whose age at first birth is
below 20 years) are at a higher risk (52%) of dying before reaching five years of life (Ayotunde et
al, 2009). Another study conducted in Ghana showed a significant association between infant
mortality and mothers who were teenagers at first birth (Ssewanyana and Younger, 2007). Similar
findings were also observed in another study, although no association was observed between
under-5 mortality and mothers above the age of 34 years (Hobcraft et al, 1984).

Some of the explanations given for high infant and under-5 mortality rates among younger
mothers relate to the fact that such mothers (less than 20 years) are most likely to give birth to
children that experience preterm birth, low birth weight and asphyxia, conditions that falter child
growth (Patton et al., 2009). Furthermore, adequate knowledge regarding pre- and post-natal
health practices among teenage mothers is minimal (Heaton & Amoateng, 2007). Such practices
such as proper medical attention and feeding practices are critical to under-5 survival and
development status. Proper pre- and post-natal health care significantly decrease under-5
mortality (Heaton & Amoateng, 2007).

Contrary to such findings, a study in Ghana found that children born from older mothers (whose
age at first birth was 35 years and above) were more at risk of dying before reaching five years
of survival (Kamniki et al, 2014). Mothers whose age at first birth were 35 years and above were
also found to experience more under-5 deaths compared to younger mothers in a study
conducted by Charmabagwala et al. (2004). While this is alarming, the risks become worse for
under-5 children of mothers with lower levels of education, low income, live in rural areas and

who are unemployed (Singh and Tripathi, 2013; Ayotunde et al., 2009).
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Comparing such contradicting findings from different studies suggest that in some settings both
younger and/or older mothers may be expected to more likely experience under-5 mortality

compared to mothers in the age group 20-34.

Disparities among different racial groups have also been reported in some studies. A study by
Bradshaw et al. (1992) revealed that South African children under the age of 5 born of Black
mothers were more at risk of dying than those born to mothers of other races (Coloured, White
and Indian). Factors such as poverty, unemployment, lower levels of education, low income
households, poor water and sanitation, and poor healthcare services are typically associated with
the Black population (Burgard and Treiman, 2004). As such these factors contribute to Black
mothers being highly exposed to under-5 mortality compared to their counterparts due to low

access to quality of healthcare services and nutrition (Bradshaw et al., 1992).

South Africa is characterised with large households among the Black population. Large rural and
poor families usually experience difficulty in managing demands of widespread impoverishment
(Heaton & Amoateng, 2007). The living conditions among large families are likely to weaken child
health due to malnutrition, insufficient parental attention given to children and poor illness
recognition among under 5 children (Heaton & Amoateng, 2007). Infections are likely to spread
easily as well among family members in such close proximity settings. As such, Black children

are highly disadvantaged when compared to other racial categories.

A study conducted in India revealed that female children are more at risk (52%) of dying before
reaching five years of life compared to their male counterparts, due to high preference for health
care services given to boys (Claeson et al., 2000). A girl child is only taken to healthcare facilities
when illness is at advanced stage, while the reverse is true for their male counterparts (Claeson
et al., 2000).

Furthermore, male children are also shown preference with regards to food and feeding practices
such as provision of nutritious foods - practices that may impact on female mortality superseding
that of male mortality (Chen et al, 1981; Arokiasamy, 2002). In Africa and historically male children
have been generally perceived as the future leaders and the heads of the households (Claeson
et al., 2000; Krishnaji, 1995).

Another study conducted in India revealed sex differentials among under-5 mortality, particularly

among working versus not-working mothers — where working mothers experienced more male
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child mortality compared to their female counterparts (Krishnaji, 1995). The researcher justified
that although more preference is given to male children in India, working mothers may have
withdrawn such favouritism which may have had a significant influence on male children being

exposed to mortality.

However, a study conducted by Sartorius et al (2011) revealed that male children are at a higher
risk of under-five mortality than female children. Studies conducted in other parts of Africa found
similar results, that male children were more likely to die before the age of five than females
(Ssewanyana and Younger, 2007; Charmabagwala et al, 2004). In a study conducted by Richards
et al., (2011), the researchers concluded that high favouritism towards female children may be
due to traditional beliefs that bride money can bring wealth to the family. Biologically, female
children are also known to live longer than their male counterparts (Ssewanyana and Younger,
2004).

Although the literature has shown that socioeconomic factors such as such as employment,
income and education; and demographic factors such as maternal age, race and sex of the child
are significant predictors for under-5 mortality, there have also been some contradicting findings
on the association between some socioeconomic and demographic factors and under-5 mortality
in Africa. This study aimed to examine the association between socioeconomic and demographic

factors and under-5 mortality in KwaZulu-Natal province, South Africa.

2.2 THEORETICAL AND CONCEPTUAL FRAMEWORKS

221 Theoretical Framework

Mosley and Chen’s (1984) analytical framework discusses how proximate and intermediate
factors contribute to child deaths among African countries. The framework further portrays
socioeconomic factors and environmental factors as the determinants which are directly related
to child mortality or survival. This study adopted Mosley and Chen’s framework because the

factors it describes as related to child mortality are relevant to what this study aims to examine.

Figure 2.1 shows a set of economic and social factors that contribute to child mortality. The Figure
further indicates that biological and socioeconomic mechanisms play a significant role on child

survival status. For example, maternal, biological environmental, nutritional and health seeking
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behaviour factors have been shown to be the determinants that contribute to a child being healthy
or sick. Maternal factors such as the age of the mother has been shown to either contribute to a
child being sick or healthy. Depending on mother's knowledge, the child can benefit or
disadvantaged when it comes to nutrition intake or access to better health services. If the latter is
true, the child is highly exposed to sickness, growth faltering and even death. To understand the

framework further, please refer to Figure 2.1 below.

Figure 2.1: Theoretical Framework for child survival in the developing countries, 1984

Socioeconomic determinants
Maternal factors Environm ental contam ination Nutrient deficiency Injury
Healthy Sick
Prevention Treatment
Personal illness Growth faltening Mortality
conitrol

Source: Mosley & Chen, 1984

2.2.2 Conceptual Framework

Figure 2.2 describes how under-5 mortality is affected through demographic, socioeconomic and
maternal factors. The connection between socioeconomic and demographic factors and under-5
mortality has been established in many studies. This study analysed how mothers’ characteristics
affect under-5 mortality, hence the adoption of Mosley and Chen’s framework. Younger mothers,
mostly Black mothers, and those residing in rural areas are characterised by poor socioeconomic
factors such as low education levels, poor income, and unemployment (Singh et al., 2001). It is
important to note that child care is the main responsibility of mothers, therefore when mothers are
empowered through education and employment opportunities they become able to provide better

healthcare and nutrition which plays an important role for their child survival (Singh et al., 2001).
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Figure 2.2: Conceptual Framework for under-5 mortality in KwaZulu-Natal, 2011

Demographic factors Socioeconomic factors
Mother's current age Mother's level of education
Mother's race Mother's employment status

Household income
Geographical place of residence
T

W W
Maternal factors
Mother's age at first birth

Healthy child < = Sick child

Mortality

Adopted from: Mosley & Chen, 1984

Furthermore, due to inexperience and lack of knowledge and guidance children born to younger
mothers are at a higher risk of death before the age of five (Ayotunde et al., 2009). Children of
younger mothers (below 20 years), whom reside in rural areas are especially at risk compared to
those living in urban area (Ayotunde et al., 2009). This study adopted Mosley and Chen’s (1984)
framework by examining the biological mother’s socioeconomic and demographic factors that

may influence under-5 mortality in KwaZulu-Natal.
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Chapter Three: RESEARCH METHODOLOGY

3.1 INTRODUCTION

This chapter provides detailed information on the study setting, study design, study population,
as well as on the sample size and description of the study variables. The chapter further
elaborates on techniques used to manage and analyse the data. The last section of the chapter
highlights ethical issues pertaining to the study.

3.2 STUDY SETTING

KwaZulu-Natal province is located in the South Eastern part of South Africa. The province has
the second largest population in the country (10 267 300), which is 19.8% of the country’s
estimated population (Statistics SA, 2012). The province has a higher illiteracy rate (21.8%) than
the national rate (19.1%) for persons aged 15 years and older (Statistics SA, 2012). Furthermore,
the province also has a higher unemployment rate than that of the national population — KwaZulu-
Natal’'s unemployment rate was 33% in 2012, compared to the national unemployment rate of
29.8% (Statistics SA, 2012). The average annual household income of people living in KwaZulu-
Natal is R83 053.00 (Statistics SA, 2012), and more than 30% of households in KwaZulu-Natal

are situated in rural areas (Statistics SA, 2012).

3.3 STUDY DESIGN

The 10% sample of the South African 2011 Census, conducted by Statistics South Africa, was
used for this study. The data sets were downloaded from the Statistics South Africa’s database.
The Census provides basic population and housing statistics essential for policy interventions,
social and economic development, as well as monitoring and evaluation (Statistics SA, 2012).
The 2011 Census was South Africa’s third census since the country became a democratic
republic in 1994; the two previous censuses were conducted in 1996 and 2001. Information
gathered during the census pertains to people’s demographics, migration patterns, education
levels and status, health, employment, fertility, and information regarding the households in which
they live (Statistics SA, 2012).
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The 2011 Census was conducted from 9" to 315t October 2011. Three different types of
guestionnaires were used during the census, dependant on whether people were found in a (1)
household, (2) transit or tourist hotel, or (3) an institution on the day they were interviewed
(Statistics SA, 2012). The household questionnaire (see Appendix B) was used to collect
information on all individuals found within a household. This questionnaire was divided into
information pertaining to the person and the household. For the purpose of this study, the

household questionnaire was utilised because it has all the variables this study aimed to analyse.

3.4 SAMPLE SIZE AND STUDY POPULATION

A total of 14 450 161 households were successfully interviewed across the country, 2 539 429 of
these households were in KwaZulu-Natal (Statistics SA, 2012). The population size for the 2011
Census was 51 770 560. A total of 604 545 deaths were recorded in the mortality section. Overall,
the census revealed that 55 476 children under the age of 5 had died in the 12 months prior to
the census nationally. In KwaZulu-Natal this figure was 15 356, as reported by the mothers whose
children had died. The information from KwaZulu-Natal also reported 777 288 under-5 children
were alive (Statistics SA, 2012). The 10% sample showed that 1 474 under-5 children had died
in the same period. The 10% sample further showed that the number of women who had their
last child during the 5 years preceding the census, whether they experienced under-5 mortality or
not, was 65 349.

3.5 DATA COLLECTION

Numerous procedures were utilised by Statistics South Africa aimed at collecting accurate
information from households and individuals. A total of 120 000 enumerators were recruited for
the census (Statistics SA, 2012). These enumerators went through trainings aimed at informing
them regarding professional and ethical interviewing, as well as assuring questionnaire
completion. Most interviews conducted by the enumerators were conducted on face-to-face.
Follow-up visits were conducted with selected households in order to verify the information
collected, and identify any errors that could have been made (Statistics SA, 2012). There were,

however, some households that opted to self-administer the questionnaire. Such households
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were provided with self-enumeration guides, which were written in different languages.
Furthermore, a group of professionals carried out independent monitoring of census 2011 field

activities.

3.6 QUESTIONNAIRE DESIGN

Rigorous tests and consultations were conducted by Statistics South Africa and relevant experts
to ensure data collection tools (questionnaires) were well designed, easily understood and
collected relevant information about the population (Statistics SA, 2012). Questionnaire
development was determined by four quality dimensions (accuracy, relevance, interpretability and
coherence) (Statistics SA, 2012).

3.7 DATA QUALITY

A series of quality assurance processes were implemented to ensure data quality was maintained.
Such quality assurance processes were inclusive of data validation, data cleaning, and
guestionnaire verification (Statistics SA, 2012). Questionnaires were checked for consistency and
were edited where necessary. Data was edited in collaboration with a group of experts and
programmers. Fertility and mortality questions were asked of biological mothers between 12 and
50 years (Statistics SA, 2012). Mothers provided information regarding their children.

The mortality section was the last section on the questionnaire. As a result, respondents may
have been exhausted at that time. This can be supported by the fact that a considerable amount
of questionnaires were returned with non-responses in this section (Statistics SA, 2012). As such,
this section is likely to have more errors than the others. Furthermore, fewer people responded to
this section (compared to other sections), which could also be due to negative perceptions

regarding mortality and its causes (Statistics SA, 2012).

The 2011 Census collected information on deaths that occurred in a household in the past 12
months prior to the census (Statistics SA, 2012). This section, however, had less than 5% of data
on child’s age at death missing. Although some errors were recognised during the recording of

mortality data, these were attributed to scanning errors during the data capturing process

26



(Statistics SA, 2012). To solve this issue and reduce errors, cases with missing age at death had
to be recaptured manually (Statistics SA, 2012). Such issues of data quality suggest that the
findings of this study should be interpreted with caution (Kamangira, 2014).

3.8 SOCIOECONOMIC AND DEMOGRAPHIC VARIABLES
3.8.1 Dependent Variable
The dependent variable ‘under-5 mortality’ was derived by recoding and merging two variables:

(i) “When was (name’s) last child born, even if the child died soon after birth?” If mothers could
not remember the last child’s birth day or month, they were encouraged to give the year at least.
In cases where the mother had multiple births, only the last child was recorded. This question
aimed to establish the age of the last child born. Responses were given in the form of days (01-
31), months (01-12), and years.

(i) “Is (name’s) last child born still alive?” This question aimed to establish the last child’s survival
status at the time of the census. Respondents would indicate ‘yes’ if the child was still alive; ‘no’

if the child was dead; or ‘do not know’ if they did not know their last child’s survival status.

Although responses to the above questions were inclusive of different age groups, this study’s
dependent variable has been recoded to focus only on responses referring to children under-5
years. To do this, only children born between the years 2006-2011 were kept in this study. All
mortality cases were inclusive of both natural and unnatural deaths. The dependent variable is

dichotomous, and as such was coded as O=alive and 1=dead.

3.8.2 Independent Variables

Selection of the following independent variables was guided by the reviewed literature and the
hypothetical foundation established from the reviewed literature. Many studies have revealed
contradictory findings on the relationship between under-5 mortality and some of these selected
variables. This study examined the variables at the individual level which included the

characteristics of the mother and child.
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Table 3.1 shows the list of independent variables used in this study, as well as the categories

used and how they were coded.

Table 3.1 Description of independent variables, coding and measurement

How coded in this

Variable code Variable name study Measurement
Demographic variables
P39 _LASTCHILDSEX Sex of child Female (1) Nominal
Male (2)
P33 AGEFIRSTBIRTH Maternal age at first birth 15-19 years (1) Ordinal
20-24 years (2)
25-34 years (3)
35+ years (4)
PO5_POP_GROUP Maternal race Black African (1) Nominal
Coloured (2)
Indian (3)
White (4)
P_GEOTYPE Place of residence Rural (1) Nominal
Urban (2)
Socioeconomic variables
DERP_EDUCATIONAL_LEVEL Mother's level of education No schooling (0) Ordinal
Primary (1)
Secondary (2)
Tertiary (3)
DERP_EMPLOY_STATUS_OFFICIAL | Mother's employment status | Unemployed (1) Nominal
Employed (2)
DERH_INCOME_CLASS Annual household income Low (1) Ordinal
Medium (2)
High (3)

3.8.2.1

Demographic variables

i Sex of child

This variable referred to the sex of the last born child. In cases where the mother had given birth

to twins or multiple births, only the child born last was recorded. This variable has two categories

and was coded as 1=female and 2=male. Female was the reference category.
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ii. Maternal age at first birth

This variable refers to the age of the mother when the first child was born alive, even if the child
died soon after birth. As such, miscarriages and stillborns were excluded. Four categories were
assigned to this variable and were coded as: 1=15-19; 2=20-24; 3=25-34 and 4=35-49 years.

Mothers from age-group 35-49 years were used as the reference category.

iil. Maternal race

This variable referred to the racial category of the mothers. Four categories were assigned to this
variable and coded as: 1=Black; 2=Coloured; 3=Indian and 4=White. Indian was the reference

category.

iv.  Geographical place of residence

This variable has two categories and it referred to the current place of residence of the mother.

This variable was coded as 1=rural and 2=urban. Rural was the reference category.

3.8.2.2 Socioeconomic variables:

i Mother’s level of education

This variable referred to the highest level of education that the mother had completed. This
variable comprised of four categories and was coded as follows: 0=no education, 1=primary,
2=secondary and 3=tertiary. Mothers who reported to have “tertiary education” were the reference

category.

ii.  Mother’'s employment status

This variable aimed to determine whether the mother was economically active. The questions
asked only referred to employment status in the last seven (7) days prior to the census. This is a
dichotomous variable and was coded as: 1=unemployed and 2=employed. Unemployed was the

reference category.
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iil. Annual household income

The calculation of annual household income involved adding together all individual members’
income within a household. Respondents were required to rather give their income figures within
a band/category instead of giving their exact income figures. Three categories were assigned to
this variable and coded as: 1=low (band 1-6); 2=medium (band 7-9) and 3=high (band 10-12).
Band 1-6 is made of RO - R76800; 7-9 (R76 801 — R614 400) and 10-12 (R614 401 — or more)
annual household incomes. Mothers from low annual income households were a reference

category.

3.9 RESEARCH HYPOTHESIS

Socioeconomic and demographic factors are significant predictors of under-5 mortality in
KwaZulu-Natal province, South Africa.

This hypothesis is supported by the empirical evidence that has revealed that mothers who are
teenagers at first birth, have no formal education, are unemployed, come from poor households
and/or reside in rural areas are highly likely to experience under-5 mortality compared to their
counterparts (Kanmiki et al., 2014; Amouzou & Hill, 2004; Nattey et al., 2013; El-Zanaty, 2001,
Sartorius et al, 2010; O’Hare et al., 2013; Birchenall, 2007; Singh and Tripathi, 2013; Ayotunde
et al, 2009).

3.10DATA ANALYSIS

The individual Person and the household data sets were merged to ensure that variables of
interest are in one data set. STATA 12.0 was used for the analysis. The analysis only focused on
this study’s targeted population, which was the women residing in KwaZulu-Natal who had their
last child during the 5 years preceding the census, whether they experienced under-5 mortality or

not. The analysis was carried out in three stages or levels.

The first level of analysis performed was descriptive analysis (univariate) of under-5 mortality,

demographic and socioeconomic variables. In this step the background characteristics of
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respondents were described and summarised, and patterns between variables were discussed.
In so doing, the frequency distribution and cross tabulations of each independent and dependent

variable was carried out.

To estimate under-5 deaths in KwaZulu-Natal, the under-5 mortality rate (USMR) formula was

employed. The formula used was as follows:

Under-5  mortality  rate Number of <5 year deaths in a given period

(USMR)= Population of under-5 children in the same *1000
period

Source: Indrayan (2012)

The second step of analysis comprised of bivariate analysis, in which a binary logistic regression
model was applied. These were used to estimate the probability of the association between each
independent variable and the dependent variable. The odds ratios were used to interpret the
results from this model. Pearson chi square (chi?) was also performed to verify and confirm the

level of significance between the dependent and each independent variable.

The third and final step of the analysis performed in this study was multivariate analysis, in which
a logistic regression model was applied. This model was used to analyse variables that proved to
be significantly associated (p<0.05) during the bivariate stage of analysis. Before performing the
full logistic regression model, a pairwise correlation test was conducted to test for correlations
between independent variables in the 2011 Census data. Pairwise correlation is used to assess
whether correlations between independent variables are high or low. If the correlations between
the independent variables are high, multicollinearity is said to occur. Therefore, itis recommended
to conduct such tests before the logistic regression model is applied. Although minor
multicollinearity may be accepted, severe multicollinearity is likely to make estimates sensitive
even to moderate variations in the model due to the increase in the variance of coefficient
estimates (Frost, 2013). This leads to coefficients being unstable and difficult to interpret (Frost,
2013).

The pairwise correlation test showed no issues of highly correlated independent variables (i.e.
more than 0.5 coefficients) (see Appendix A2). Although statistically significant correlations were
present between a few pairs of variables (e.g. mother’s employment status and annual household

income; mother’s education level and annual household income; geographical place of residence
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and annual household income), it was very weak. The highest correlation was observed between
mother’s employment status and annual household income, with a correlation coefficient of
0.2991*. This means that since the coefficients were below 0.5 there are no concerns of

multicollinearity among independent variables.

The formula used in the logistic regression model was as follows:

Li = o + BaXsi + BoXai + ...+ BuXi

The above formula can be explained as follows, where:

e Lj=dependent variable
e (= constant
e Bk = regression coefficients

e X =independent variables
Source: Freedman (2009)

The benefit of using the logistic regression model is that it does not assume a linear relationship
between predictor and outcome variables. The model overcomes the limitations of a linear

regression model when the dependent variable is dichotomous (Salkind, 2011).

For all the analysis the significance level was kept at the 0.05 (p<0.05) or lower, and at a
confidence interval of 95%. Odds ratios (OR) were used to interpret the probability of the
associations between the variables tested in this study. The adjusted and un-adjusted odds ratios
were used to explain the probability of under-5 mortality occurring in KwaZulu-Natal. These were

displayed on the models alongside p-values to show the level of significance among variables.

3.11ETHICAL CONSIDERATIONS

No approval from the ethics board was necessary for this study since the study utilised a
secondary dataset. To ensure confidentiality of respondents, no personal identifiers formed part
of the dataset. Enumerators were asked to take an oath of confidentiality before enumeration

(Statistics SA, 2012). Furthermore, informed consent was obtained from the respondents.
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4.1 INTRODUCTION

Chapter Four: RESULTS

This chapter shows the results of the study based on univariate, bivariate and multivariate

analyses. The first part of this chapter is comprised of descriptive statistics (univariate analysis),

in which background characteristics of participants are described. Pearson chi square (chi?) was

also performed and is demonstrated in the results. Inferential statistics were done using binary

logistic regression models for both bivariate and multivariate analyses. At bivariate level, logistic

regression with one independent variable was performed and associations between variables

were explored. Before performing the full logistic regression model, a pairwise correlation test

was conducted to test for correlations between independent variables in the 2011 Census data.

Odds ratios were used to interpret the results from adjusted and unadjusted logistic regression

models.

4.2 DESCRIPTIVE STATISTICS

Table 4.1 shows that the proportion of children under 5 years of age in KwaZulu-Natal comprised

of 50% males and 49% females. This suggests that the sample had a relatively equal distribution

of male and female children.

Table 4.1: Background characteristics of under-5 children and mothers, KwaZulu-Natal, 2011

Background
L . Frequency Percent (%) of respondents by
characteristics of Categories (N=803 843) characteristic (Unweighted)
respondents
Sex of child Female 392,566 48.84
Male 404,538 50.33
Missing 6,739 0.83
Total 803,843 100.00
Mother's education level No schooling 37,881 471
Primary 91,084 11.34
Secondary 613,747 76.35
Tertiary 60,163 7.48
Missing 968 0.12
Total 803,843 100.00
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Mother's employment

status Unemployed 598,123 74.41
Employed 205,720 25.59
Total 803,843 100.00
Maternal age at first birth 15-19 years 335,645 41.76
20-24 years 294,226 36.60
25-34 years 127,432 15.85
35+ years 9,054 1.13
Missin 7,4 4,
Total > 8301’;,88463 1oo§80
Maternal race Black 743,518 92.50
Coloured 8,420 1.05
Indian 34,086 4.24
White 16,105 2.00
Missing 1713 0.21
Total 803,843 100.00
Place of residence Rural 435,660 54.20
Urban 368,183 45.80
Total 803,843 100.00
Annual household income Low 642,821 81.42
Medium 135,824 17.20
High 10,918 1.38
Total 789,563 100.00

The majority of the mothers (76%) in the sample had completed at least secondary school, while
only 7% of the mothers had completed tertiary education. Fifteen percent (15%) of the mothers
had either completed primary or no schooling at all. Zero percent (0.12%) were missing.

Furthermore, only 26% of mothers in the sample were employed.

In Kwa-Zulu Natal province, the proportion of women whose age at first birth was between 15 and
19 years; had their last birth during the 5 years preceding the census was the highest (42%).
Furthermore, almost all (94%) children under-5 years were born to mothers whose age at first

birth was between 15 and 34 years. Five percent (5%) were missing.

The majority (93%) of mothers in the sample were Black, while only 1% were Coloured. Indian
and White mothers accounted for 4% and 2% of the entire sample, respectively. Furthermore,

more mothers in the sample lived in rural areas (54%) than urban areas (46%).
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Most mothers (81%) belong to households categorised as low income households. This finding

could be explained by the high levels (74%) of unemployment figures shown in the sample.

The first objective of this study was to determine levels of under-5 mortality in KwaZulu-Natal,
South Africa. Table 4.2 shows the unweighted and weighted figures of age distribution of deaths
under-5 years from the 10% sample of the Census 2011 in KwaZulu-Natal. Twenty percent of
children who died in the sample were infants. Using the under-5 mortality rate (USMR) formula to
determine the levels of under-5 deaths in KwaZulu-Natal, calculations from the table figures
revealed that the under-5 mortality rate (USMR) was 22.65 per 1000 live births.

Table 4.2: Age distribution of deaths under-5 years, KwaZulu-Natal, 2011

Unweighted (n=1,474) Weighted (N=18,214)
Survival status Frequency Percent (%) Frequency Percent (%)

Age of child (dead)

0-11 months 291 19.74 3,590 19.71

1 years 368 24.97 4,564 25.06

2 years 307 20.83 3,779 20.75

3 years 252 17.10 3,129 17.18

4 years 256 17.37 3,152 17.31
1,474 100.00 18,214 100.00

4.3 BIVARIATE ANALYSIS

At the bivariate level, the analysis tested the association between each variable in the study with
under-5 mortality in KwaZulu-Natal.

Table 4.3 shows that there is a significant association between a child’s gender and their survival
status (p-value=0.000).

Table 4.3: Pearson chi square test between under-5 mortality and demographic and socioeconomic
variables, KwaZulu-Natal, 2011

Determinants Categories Alive Dead p-value
Sex of child Female 31,192 (49.04%) 639 (43.35%)
Male 31,980 (52.77%) 804 (54.55%)
Pr =0.000
Missing 433 (0.68%) 31 (2.10%)
Total 63,605 (100.00%) 1,474 (100.00%)
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Total

62,509 (100.00%)

1,447 (100.00%)

Mother's education level No schooling 3,078 (4.84%) 73 (4.95%)
Primary 7,203 (11.32%) 247 (16.76%)
Secondary 48,425 (76.13%) 1,110 (75.31%) Pr =0.000
Tertiary 4,820 (7.58%) 44 (2.99%)

Total Missing 63,(;85((()&)%(@0%) 1,4?4“(1%%@0%)

gg:ﬂgrs employment Unemployed 47,546 (74.75%) 1,114 (75.58%)

Pr=0.471

Employed 16,059 (25.25%) 360 (24.42%)

Total 63,605 (100.00%) 1,474 (100.00%)

Maternal age at first birth 15-19 years 26,458 (41.60%) 726 (49.25%)
20-24 years 23,250 (36.55%) 478 (32.43%)
25-34 years 10,224 (16.07%) 152 (10.31%)
35+ years 740 (1.16%) 23 (1.56%) Pr=0.000
Missing 1,554 (2.44%) 53 (3.60%)

Total 63,605 (100.00%) 1,474 (100.00%)

Maternal race Black 58,542 (92.04%) 1,456 (98.78%)
Coloured 716 (1.13%) 5 (0.34%)
Indian 2,898 (4.56%) 8 (0.54%) Pr=0.000
White 1,313 (2.06%) 3 (0.20%)
Missing 136 (0.21%) 2 (0.14%)

Total 63,605 (100.00%) 1,474 (100.00%)

Place of residence Rural 35,003 (55.03%) 852 (57.80%) Pr = 0.035
Urban 28,602 (44.97%) 622 (42.20%)

Total 63,605 (100.00%) 1,474 (100.00%)

Annual household income Low 50,756 (81.20%) 1,309 (90.46%)
Medium 10,867 (17.38%) 133 (9.19%) Pr =0.000
High 886 (1.42%) 5 (0.35%)

Table 4.3 shows that there is a significant association between mother’s level of education and

under-5 mortality (p-value=0.000). There was also a significant association between mothers’ age

at first birth and under-5 mortality (p-value=0.000). Mothers whose age at first birth was between

15 and 19 years were the most affected by deaths among under-5 children in KwaZulu-Natal

(42%).

Table 4.3 shows that there was a significant association between maternal race and under-5

mortality (p-value=0.000). There was also significant association between geographical place of

residence and under-5 mortality (p-value=0.035).




Lastly, Table 4.3 further shows that there was a significant association between annual household
income and under-5 mortality (p-value=0.000). However, there is no association between

mother’s employment status and under-5 mortality (p-value=0.471).

Table 4.4 shows the unadjusted odds ratios between the dependent variable and each
independent variable. For the results in Table 4.4 the reference categories were assigned as
follows: sex of child (ref. = female); mother’s education level (ref. = tertiary); mother’'s employment
status (ref. = unemployed); maternal age at first birth (ref. = 35+ years); maternal race (ref. =

Indian); place of residence (ref. = rural) and annual household income (ref. = low).

Table 4.4 shows that male children were 1.23 times more likely to die compared to a female child
under the age of 5 years (95% CI 1.10 — 1.36).

Table 4.4: Model 1 - The unadjusted odds ratios for all variables in the study: logistic regression

model with one independent variable, KwaZulu-Natal, 2011

. . Odds ratios 95% conf.

Determinants Categories (Unadjusted) P-value interval

Sex of child Male 1.23 0.000 1.10 1.36

(Ref.: Female)

Mother's education level No schooling 2.60 0.000 1.78 3.79

(Ref: Tertiary) Primary 3.76 0.000 2.72 5.19
Secondary 2.51 0.000 0.01 0.01

Mother's employment

status Employed 0.96 0.471 0.85 1.08

(Ref: Unemployed)

Maternal age at first birth 15-19 years 1.85 0.000 1.55 2.20

(Ref: 35+ years) 20-24 years 1.38 0.001 1.15 1.66
25-34 years 2.09 0.001 1.34 3.26

Maternal race Black 9.01 0.000 4.49 18.07

(Ref: Indian) Coloured 2.53 0.104 0.83 7.76
White 0.83 0.780 0.22 3.12

Place of residence Urban 0.89 0.035 0.80 0.99

(Ref: Rural)
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Annual household income  Medium 0.47 0.000 0.40 0.57
(Ref: Low) High 0.22 0.001 0.09 0.53

* Ref=reference category

The mother’s education level was significantly associated with under-5 mortality. The results show
that under-5 mortality was 2.60 times more likely in mothers with no schooling compared to
mothers with tertiary education (95% CI 1.78 — 3.79). In contrast, under-5 mortality was 3.76 times
more likely in mothers with primary education compared to mothers with tertiary education (95%
Cl, 2.72 — 5.19). Finally, under-5 mortality is 2.51 times more likely amongst mothers with

secondary schooling compared to mothers with a tertiary qualification (95% CI 0.01 — 0.01).

Table 4.4 shows that maternal age at first birth was significantly associated with under-5 mortality.
Under-5 mortality was 1.85 times more likely amongst mothers whose age at first birth was
between 15 -19 years compared to mothers whose age at first birth was 35 years and above (95%
Cl, 1.55 — 2.20). Furthermore, under-5 mortality was 1.38 times more likely amongst mothers
whose age at first birth was between 20 - 24 years compared to mothers whose age at first birth
was 35 years and above (95% CI, 1.15 — 1.66). Finally, under-5 mortality was 2.09 times more
likely among mothers whose age at first birth was between 25 - 34 years compared to mothers
whose age at first birth was 35 years and above (95% CI, 1.34 — 3.26).

The results show that under-5 mortality was 9.01 times more likely amongst Black mothers
compared to Indian mothers (95% CI, 4.49 — 18.07). However, there was no significant
association amongst White (p=0.780) and Coloured (p=0.104) mothers with under-5 mortality.

The results also show that geographical place of residence was significantly associated with
under-5 mortality. Table 4.4 shows that under-5 mortality was 0.89 times less likely in mothers

residing in urban areas compared to those from rural areas (95% CI, 0.80 — 0.99).

Lastly, the results from Table 4.4 show that annual household income is significantly associated
with under-5 mortality in the KwaZulu-Natal province. The table shows that under-5 mortality was
0.47 times less likely amongst mothers in medium income households compared to those from
low income households (95% CI, 0.40 — 0.57). The table further shows that under-5 mortality was
0.22 times less likely amongst mothers in the high income households compared to those from
low income households (95% CI, 0.09 — 0.53).
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There was no association between mother’s employment status and under-5 mortality in the

KwaZulu-Natal province (p=0.471).

4.4 MULTIVARIATE ANALYSIS

The second objective of this study was to identify mother’s socioeconomic and demographic
factors associated with under-5 mortality in KwaZulu-Natal, South Africa. These will be revealed
in the tables below. Multivariate analyses are shown in the Tables 4.5 and 4.6. Both tables show

the adjusted odds ratios between the dependent variable and the independent variables.

Model 2 is all-inclusive as it assesses all variables in the study; those that proved to be
significantly associated with under-5 mortality at bivariate level, and those that showed no

significant influence on under-5 mortality in KwaZulu-Natal.

Model 3 only assesses variables that proved to be significantly associated with under-5 mortality
at bivariate level. These variables were: sex of child, mother’s level of education, maternal age at
first birth, maternal race, place of residence and annual household income. Mother’s employment
status was not significant predictor of under-5 mortality at bivariate level. However, this variable

became an important variable in Model 2.

For the results shown in Table 4.5 and Table 4.6 reference categories were assigned as follows:
sex of child (ref. = female); mother’s education level (ref. = tertiary); mother’'s employment status
(ref. = unemployed); maternal age at first birth (ref. = 35+ years); maternal race (ref. = Indian);

place of residence (ref. = rural) and annual household income (ref. = low).

Table 4.5 shows that male children were 1.22 times more likely to die compared to female children
under the age of 5 years (95% CI 1.10 — 1.37).

Table 4.5: Model 2 - The adjusted odds ratios for all variables in the study, KwaZulu-Natal, 2011

Determinants Categories Odds ratios P-value 95% conf.
9 (Adjusted) interval
Sex of child Male 1.22 0.000 1.10 1.37

(Ref.: Female)
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Mother's education level No schooling 1.90 0.002 1.26 2.89
(Ref: Tertiary) Primary 2.47 0.000 1.72 3.56
Secondary 1.79 0.001 1.28 251
Mother's employment Employed 121 0.005 1.06 1.39
status
(Ref: Unemployed)
Maternal age at first birth 15-19 years 1.47 0.000 1.22 1.77
(Ref: 35+ years) 20-24 years 1.16 0.124 0.96 1.40
25-34 years 2.14 0.001 1.34 3.42
Maternal race Black 6.18 0.000 3.06 12.48
(Ref: Indian) Coloured 1.76 0.355 0.53 5.88
White 0.70 0.649 0.15 3.30
Place of residence Urban 1.08 0.203 0.96 1.21
(Ref: Rural)
Annual household income  Medium 0.65 0.000 0.53 0.79
(Ref: Low) High 0.47 0.100 0.19 1.16

The results from Table 4.5 show that mothers who had no schooling were 1.90 times more likely
to experience under-5 mortality, compared to mothers with tertiary education (95% CI, 1.26 —
2.89). Mothers with a primary education were 2.47 times more likely to experience under-5
mortality, compared to mothers with tertiary education (95% ClI, 1.72 — 3.56). Finally, mothers with
a secondary education were also more likely (AOR=1.79) to experience under-5 mortality,
compared to mothers with tertiary education (95% ClI, 1.28 — 2.51).

Mothers who were employed were 1.21 times more likely to experience under-5 mortality,
compared to unemployed mothers, in KwaZulu-Natal (95% CI, 1.06 — 1.39). Moreover, under-5
mortality was 1.47 times more likely amongst mothers whose age at first birth was between 15 -
20 years compared to mothers whose age at first birth was between the ages of 35 and 49 (95%
Cl, 1.22 — 1.77). Under-5 mortality was 2.14 times more likely amongst mothers whose age at
first birth was between 25 - 34 years compared to mothers whose age at first birth was between
the ages of 35 and 49 (95% CI, 1.34 — 3.42). However, no significant association was shown
between mothers whose age at first birth was between 20 — 24 age group and under-5 mortality
in KwaZulu-Natal (p=0.124).
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Under-5 mortality was 6.18 times more likely amongst Black mothers compared to the Indian
mothers (95% CI, 3.06 — 12.48). However, no significant association was shown between
coloured mothers (p=0.355) and white mothers (p=0.649), and under-5 mortality in KwaZulu-
Natal. No significant association was shown between place of residence and under-5 mortality at

multivariate level (p=0.203).

Lastly, under-5 mortality was 0.65 times less likely in mothers in medium income households
compared to those from low income households (95% ClI, 0.53 — 0.79). However, no association
was shown between mothers belonging to high income households compared to those from low
income households at multivariate level (p=0.100).

Although mother’'s employment status was not statistically significant at bivariate level using chi-
square and regression, it came as a significant variable on model 2. It should also be noted that
place of residence became an insignificant variable on model 2, although this variable was

statistically significant at bivariate level using chi-square and regression.

Table 4.6: Model 3 - The adjusted odds ratios for variables significantly associated with under-5

mortality at bivariate level, KwaZulu-Natal, 2011

Determinants Categories Odd_s ratios P-value 95% conf. interval
(Adjusted)

Sex of child Male 1.22 0.000 1.10 1.37
(Ref.: Female)

Mother's education level No schooling 1.85 0.003 1.23 2.80
(Ref: Tertiary) Primary 2.43 0.000 1.69 3.45

Secondary 1.77 0.001 1.27 2.49
Maternal age at first birth 15-19 years 1.47 0.000 1.22 1.76
(Ref: 35+ years) 20-24 years 1.16 0.132 0.96 1.40

25-34 years 2.14 0.001 1.34 3.42
Maternal race Black 5.99 0.000 2.97 12.07
(Ref: Indian) Coloured 1.77 0.354 0.53 5.89

White 0.69 0.641 0.15 3.27
Mother’s employment status Employed 1.22 0.003 1.07 1.39

(Ref: Unemployed)
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Annual household income Medium 0.65 0.000 0.53 0.79
(Ref: Low) High 0.48 0.106 0.20 1.17

* Ref=reference category

Table 4.6 shows that male children were 1.22 times more likely to die compared to female child
under the age of 5 years (95% CI, 1.10 — 1.37) in Model 3.

The results further show that mothers who had no schooling were 1.82 times more likely to
experience under-5 mortality (95% CI, 1.23 — 2.80), compared to mothers with a tertiary level
education. Mothers with primary level of education were also more likely (AOR=2.43) to
experience under-5 mortality compared with those with a tertiary education (95% CI, 1.69 — 3.45).
Furthermore, mothers with secondary level of education were also more likely (AOR=1.77) to

experience under-5 mortality compared to those with a tertiary education (95% ClI, 1.27 — 2.49).

Under-5 mortality was 1.47 times more likely amongst mothers whose age at first birth was
between 15 - 19 years, compared to mothers whose age at first birth was between 35 — 49 age
group (95% ClI, 1.22 — 1.76). Under-5 mortality was also 2.14 times more likely amongst mothers
whose age at first birth was between 25 - 34 years, compared to mothers whose age at first birth
was between 35 — 49 age group (95% Cl, 1.34 — 3.42). However, no significant association was
shown between mothers whose age at first birth was between the ages 20 - 24 years and under-

5 mortality in KwaZulu-Natal (p=0.132).

Under-5 mortality was 5.99 times more likely amongst Black mothers compared to Indian mothers
(95% CI, 2.97 — 12.07). However, no significant association was shown between Coloured
(p=0.354) and White (p=0.641) mothers, and under-5 mortality in KwaZulu-Natal.

Mothers who were employed were 1.22 times more likely to experience under-5 mortality,

compared to unemployed mothers, in KwaZulu-Natal (95% CI, 1.07 — 1.39).

Lastly, under-5 mortality was 0.65 times less likely amongst mothers in medium income
households compared to those from low income households (95% CI, 0.53 — 0.79). No
association was shown between mothers belonging to high income households compared to

those from low income households at multivariate level (p=0.106).
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Chapter Five: DISCUSSION AND CONCLUSION

5.1 INTRODUCTION

This study examined the association between socioeconomic and demographic factors and
under-5 mortality in KwaZulu-Natal, South Africa. The results revealed that socioeconomic and
demographic factors are significant predictors of under-5 mortality in KwaZulu-Natal. The
socioeconomic factors that were examined are mother’s level of education, mother’'s employment
status and annual household income. The study also examined demographic factors such as the
sex of the child, maternal age at first birth, the racial category of the mother, as well as whether
the mother resided in an urban or rural setting. This chapter aims to elaborate on what may be

the contributing factors to the study’s main findings.

5.2 DISCUSSION

5.2.1 Sex of child and under-5 mortality

This study revealed that sex of child was a significant predictor of under-5 mortality in KwaZulu-
Natal. The results showed that under-5 male children are 1.22 more likely to die than their female
counterparts at multivariate level. This study supports the findings from other studies which
showed that infants and under-5 male children are more likely to die compared to female children
(Singh and Tripathi, 2013; Nasejje et al., 2015; Krishnaji, 1995). Furthermore, these findings were
consistent with the pattern of under-5 mortality by sex found both in the KwaZulu-Natal province

as well as nationally (Statistics SA, 2012).

However, this contradicted findings from other studies conducted in India and in some African
countries, which concluded that due to a high preference in some countries for male children,
health care services are often prioritised for male children than for female children as they are
perceived as the future leaders and the heads of the households (Claeson et al., 2000; Chen et
al, 1981; Arokiasamy, 2002; Ssewanyana and Younger, 2007; Charmabagwala et al, 2004;
Sartorius et al., 2011; Krishnaji, 1995).

The reasons for this study’s finding may be due to the traditional practice of bride price — in which

there is a preference toward the girl-child because it is believed that bride price can bring wealth
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to the household, which may result in the neglect of male children (Richards et al., 2011). This
finding is important for social planners and government interventions because it reveals issues of
preferential treatment of certain children due to their sex. Biologically, male children have also
been widely shown as highly likely to die before reaching five years of life compared to their
female counterparts (Ssewanyana and Younger, 2007). Such sex differentials in under-5 mortality
have remained a serious concern for many countries to achieving gender equality (Arokiasamy,
2004). Furthermore, sex bias in general may contribute to development failures of the province
due to unequal allocation of resources and limited opportunities provided to women to contribute

to development goals (Arokiasamy, 2004).
5.2.2 Mother’s level of education and under-5 mortality

Another finding that supports the literature was that children under the age of five years born to
mothers who had formal and high levels of education are less likely to die before reaching the
age of five, compared to those born to mothers who have lower or no formal education at all.
These results were significant predictors in both the adjusted and unadjusted models. Similar
findings were also found in a study conducted by Owusu and Kuitunen (2005). The results of this
study further supported Mosley and Chen’s (1984) framework which revealed mother’s level of
education as a significant predictor of under-5 mortality in developing countries. More studies
have also revealed that mother’s education is a significant predictor of child mortality (Cleland,
1990; Hobcraft, 1993; Hobcraft, et al., 1984).

The reasons for these findings may be due to the fact that more educated mothers are better
equipped and knowledgeable about antenatal care, better feeding practices and, in general, —
educated mothers are more alert regarding preventive measures of diseases that may contribute
to their children’s death (Barrera, A. 1990 Nattey et al., 2013; El-Zanaty, 2001; Sartorius et al,
2010). Uneducated mothers are more likely to lack knowledge regarding the health benefits that
vaccinations may have on a child’s survival status, for example (Sartorius et al, 2010). Such
mothers further utilise public health services more frequently than mothers with less or no
schooling (Caldwell, 1981; Sartorius et al, 2010).

In spite of the substantial progress South Africa has made in providing educational opportunities
for women, KwaZulu-Natal is still performing below the required standard (Statistics SA, 2012).
Such findings suggest the importance of encouraging and empowering women through provision

of equal education opportunities. This finding is important for social planners and government
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structures because it reveals the importance of strategically aligning resources and improving
interventions aimed at increasing access to education for women. The higher the educational
level of the mother, the less the risk that her under-5 child will die (Kanmiki et al., 2014; Amouzou
& Hill, 2004). The result further suggests that policies aimed at keeping women at schools should
not only be strengthened at lower (primary) and secondary levels of education, but also at tertiary

level for, inter alia, reducing child mortality in KwaZulu-Natal.
5.2.3 Maternal age at first birth and under-5 mortality

Significant associations were revealed among mother’s age at first birth and under-5 mortality in
KwaZulu-Natal. However, there have been contradictory findings from different countries
regarding the association between mother’s age at first birth and under-5 mortality. Some studies
have found that children, born by mothers whose age at first birth is 15-19 years (teenagers), are
most likely to die before reaching five years; while others have found that mothers whose age at
first birth is 35 years and above are the ones highly associated with under-5 mortality (Ayotunde,
et al, 2009; Kamniki et al, 2014).

This study found that teenage mothers (mothers whose age at first birth was in the 15 — 19 age
group) and mothers in the 25 — 34 age group were the groups most likely to experience under-5
mortality in KwaZulu-Natal when compared to mothers whose age at first birth was 35 to 49 years.
Mothers whose age at first birth was between 20 - 24 age group showed no significant association

with under-5 mortality in KwaZulu-Natal.

The issue of teenage pregnancy has been a serious social and public health concern in South
Africa for many years — because this age group lacks knowledge regarding the care of their
children which contributes to high under-5 mortality. It has been raised in previous studies that
under-5 mortality is more likely among mothers with lower level of education and those that reside
in the rural areas due to lack of knowledge regarding antenatal care, better feeding practices, and
lack of healthcare utilisation (Barrera, 1990; Caldwell, 1981; Mosley and Chen’s, 1984; Caldwell,
1981; Sartorius et al, 2010).

This finding may be beneficial to social institutions such as the Department of Social Development
because it reveals the significance of encouraging and retaining the girl child in school. Further

research should be conducted to investigate the underlying causes between the association of
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under-five mortality amongst mothers whose age at first birth is between 25 — 34 age group in

KwaZulu-Natal, as this result is inconsistent with what has been found in the literature.

5.2.4 Annual household income and under-5 mortality

The results of this study regarding the association between under five mortality and annual
household income are similar to those revealed by other studies (Ujunwa and Ezeonu, 2014;
Owusu and Kuitunen, 2005; Birchenall, 2007). This study showed that mothers belonging to
middle annual income households are less likely to experience under-5 mortality compared to
those from lower/poor annual income households. No association was shown between mothers
belonging to high income households compared to those from low income households at
multivariate analysis stage, although significant association was revealed between this category

and under-5 mortality at bivariate stage.

Poor households mostly reside in crowded environments with limited or no access to basic
sanitation and services, and limited access to health facilities (Owusu and Kuitunen, 2005). Poor
households have sub-optimal access and provision of healthcare services and often cannot afford
nutritious foods, increasing the likelihood that under five children living in these environments are
malnourished compared to children from richer households (Doctor, 2011). As such, under-5
children from such households become more vulnerable to infections that may contribute to their
death (Birchenall, 2007).

This finding is important and beneficial for government structures because it suggests the
importance of improving and strengthening of healthcare systems to escalate access to quality of
health for poor households. The results from other studies show that household income may have
alarming consequences for under-5 population health such as malnutrition, sickness and access
to quality healthcare services (Ettarh and Kimani, 2012). Fast-tracking the National Health
Insurance (NHI), a government initiative aimed at ensuring that all South African citizens have
access to appropriate, efficient and quality health services, is key to addressing healthcare

challenges.

Improving the provision of social grants (Child Support Grant) and employment opportunities to
mothers/women may be necessary to improve the annual household status among poor families.
This, in turn may help mothers provide nutritious foods for their children despite dire financial

circumstances and unemployment among poor families.
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5.3 CONCLUSIONS

This study found that socioeconomic and demographic factors substantively determine under-5
mortality in KwaZulu-Natal. Evidence from this study suggests that there is a higher risk of under-

5 mortality among women who are less educated, younger, black, poor and reside in rural areas.

The findings of this study may draw interest to the KwaZulu-Natal's Department of Social
Development, the Department of Health and the South African government at large because the
issues pertaining to the association between socioeconomic and demographic factors and under-
5 mortality in KwaZulu-Natal may be relevant to other provinces. Understanding of these factors
and their contribution to the high infant and under-5 mortality levels in KwaZulu-Natal is critical for

addressing the challenges and improving child health and survival status.

This study’s findings may further provide indications to policy and decision makers regarding the
necessary programmes/interventions to be prioritised to reduce the burden of under-5 mortality
in KwaZulu-Natal. Government policies such as the National Health Insurance (NHI) and the
National Development Plan (NDP) may also benefit. Interventions aimed at addressing the
enormous socioeconomic differences in KwaZulu-Natal, and South Africa in general remain
paramount to reducing high under-5 mortality levels in the country. For example, keeping women
at schools should not only be strengthened at lower (primary) and secondary levels of education,
but also at tertiary levels. Social issues such as women empowerment and gender equality remain

important for child survival status.

5.4 STUDY LIMITATIONS

The study is not based on death records but on self-reported data from mothers. Therefore, the
information obtained from the mother could be incorrect due to incorrect recalling of the child’s
birth or death date, especially if no death certificate is referred to. Furthermore, there was some
missing data observed in the data set. Although this is the case, the missing data was minimal
(except for maternal age at first birth - 5%); therefore it is unlikely to have significant influence on
this study’s findings (if any). Although still relevant, the data source used in this study is not
recent. There may have been some changes since the Census 2011 was conducted.
Furthermore, this study was not able to establish a cause-effect relationship since it is cross-
sectional.
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Chapter Six: RECOMMENDATIONS AND POLICY IMPLICATIONS

This study revealed some findings which the KwaZulu-Natal government, social planners,
researchers and policy makers may need to consider to improve child survival status. Due to such
high significant associations between mother’s education level and under-5 mortality in KwaZulu-
Natal, enriching policies aimed at improving access and keeping women at schools should not
only be strengthened at lower (primary) and secondary levels of education but also at tertiary

levels.

Studies by Hobcraft, et al. (1984), Cleland (1990) and Hobcraft (1993) also revealed the
importance of educating mothers in relation to child survival status. As such, women
empowerment through education is of utmost importance in relation to income, maternal age at
first birth, employment status and the general provision of healthcare services and nutritious foods
important for child survival (Ujunwa and Ezeonu, 2014). Because higher educated women have
been shown to utilise healthcare services more compared to those with less or no education, it is

important that women empowerment interventions be aligned with education.

Rural community development strategies and programmes should be strengthened and the
progress monitored in KwaZulu-Natal for the purpose of fighting against poverty while providing
opportunities for growth. Government’s collaborations with local businesses to improve
employment and educational opportunities for Black women residing in rural areas should be
regularly evaluated to inform interventions and ensure successful implementation of programmes.
This may also improve annual household income. As a result, this may improve the chances of
children getting better healthcare services and nutrition which would positively influence their

survival status (Birchenall, 2007).

Healthcare services should be improved and brought closer to the rural communities. Although
building such services closer to the communities is important, it is also vital that clinics be stocked
with sufficient medication and adequately staffed with human resources. This study’s findings also

suggest the importance of pre-and post-natal health education among mothers.

It is essential to further investigate the effect of mother’'s employment status on under-5 mortality
in KwaZulu-Natal. It is also recommended that further research be conducted to investigate the

association between under-5 mortality and mothers in the 20 — 24 age group.
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APPENDICES

Appendix Al: Two-sample t test with equal variances

Group | Obs Mean Std. Err
Alive | 61882 803.8707 2.067638
Dead | 1413 797.9115 13.51861
combined | 63295 803.7377 2.043871
diff | 5.95917 13.83478

diff = mean(Alive) - mean (Dead)

Ha: diff < 0 Ha: diff
Pr(T < t) = 0.6667 Pr(IT| > [|tl)
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Std. Dev. [95% Conf. Intervall]
514.3476 799.8181 807.9233
508.163 771.3928 824.4303
514.2072 799.7317 807.7437
-21.15703 33.07537
t = 0.4307
degrees of freedom = 63293

Ha: diff > 0
0.6667 Pr(T > t) = 0.3333



Appendix A2: Correlation between independent variables in Census 2011
data, KZN, 2011

Mother's Mother's
Sex of child | education | employme Maternal Race Residence Hf)usehold
level nt status age Income

Sex of child 1.0000 -0.0005 0.0092* 0.0014 -0.0058 0.0095* 0.0039
Mother's education level 1.0000 -0.1708* 0.0777* -0.0840* -0.0552* -0.2581*
Mother's employment status 1.0000 -0.0666* 0.0569* 0.2345%* 0.2991*
Maternal age 1.0000 -0.0297* -0.0587* -0.0880*
Race 1.0000 0.0025 0.0997*
Place of residence 1.0000 0.2380*
Household income 1.0000
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Appendix A3: Model 2 - The adjusted odds ratios for all variables in the
study, KwaZulu-Natal, 2011

Logistic regression Number of obs = 60359
LR chi2 (18) = 257.18

Prob > chi2 = 0.0000

Log likelihood = -6226.6063 Pseudo R2 = 0.0202
U5 mortality | Odds Ratio Std. Err. z P>|z| [95% Conf. Intervall]
______________ o
~ISex Child 2 | 1.224696 .0686846 3.61 0.000 1.097212 1.366993
_IEducation 1 | 1.912376 .4044535 3.07 0.002 1.263428 2.894651
_IEducation 2 | 2.478602 .4589157 4.90 0.000 1.724273 3.562933
_IEducation 3 | 1.789221 .309079 3.37 0.001 1.275331 2.510179
_IEmploymen 2 | 1.211388 .0835965 2.78 0.005 1.058139 1.386832
_Tagecat 2 | 1.469932 .1378541 4.11 0.000 1.22312 1.766546
_Tagecat 3 | 1.161222 .1128551 1.54 0.124 .9598206 1.404885
_Tagecat 4 | 2.141323 .5102874 3.20 0.001 1.342261 3.416076
_Irace m 2 | 6.17615 2.216431 5.07 0.000 3.056664 12.47924
_Irace m 3 | 1.764776 1.084227 0.92 0.355 .5293414 5.883601
_Irace m 4 | .6968615 .5527064 -0.46 0.649 .1472405 3.298113
_TIurban 2 | 1.077897 .0635479 1.27 0.203 .9602725 1.20993
_Ihh income 2 | .6455901 .0653177 -4.33 0.000 .5294639 .787186
_Ihh income 3 | .4740006 .2154145 -1.64 0.100 .1945098 1.155091
_cons | .0014527 .0005934 -16.00 0.000 .0006524 .003235
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Appendix A4: Model 3 - The adjusted odds ratios for variables
significantly associated with under-5 mortality at bivariate level, KwaZulu-

Natal, 2011

Logistic regression Number of obs = 60359
LR chi2 (13) = 253.98

Prob > chi?2 = 0.0000

Log likelihood = -6228.2049 Pseudo R2 = 0.0200
U5 mortality | Odds Ratio Std. Err. z P>|z| [95% Conf. Interval]
______________ o
_ISex Child 2 | 1.224314 .0686565 3.61 0.000 1.096881 1.366552
_IEducation 1 | 1.854117 .3900622 2.93 0.003 1.227622 2.800334
_IEducation 2 | 2.428148 .4481082 4.81 0.000 1.691173 3.486278
_IEducation 3 | 1.774828 .306331 3.32 0.001 1.265439 2.489268
_IEmploymen 2 | 1.220145 .0827437 2.93 0.003 1.068286 1.393591
_Tagecat 2 | 1.466821 .1375215 4.09 0.000 1.220599 1.762712
_Tagecat 3 | 1.15758 .1124523 1.51 0.132 .9568892 1.400362
_Tagecat 4 | 2.143677 .5108013 3.20 0.001 1.343794 3.419684
_Irace m 2 | 5.986222 2.14287 5.00 0.000 2.967911 12.0741
_Irace m 3 | 1.768005 1.086194 0.93 0.354 .5303199 5.894254
_Irace m 4 | .6904914 .5476006 -0.47 0.641 .1459167 3.267469
_Thh income 2 | .6517274 .065785 -4.24 0.000 .5347443 .7943023
_Ihh income 3 | .4798241 .2180127 -1.62 0.106 .1969384 1.169052
_cons | .0015542 .0006223 -16.15 0.000 .000709 .0034068
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Appendix A5: Linktest

Logistic regression Number of obs = 60359
LR chi2 (2) = 107.91

Prob > chi2 = 0.0000

Log likelihood = =-6301.243 Pseudo R2 = 0.0085
U5 mortality | Coef. Std. Err. z P>|z| [95% Conf. Interval]
_____________ o o
_hat | .3839445 2.029176 0.19 0.850 -3.593167 4.361056

_hatsg | -.0761985 .2507735 -0.30 0.761 -.5677056 .4153086

_cons | -1.233895 4.07673 -0.30 0.762 -9.224139 6.756349
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Appendix A6: Hosmer & Lemeshow's goodness-of-fit
Logistic model for U5 mortality, goodness-of-fit test

(Table collapsed on quantiles of estimated probabilities)

o +
| Group | Prob | Obs 1 | Exp 1 | Obs 0 | Exp 0 | Total |
| === Fomm Fo—— Fo—————— Fo—— Fo—— Fo————— \
| 1 | 0.0116 | 56 | 58.8 | 5986 | 5983.2 | 6042 |
| 2 ] 0.0194 | 87 | 83.4 | 5984 | 5987.6 | 6071 |
| 3 1 0.0212 | 131 | 123.5 | 5866 | 5873.5 | 5997 |
| 4 1 0.0220 | 130 | 130.4 | 5905 | 5904.6 | 6035 |
| 5 1 0.0228 | 134 | 140.0 | 6115 | 6109.0 | 6249
|——————- Fo——— Fo———— Fo————— Fo————— Fo——— Fo——— \
| 6 | 0.0245 | 146 | 137.4 | 5694 | 5702.6 | 5840 |
| 7 1 0.0257 | 155 | 152.3 | 5897 | 5899.7 | 6052 |
| 8 | 0.0267 | 138 | 161.7 | 6021 | 5997.3 | 6159
| 9 | 0.0277 | 188 | 171.1 | 6096 | 6112.9 | 6284 |
| 10 | 0.0328 | 156 | 162.4 | 5474 | 5467.6 | 5630 |
e ettt T e e +
number of observations = 60359
number of groups = 10
Hosmer-Lemeshow chi2 (8) = 7.16
Prob > chi2 = 0.5190
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APPENDIX B: Census 2011 Household Questionnaire

SRLFGFET -

T SHv IHSH S5 36 L LOZ SNSNE0

SRLFGFET -

T SHv IHIHE S5 36 L LOZ SNSNI0D

USMSUE JOSMLI00 S SiLM DUE SNERSLL
Sy GSENG Of JOQOIL JOS B S50 eSS B eyew nod i poued B v esy
Laurpuuopnsanb sy Bupegduos waym 25N 0L 1EYAN

ageayddE JoU U SUONSSND SUSLM SBX0G U SOUSZ SUM Jou O -

W) (e (L3 (@) (2D
ISE LS S DINOYS Uty SOED) SpoluEre 10 TSpIom S LSSseq
SEIRGS OU WM PEpIAosd Sexoq Syl W SHILITT TELawD u Aqbey
Sl DETOLS JUSDUSCESaLJofELSWTUEe ayl ‘suoansanb pagus-uado soo -

@E @
IAOUERS A0y SOUSZ BLIDES] SpIaLy PuE
XOQ Sl W SSMEUE JOSW00 SUE SILM DINOYSE JUSDUOOSeL 0l BISWwnuS aul
CUSIONYD JO JSQUINY TSN uossiad "abE S yong "SSmEA SUSWInY 10

FEE YR PR
£ =) ey RS A0
CERENOG B SEYSUY WSNLAM BIE SEP00 Syl (B ISyl SMNS SYER -

Aprpeses rogsend Aeas peay -
aueuuonsanb ag1 aapdwos 01 Moy

N “fluswabusue vo Bupusdep)
Fewoy e oo DUE S0y [EQUSDISed S|SIS0Y DalSAUDS W SIEIERADU)
AEp pxraw eyl progssnoy sy
o peuwimes Asyr o Buweyel snoilfijes ‘anues JuswiyELeus ue 1e so Buyesen
BLNIOAM SpOWErS My JWEILISAD JUSSQE Sudu O DIOGSSnNoy SUl 50 SISguusiy
BANE ST DSJUrTOD 2§ pEMW By SOUSISIST SUYT JONE DEND Oy SiSguusiy
TEAOWSIA SE e SE JYEBI Souasaicd Syl S5)e Lioq SSNGEG SErouy
L LOZ Jegopaey
O -G o) B Bouesees BT LD DYOUSSNOoN Sl Wy Juasesd suosied gy
Laneuucpsanb syl Ul PAIUNOD aq PEINCYS OYMM

ualopduws eyl se Buyesmo swes
S Ly Sy ASYE J ISAS ROUSSTIoY SIEVECSS B SE DSIUNcs SOE SISO SSSuoc
BLoE
saay oy vosied sBuls B e Buy o) SIERUSSSS 100 J0 DOoy L Agucy
S@AIRSLISY] apacnd pue wegalio] aay oys suossaed jo dronl 2 S @royesroy @
cSpopg
IOSENoY S0 o siego
W S JSQUUSL GNpE Siisundsss Aue DESY BUgoRDRay jO Soussge ey Ly
TPIOWeEnN0OY 8y jo pEey Dugoepeey auy

LIUapusdsal Yl 29 PEINCUS SUM

MHOLYHIWNNT A0 STHNaAID0Ed

X-123456789

i)
Pl
nat

Tota|

T Any ot of Safafir Soulh At wblaly ifciosns wy il o

181} intormation eiained i e courss o such

Femals

Males
campleted for this household

o

el i & B nef axcoading RO, orlo imprisanenanf far &

aulhaidet i3 wcuie i ioemalon it pully of an offance and ke an
pend not exveeding & manths or te bom.
Total number of persans

= 2 2 e
=N i : S wm
Sz = =
= o 3 &
= =
. H
Mm mm 2 s
= & £ g S
7] M.Mme . m =
wM 5 £ z =
£ - m wl
wal g 5= = 2 5 = =
£8l: mmwm.m g £ £::-3¢
B2ly EEis 5 44z {8 353¢8¢
=5 HIRIE Mnm MMWMHM
tAli 833l F FEFPiEETiZ;s
i E= = ATINO 3SN IADHH0 HOA

Listig e nuriber

5
2
g
H
z .
5 £ R :
2 2 Ti:=2 g
: BE|FEFaldis| & i
g = g
= = Ef|=2saza=az 2 =
z 5 g & g
: 3 . 2
= £ B z BB 3 =
2 =h m = 2 - =
sz 3| : 5 5T =
.W 18 2 m HE s s =
=3 .ﬂ S — —
£ g =} E] 2 = —
£ = = = 5 g =
= 2 & F = &8 &8 =
: B m. e
g g ® E E 2
& z & = = m
= = = (=4
H E = a8 m E @
£ 5 = H = gk
: mm £ E (8 z g -
g2 =2¢ 2 [ 1J00-15 3 g 3
EZEE ® 8 = S 5 &
ATINO 3snN 321440 °H0dAd ATTNO IsnN 32440 HOod w

WYOEE QLOZD3I02S0 — S WOrsian, joald

A0C

X-123456789

A

60



FLAP: PARTICULARS OF ALL [NDIVIDUALS SECTION A: DEMOGRAPHICS = ASK OF EVERYOMNE LISTED ON THE FLAP
Flease write the name and sumame of the household head and first P DATEQF P2 RELATIONSHIP POIMARITAL  Puld SPOUSECR  Pul5 POPULATION Pl LANGUAGE
names of every person wha was present in this househald an the BIRTH STATUS FARTHER GROUP
L L] Whats fnamas)  What I (rama'reltonship tothe Wt s (sama’s) Wi In ths house=  How wauld foar]  Wihich two anguages
One name an each o, Star with head of acling head of hosehold daleofbirh?  head or aeling head of the housshold?  PRESENT hold Is (rame's]  describe himhersell  does (nams) speak most
The head ar ucting head is the person who is the main decisionsmaker The head or acling head is (ha person— marlal stalus?  spouse or partner?  In terma of population  offen in this houssheld?
of the heuseheld, I peaple are equally decisiormasers, then tike the listoe in raw | ofthe frst questannav, f ¥ =Marriad graup? 1= Abicaine
aldest poraon as the hausehold head, mara ffan one questannaie hag bean 2 =Living Write tho person 1 = Black Afican 2= Englah
Far babies wik 1 name, wite BABY. completad for s ousehold 'ﬂF‘:I' e by of e 2« Cofoured 33 . r':ﬁ:‘r
Plense inclide babies, small hildren, old peopll and visitors who were 01 Headihelng Head I sppuss of partner in 3= ikan or Asian o By
present in this househeld on the cansus night (10 Oelober 2011) gg - ﬁ%ﬂmmnm s-m.:um the apprepriate bowes. 4=Whio e 's",f,“,":
FAD P FERSON NAME F2 AGEN 03 SEX 04« Adapted SanDaghlar 42 Widomed m ol 5= Ottwr 0= abe
PERSON COMPLETED 1= Miaks U= Spenkl i s i o house. Wt the -
NUMBER YEARS  2:Famde Bxamph 6= BromerSier BSaaned o I T
Wrialor] 07 = Parent (MotherFalbar) 8 =Dhoresd heid, write 88, I’P.Wn me'qﬂ‘m” L = NTI: “a
ittt Examgle Example 1  Example 18 g: = Ea;em»v&w:w Note: Fiar o parsan 1 12; SIWWI:HHWH
E::’:‘ JOHNMALU 0 371 x e 04 1n:gwm bt Wile the nlpeg. 2 13= O
11 = BromenSisemiaw agpropriale code Wiile the aporapriale
bk LEKE Bith? | 2Fems 18 7 8 12 ndmotenFater intho bax. otk I the boves,
Chikibess then Tyaar [T 13= Oiher relafive If no othar languaga,
01 14 = Monsebsled perzon wiils 00 i the sacond
i 0 0 0 acewthank 34, Ga i
i0 Witta the apyregriala cads in te boss, lo P05
1 Wil First
1
2 Fomale Second
1 sk First
2
2 Fumile Second
1 Mabi First
3
2 Female Second
1 ke First
4
2 Famnele Second
1 Mkt First
5
2 Female Second
1 sk First
6
 Famnala Second
1 Wl First
7
2 Famale Second
1k First
8
KRN Second
1 b First
9
2 Famale Second
1k First
0
2 Famals T
G T o ¥ S S A, Mwiiid 1800 Gariiai S0 o A il Bindn M vl 23100
AOF Al
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SECTION B: MIGRATION = ASK OF EVERYOMNE LISTED OM THE FLAP

P=07 PROVIMNCE P=pa COUNTRY P=D8a YEAR P=03 SOUTH P=10 USLaL
OF BIRTH OF BIRTH MOVED TO S2DUTH  AFRICAN RESIDENCE
AFRICA CITIZENSHIP
In which pravince was  In which country In which year did Is [rame) a Souwth Doaes (rama)
(rame) ber? was (name) bornT  (Ramsl move 1o African eitizen? usu ’l“il:' l-l‘utln
01 = Westem Gage South AfricaT 1= Yoz Teast four nights a
02 = Eastarn Cape Uise CAPITAL ¥ meved mare than 2 = Mo wesk and has
03 = Mortherm Cape LETTERS oniy anoe info South donea so lor the
04 = Frae Suate Alriza, pisase i e m‘lhﬂm"; ":_
05 = Kwa-Zulu Matal  Evamples: indicate the pear af +
NEWZEALAND, ADpTENNELS CiFcls Ini this housahold
06 = Morth West : fagt mave. with an X. for at beast four
07 = Gauteng BUTSIWANA, nights & week for
0B = Moumalanga SIEARALEONE the fexl &ix
09 = Limpogo months?
10 = Outslde South 1="e:z
Afrca 2=HNa
11 = Cia ot know Example Mark (e
. e
Wit the appropriate 1 9 9 & apprapriate crcle
s i the boxss, (anhes
i 07-09 ar 11, 1,
Go e P08 Go to P-T1
1 s 1 Yo
2 Mo = Mo
1 Yes 1 Yos
@ Ma & No
1 Yes 1 Yes
2 Mo = No
1 Yes 1 Yes
2 Ma 2 Mo
1 Yes 1 Weg
2 Ma 2 Mo
1 Yes 1 Yos
2 MNa 2 No
1 Yes 1 Yos
2 Ma ZNo
1 Yes 1 Yos
2 Ma 2 Mo
1 Yo 1 Yos
= Ma #No
1 Yo 1 Yas
2 Mo 2 Ma

X-123456789

P=10a PROVINCE OF P-10b MUNICIPALITYY
LuSUAL

MAGISTERIAL DISTRICT
RES|IDENCE OF USUAL RESIDENCE
In which province In which municipajity or
does (name) usually magisterial disirict
Bve? daes fnams) usually

01 = Westem Cape  lved

Uss CAPITAL LETTERS
= Kwa-Zubu Natal o0y

papo
10 = Dutside South Example
Africa

11 = Do not know J OB UR

Whits the appropriate GMETH
coua i the boxes. o

10,
Go te P-11

Comnaan 311 - A Frusicn dens At im, Hemermieer 01

1l
AD2

62




SECTION BE: MIGRATION (Continued)

Pelle CITYTOWN
OF USUAL
RAESIDENCE

In which eityilawn
daes (name) usually
live or what is the
nearest clty/town?

Uiss GAPITAL
LETTERS anly

Pal1 SINCE 2001

Has (name) been

Ihwing in thiz place
sinee Cciober
20017
1 = Yes
2 = Mo
3 = Bom atter
Ootobar
2001 but maver
moed
4 = Bom attar
Cieiober 2001
and mavesd
Wirits e sppropeists
cofa in the box.
Wiord
Go to P12

Gt PO 0 A% Sattiin Saath Ala, Minarsis 7600

i
AD3

Palla MOMNTH AND Pel1b PROVINGE OF
YEAR MOVED

When did jname)

move lo this
place?

Wirite dhe mondh and

year in the

apprapiale boxss,

Examgle
0 4

2

o 0o 2

PREVIOUS RESIDENCE

In which pravinge did (mama) live
before moving to this place?

01 = Wastemn Cage
02 = Easlern Cape
03 = Northem Cape
04 = Free Siabe

05 = KwamZulu Natal
08 = North Wast

07 = Gauteng

08 = Mpumalanga
08 = Umpopo

10 = Outside Sowsh Africa
11 = Do nat know

Wats the apprapriate
code in the boxes,

K10, GotoP-12

Palle  MUKICIPALITYY

MAGISTERIAL DIS=
TRICT OF PREVICUS
RESIDEMNCE

In which municipality
or magisterial district
did jnama) Bve before
moving fo this chce?
Liga CAPITAL
LETTERS eniy

Example
O BUR
METR

ome

Pulld CITY/TOWHN
OF PREVIOUS
RESIDENCE

In which eitytown
did fnama) live betars
or what was the
mearest city/lown?
Lize CAPITAL
LETTERS only
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SECTION C: GENERAL HEALTH AND FUNCTIONING -
ASK OF EVERYOME LISTED ON THE FLAP

P12 HEALTH AND FUNGTIONING

Daes (name) have difficulty in the fellowing?

A = Beeing even when using eye glasses?

B = Hearing even when using a hearng axd?

C « Communicating in hislher Banguage (Le.
unoerstanding othess o being understood
by othars)?

[ = Walking or climbing stairs?

E ~ Remembering ar cancentrating?

F = With zel-care such as wazhing &l over,
dnessing or feeding T

1 = Mo difficulty

2 = Some difseully
3 = Aot of diffeuliy
4 = Cannot do at all

5 = Do not know

& = Cannot yed be debermined

Wit the apgregriale sods in e bax.

Sewing (4] Wialking ¢ Chmbing (0]
Rumambaring

Hearing (8) Cancerirating {E}

Communicating (5} Seltcare [F)

Seeing (A) Wialxing / Clmbing (D}
Aemambaring /

Massing 190 Cuneanirating (F}

= w (C) el IFl

Seaing (4] ‘alsing ¢ Chmbrg (D)

, Remambaring

e Concenirating {E}

= ating (C) Sl [F}

SHewing (A) Waling / CEmbirg (O}
Aemembering /

Hansing 1) Guncentrating {C}

G W (Ch IF]

Sawing (&) Walking / Chmbirg (O}
Remambaring [

e ‘Concenirating {E}

= W T Sal L]

Seaing {A) Walsing ! CRmbirg (D}
Hemembering !

Hesting &) Coneentrating (£}

G i (Ch Fl

Bawing (4] Walking ! Chmbirg (0}
Remembering

L)) ‘Concemrating {E}

L= tirvg (T} Sal IF}

Seaing (A) Walsing ! Chmbirg (D}

Haaring (B) Ramambaring /

Cammunicaling (G}

Concemtrating {E}
Salkeane [F]

Sawing (&) Waling ! Chmbirg (0}
Remambarng

Henring (B) Conssmrating {E}

L= ting (0} L IF}

Heeing (&) Walsing / Chmbirg (D]
Ramambaring /

Haaring [y Concentraling {E}

Cammunicating (G} Rall-cana [F)

P=13 ASSISTIVE DEVICES AND
MEDICATION

Daes (rams) use any of the following?
A = Eyo ghsses

B = Hearing aie

G = Walking stk ar frame

D = A whaslkhair

[E = Chranic medication

1="%es
2= No
3 = Do not know

Wiite the aparapriale code in the box.

Clhazisa (&) Whaalchair (D]
Hearing ain () e o (K}

Walking Atk ¢ trama (C)
Glasses (&)
Hearing aid (&)

Whealchair (D]
Crronic
macicaten [E)
‘Walsing stick { frame ()

Ohagsna (A) Wheekhalr (D)
Hearing aid (] mm E
Walking sliek | trame (G}

Ghasses (A] Wheelchair ()
Huaring aid (B) =SS B

‘Walking stick / frame (T}

Glazsez (4] Wiheelchair (D]
Crnnis

Hearng ald (i} rusioation (K}

‘Walking aliek / frama (D)

Ghlissas (A Whoalchair (O]

Haaring id (E] l:?l'nﬂlnm =

‘Walking stick / frame (G}

Glazens (A \wihaalehair (0]
¢ Cronic

Hearng aid (B} Cation (E)

Wilking slick ¢ fama (T}

Ghisses (A]

Hauring aid {B)

Wheelchair (D)
Crmanic
madicafen [E)
‘Walung stick / frame ()

Glagsas (A] Whaalehair (D]
Crvonic
Hearng aid (&) tomec oo {E)
‘Walking alick | kama (T}
Ghasses (4] Whealchair (D]
g Crrnnic
Huaring wid (] macicaton (E}

‘Waling stick / trama (G}

SECTION D: PARENTAL SURVIVAL AND
INCOME - ASK OF EVERYONE LISTED ON

THE FLAFP

P=14 MOTHER
ALIVE

ls (mamss) awn
blologicall mather
still alive?

1= Yes
2= No
3 = Do not Know

Marik tha
cincha widh an X

W23
Go o P-15

1 ¥es
#No

3 Do not keew

1 ¥es
Z Ho

3 0 el koew

1 ¥as
Bl

3 Do nol koew

1 Yes
Z Mo

3 Do nat ke

1 ¥aa
&M

3 Do nol keew

1 Yoz
2 Mo
3 Do not knew

1 Yoz
EHNo

3 D nol ke

1 Yos
Z HNo
3 Do nol knew

1 ¥ae
ENo

3 De nat kmew

1 ¥es
E Mo
3 Do nal keew

X-1234567839

P=14a MOTHER
PERSOM NUMBER

Wha in ihis

s
{nama's} biological
mother?

If the parson’s
mather does not

P=15 FATHER
ALIVE

Ig jname's) awn
Eiolagical tather
still alve?

1= Yes

2= Na

3 = Do not kaow
Hark tha

willy an X

w23
Goto P16

1 Yas
# No

3 Ow not know

1 Yes
2 No

3 D gl knaw

1 ¥eg
# Mo

3 Do not know

1 Yeoe
Z Mo

3 D ot knaw

1 Yaa
® Mo

3 Do not know

1 Yes
2 Mo

3 Do not know

1 Yaa
£ Mo

3 Ow nat knsis

1 Yes
Z No
3 Du nol know
1 Yaa
£ Mo
3 D nat ke

1 Yes
Z Ne
3 Do nat know

ik BT - b st St A, Hivaries T8

AD4
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SECTION D: PARENTAL SURVIVAL AND INCOME

(Continued)

P=15a FATHER
PERSON NUMBER

Wha in this houges
hold Is frama's)
bickagical father?

i [ pevson’s father
goes mal fagida in tha
hausahald (not fafed
on the fap), wrile 58
Nate: Rafar fo persan
rumbar on fag a.9.
oz

Pulf ICOME CATEGORY

Wihal is the income calegory thal best describes
the gross monthly or anneal income of (nama)
betore deductions and incleding all sources of

Income?

Mardhly

01 = No incomo

02 = A1 = R400

03 = R401 = REDD

04 = RB01 — AT 800
08 = A1 601 — A3 200

08 = B3 201 = R 400

07 = AE 401 = R12 800
08 = A2 801 = R25 600
09 = R25 601 — RS 200
10 = R51 20 — R102 400
11 = R102 404 — R204 800
12 = R204 B01 or more

Annual

Mo income

R1 = R4 BID

Rd B — RD 800

RE 801 —R18 200
AtE 207 — RS 400
[R3% 407 = RS 800
R7E B0 = A153 600
R153 B0 = B30T 200
R3I0T 201 —RS14 £00
REN4 401 — R 228 800
A1 228 B0 — A2 457 800
A2 487 &0 or mane

Grags incoma showld include all sources of income
a.g. Social grants, LW, remilfances. ranlals,
investmants, sales or products, senices, afc,

Coarmas T w it S daath Ak, Smariis 3503

T
A0S

SECTION E: EDUCATION = ASK OF ALL PERSONS
AGED 5 YEARS AND OLDER LISTED ON THE FLAP

Pe17 SCHOOL
ATTENDANCE

Daes (nams)
prasantly attend an
educational
instilution®

1="es
2=No
3 = Do nat know

Mark e approgrials
cinglg with an X

Aftengance includes
&l part-fima amng ful-
fimg 2naiss, whanhar
i perdat ar &2 &
ostance lamar

W23 GotoP-20

1 Yea
2 Ne
3 Do rank knorar
1 Yes
2 Mo
3 Do ret know
1 Yaa
2 Ne
3 Do rink knorer
1 Yes
2 Mo
3 Da rot know
1 Yaa
2 Ne
3 D mok know
1 Yes
2 MNe
3 Do ret know
1 s
Z Me

3 D Pt KN
1 Yes
2 Ma
3 D ret know
1 i
Z Me
3 D sk kngra

1 Yes
2 MNa

3 D ret know

Pul8 EDUCATIONAL
RETITUTION

Which of the fellowin

educational institutions

does [nama) allend 7

1 =Prosschoo| (ine|uding day care,
crécne. Grade H ano PresGrade A
in mn ECO camm)

2 = Ordinary scheo] (nchaing Grade R
lpamers whe attersd & formal senool.
Trada 1-13 Jearsirs: & larsies
sppcidl class)

3 = Specal echoecl

4 = Fuither Edatalian and Traing
BDH'I-{FEH

& = Chher College

B = Highar Edutatiana laiiluties
(UnvarskpUniversty of Technology)

7 = Adull Basic Ecucation and Training
Cantrs [ABET Canira)

B =Litaracy chizses (og- Kha FI Guds,
SAMLI

9= Hama Basid dducalerhems
sthoalng

Write the appropriate eoda io the bax,

P=18 PUBLIC OR
PRIVATE

ks the institution
that (nama) ks
attending public
oF private?

1= Public
[Giowernmant)

2= Privals
(Indapancant)

3= Do not know

Mark the
appropriats
circis willfy &0 X

1 Publbe
2 Privale

3 Do rant krazaw

1 Fublc
2 Privata

3 Do rol kAo

1 Pubfe
2 Prlvain
3 Do st ko

1 Fublc
Z Private
3 Da et krow

1 Pukfe
2 Privale
5 Do rt krew

1 Public
Z Private

3 Do rol kow

1 Pukfe
2 Privale

3 Do rit ke

1 Public
2 Private

3 Do ret kew

1 Publc
2 Privale

5 D risk ko

1 Public
2 Prlvate

3 Do ret kew
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SECTION E: EDUCATION {Continued)

P-20 LEVEL OF EDUCATION
What is the high kevel of ed

a8 = Mo schadfng

00 = Qende O

01 = Geade 175ub A

U2 = Grade 2'5ub B

03 = Grode 38 VARET 1
[Kha R Gude, SAKLE

04 = Grade 475 2

05 = Grada 55 3 7 ABET 2

06 = Geade 85 4

07 = Grade T30 8/ ABET 3
I 58 or 00-07, Go i P22

08 = Grote 85 6/ Fom 1

08 = Grade S TiFeem 27
ABET &

10 = Geada 1075 AiFerm 3

11 = Geade 1154 3Fom 4

12 = Grade 12756 10 Form &

a1z Go to P23

that {rams) has completed?

15 = NTCHERITICY] Leved 4

16 = NANTE 4

IT = NENTE B

18 = NENTC &

13 = Cerificain with |ass Then Grade 12
iEad 10

20 = Diplloraa with lass than Jrads 1205 10

21 = Certificate with Girage 12754 10

22 = Diploma witn Girane 12/51d 10

23 = Higher Diplerma

24 = Pos? Higher Digloma [Mastors,
Cectora] Disjama)

25 = Bacilers dagnis

26 = Facoeders degres and Pos graguaie
diglama

27 = Honours degres
23 = Higher degres (Masters/=hD)
23 = nhar

P21 FIELD OF EDUCATION
In which field is nama’s) high F

UHIVERSITY TECHMEONSGLLEGE
Ot = Agricubure or Renasasle Matiral
Resources

02 = Asthiecurs af Enviransantal Dusign
03 m Asta, Wisua e Parforming
o= B Cammarce o q
05 = Commuricaion
[« Uﬂunuhrsdmm
g- Education, :Dmtpmml
- aring af
: m rhg"Eng waring Technolgy
10 = Hame [

M = Incsuzteal Arie. Tradare or Tachnokogy
12 = Languages, Linguistics or Litarature
= Law

14 = Libraries or Museuss

15 = Lfa Seincas o Physcal Stincis
18 = Matharalicd Scences

17 = Miflary Belafeas

iam H*w or Thaalogy

mm (FuT)
= Wanageman

25 = Marsting

8w |rdermaiion Tecnology and
Cemputer Scmnta

27 = Firance, Ecoremics and

23 = Elvcirivel Indrasiniciun

A= il i nd
Bubing Carsinsiion
W= E:-':-unn. ~
= Y A =
rohality

13 = NTG PN NGV Level 2 If 1328, Go fo P21 2= P n o Ladsirs
14 = NTCRMES f Larval -
R * If 28 Go o P2z g- mﬁmmmﬂ:m«- Write the appropriate
READ QUT: Diplavma o carifioads sthouwd = Erlwrans or LH
turvn beew al lnast siv months study Wile Uhe approprate = Crhar O e

dration dlime (o squivalintl code i e boxas, Any rasponsa. Goto P23

Eakies D31 -8 Sl S A, Reerke S

ADB

X-123456789
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SECTION E: EDUCATION
({Continued)
P-22 LITERACY

Does (nama) have difficulty in doing any of the

lcllowing?

A = Writing hisher name

8 = Reading (e.g. newspapers, magazines,
refigious books esc) in any language

C = Filing in a fomm (eg. social grants foems)

O = Writing & letter in any language

E = Calculatingfwarking out haw much change
hevshe should receive when buying samething

F = Reading road signs

1 = Na difficulty
2 = Some difficully
3= Akt of dsiculty
4 = Unable to do
5 = Do not know

Wiite the code in the snprepnane bax,

Wiriting hisiher name (A} Wiriting a letter (0]
Reading (B} Caleulating [E}

Filireg & torm [C) Roading road signs (7]
Wiriting hisireer name (A} 'Winting a better ()
Fisading (B} Caloulating [E}

Filing & form [C) Reading read signe (7]
ititing hisee nama (A} Wirlting « Wttar (1)
Faading (B} Cakulating [E}

Flhg a form () Roadicey e signs [F]
‘Wiriling hisree name (A} ‘Wirting a letter (0]
Haading {B} Caleulafing [E)

Filling & farm [S) Reading read signe (F)
Wiriling kishae nama (A} Wirlting & Jatter (D)
Fasding (R} Cakculsting [E}

Filling & form () Reading nead signs [F]
‘Winiting hissher name (A} Wirting a latter (D)
Raeading (B} Cafulating [E}

Filling & farm () Reading read signs (7]
"Wiriling hiskae nama (A} Wiriling a lattar (D]
Peading {B} Cakeuating 1€}

Fillirg & Torm () Readirg read signs [F]
'Wiriting hisher name (A} ‘Winting & letter (D)
Feading (B} Cajeudating (E}
Filling & farm [C) Feading reag signe [F]
'Wiriling hishae name (A Wiriting & batter (D7)
Peading {B} Caloulating |E}

Filling a farm () Roading e signa [F]
Wintting hisher name (A} ‘Winting & letier (D)
Reading (B} Cajeujating [E}
Filling & form [C) Fpading read signg (7]

Cawvmat P w ik frwanich St Aa, Miearer TE9

SECTION F: EMPLOYMENT = ASK OF ALL PERSONS AGED
15 YEARS AND OLDER LISTED ON THE FLAP

P-23 EMPLOYMENT STATUS
{Answer & three questions and fan iiiow the skip instrucion beiow)

I the TEVEN DAYE befare Iri the SEVEMN DAYS before In the SEVEM DAYS before
10 Ceteber ... 10 Detaber ... 10 Delaber ...

P=Zla P=23b P-23c

Did fnama) work for o wage, Did fnama) run ar do any kind Did (mama) help without
salary, commigsion or any of buginess, big or small, for being paid in any kind af
payment in kind (incduding herselihimasll or with ane or business run by herhis
pald domestic work]), even if more pariners, even i it was househald, even it it was
it was for only ane hour? Tar only one howr? Tar only one haur?

1= Yes 1=Yes U

2= No 2=Mo =l

& = Do nat know 3 = D not knaw 3 = Do nat know

Bdark the appropriate slcle Mark fhe appropials cinsla Mark fhe approgriate circle
with an X with &n X Wil an X

Ir 1 (¥es) to any of P-23a P-Z3b or P-Ze, Go to P-2a

1 Yes 1 Yos 1 ¥es
2 Me 2 Ma * MNa
3 D mint knoar 3 Do niot know 3 Do no ko
1 Vs 1 Yes 1 Yee
2 Mo 2 Mo Z Mo
3 D Pt know 3 Dia i kngw 3 Dia nal arew
1 Y 1 Yag 1 Yag
2 Ma 2 Mo * Ma
3 Dw ik kinora 3 Do not ko 3 Do nof mow
1 Vs 1 Yos 1 Yor
2 Mo 2 Mo Z Mo
3 Do ret ko 3 Do md now 4 Da nal arew
1 Yaa 1 Yas 1 Yas
2 Ne 2 Ma  Ma
3 D et kinow 3 Do nol know 3 Do noi imow
1 Yes 1 ¥os 1 ¥or
2 MNa 2 Mo Z Mo
3 Do ret know 3 Da mant know 3 Do nat arew
1 Y 1 Yoz 1 ¥as
2 Ne 2 Ma Z MNa
3 Do Pt Know 3 Do na Know 3 Do not e
1 Yes 1 Yoz 1 Yoz
2 Mo 2 Mo Z Mo
3 Do rot know 3 Do ot know 3 Do nat arow
1 Yea 1 Vs 1 ¥ai
2 Me 2 Ma Z Na
3 D Pt Know 3 Do nal knaw 3 D@ ot i
1 Yes 1 Yos 1 Yoz
2 Ma 2 MNa Z Mo
3 Do rott knorw 3 Do mot know 3 Do nol arow
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SECTION F: EMPLOYMENT (Continued)

P=24 TEMPORARY
ABSENCE FROM WORK

Even though (nams) did
nat do any wark far pay,
profit or did net kelg
without pay in &
household business in
ihe SEVEN DAYE belfore
10 Oetober, did he/she
have a paid job or
business thal he'she
woulld detinitely returm
ta?

1 ="Yes
2=No
3 = Do not know

Mark If approgriata
cirche with an X,

i,
Go to P-258

1 Yas
Mo
3 Do not know

1 ¥os
Z Mo

3 Do nant kngw

1 ¥z
Mo

3 Do ot know

1 ¥ou
Zho
3 Do not knaw

1 ¥ag
2 Ma

3 Do not know
1 Yoz
Z Mo
3 Do nat krow
1 ¥as
2 Ma

3 Do not now

1 ¥ou
Z Mo

3 Do nat know
1 Yini
AL

B Do nat knaw

1 o5
Z Mo

3 Do not know

P=25 LOOKING
FOR WORK

In the four wesks
betfore 10 Cclober
wag (rama)
looking for amy
kind of job or
Irying te starl any
kind of business?

1 s
2 MNa
% Do renft know
1 Yes
2 Mo

3 Do rgt kngw

1 Yaa
2 Na
3 Do o ke
1 Yes
]
3 Do et know
1 Y
2 MNa
3 Do e know
1 Yes
2 Na
3 Do met know
1 s
Z e

3 D roat Nnorw

1 Yes
2 MNa

3 Do et know
1 Y
2Na

3 Do Podt Nty

1 Yes
2 MNe

3 Do mot know

P28 LIKED TO
WORK

Woul (nams)
have liked to
work in the
SEVEN DAYS

Dclober?

1= Yes

2 = Na

3 = Do not know
Mari the

circhs with an X

NZ2ord
Go o P32

1 Yos
2 MNa

3 Do ot know

1 Yos
2 Mo

3 Do nef know

1 s
2 Mo

3 Do ot know

1 Yos
Mo
3 Do ot enaw

1 Yies
2 Ma

3 Do not know
1 Yos
2 Mo
3 Do naf know
1 Yas
Z Ma

3 Do vt Wnow

1 Yos
& Mo

3 Do nad snow
1 Ys
2N

3 Do rat Wnow

1 Yos
& MNa

3 Do not know

P=2T REASONS FOR NOT WORKING

Wihat was the maln reason for not trying to find work or
starting & buainess in the fast four weeks before 10 October?
01 = Awailing he seazon Tor wosk

02 = Walting to be recalled ko former job

03 = Heakh reasons

04 = Pregrancy

05 = Disabled or unable to work (handicapped)
0f = Hao W family consi i
07 = Undergaing trairing to helg find work

08 = Mo [obs avallaole in the area

08 = Lack of maney 1o pay for transpart 1o look for wark
10 = Unasle lo find work requising hisher ckills

11 = Lost hope of finding any kind of work

12 = Mo franspart availlable

13 = Scholar or shudart

14 = Ratired

15 = Too okdiyaung fo work

18 = Did not want 1o wark

17 = Oilher

Wirite the appropriate cods in the boses.

hild care}

{nama) have been
able to slarl wark
or & business in
the SEVEN DAYS
belore 10 October?

1 = Yoz
2 = No
3 = Do not know

Mark e
appraprals
cirelg with an X

Any response,
Go o P32

1 ¥as
Z MNa

3 Do not kraw

1 ¥os
2 Mo

3 D nat ke

1 ¥as
Mo

3 Do nat krew

1 ¥os
Z Mo
3 Do nat keew
1 Yas
#MNa

3 Do nat keew

1 Yos
Z No

3 Do nal krew

1 ¥es
& MNa

3 Do nat keew

1 ¥ou
Z Mo

4 Do nal knew

1 ¥z
# Ho
3 Do nat krew

1 ¥es
# Ho

3 Do not krew

Comniat D11 - % Sratuitcn Satr A, Wi T2

X-123456789

Nl
A0B
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SECTION F: EMPLOYMENT (Continued)

Pa=22a INDUSTRY Pe29b MalM GOODS OR Padioa DOCUPATION P=30b MAIN TASKDUTY P-311 TYPE OF SECTOR
SEAVICES
What is the name of (nams's)  What are the main goods or  What kind of work does (neme) What i fname’s) main task or B8 fname’s) place of
phlace of work/organisation’ services produced of jnamas)  usuallly do in his'her duty in this work? woark ... 7
companybusiness? place of work or ils main main jobbusiness? Exampies: TEACHINGEHWDREN, 1 = Ir the tarmal sechar
Exampies: KOMANIHOSPTAL, functions? Exampias: SELLINGFRLIT, BOOKKEEPWG, 2 = In the informal secior
RAPELEFRMARYSCHOOL, Examplas; REALESTATE, PRIARVESCHOOLTEACHER, FEEDNWNGCATTLE 3 = Private houzehold
HARMONYGOHLDMINING CONSTRUGTION, BUSINESSOWNER, 4 = Do not know
CARREPAIRING, OFEICECLEANER Usa CAPITAL LETTERS amy
Wrfe OWNHOUSE ar HOSPITALITYSERVICES Wirils the appraprale
NOFIXEDLOCATION, & relevant Uise CAPITAL LETTERS only cord in the bax,
For domasiic wovkars, wiite

Liza CAPITAL LETTERS anly PRIVATEHOUSEROLD

LUiga CAPITAL LETTERS anly

Garmiat PO 0 A% Saahi St A, M 3273

T
AD9
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SECTION G: FERTILITY = ASK OF WOMEMN AGED 12.50 YEARS LISTED OM THE FLAP

P-32 CHILDREMN
EVER BOAMN

Has [nama) sver
given birh to a
Bve shild, even
it the child disd
soon after birth?

1="es
2=MNo
3 = Do not know

Mark ifie

Appropnals
aircla with an X,

F2or3
Go to H-07

1 Yes

2 Ne

3 O niot
L3

1 Yer

Z Ko

3 e ngt
ke

1 Yes

# Ne

3 Do not
(5=t

1 Yes

2 kg

3 D ngt
krow

1 Yaa

2 He

3 Dw nint
2=

1 Yes

2 N

3 De nat
L=

1 Yaa

2 Ne

3 Do not
ke

1 Yes

Z K

3 Dw not
Lo

1 Yaa

£ Mo

3 D niot
(S

1 Yes

2 N
3 Ce nat
==

P=33 AGE
AT FIRET
BIRTH

At what
age did
{mama)
have her
first child
born?

Examgle
2 5

Wit fve comact  Wiile the camast
numbar in tho

P=3T TOTAL
CHILOREN
MO LONGER
aLlve

Heow many
of {name's)
children are
no longer
aliwe?

Examgle
Baps O O
ik O 1
Tatsl O 1

boxes halow boxes balow

P=34 TOTAL F=35 TOTAL F=36 TOTAL
CHILDREN  SURVIVING AND  SURVIVING
EVER BORN LIVING IN THE AND LIVING
HOUSEHOLD ELSEWHERE
How many  How many of How many of
children has  fname's) (name's)
(rams) ever  children are still  children are
had that alive and living  stlll alive and
were barm with her in this living
alive? 1 | 9
n n
3 3
Jrown=ups? growr=ups?
Example Example Example
Beyn 0 2 Bayw O 2 Ber 0 O
G 0 2 Ggs O 1 Gide O 0O
Tod O 4 Tl O 3 el 00
Weite th camast  Winita tha corrac!
numbor in e numbar in ha b b
boxes balow Eoxoy boinw
Beys Bayz Bayx
aide firds nirs
Toral Telal Teral
Beys Bavd e
i s ails
Toud Tetal Tetad
Bows Bay By
aiide tire fire
Tord Teinl Totsd
Beys Bays By
1Y s s
Torsd Teota] i |
Bays Baye Baye
Gl Gare Girs
Tord Tetul Torsl
Beys Beayd By
Gl Gils Gils
Torsd Tota] Tora]
floye Baye Baye
Gl Grls Girle
Tord Teiul Terad
Bews Bays ey
il tiels aids
i | Teta] L |
nowe Baye maye
Gk Gide e
Tocad Tetul Teead
Beya Bays Baya
Gide Girds Girs
Toeal Tolal Tetal]

Boye
aide
Tatal

Gl

Tatal

Borge
e
Tatsl

Boys

Tatal

ey
il
Tatsl

Gide

Tata|

Boge
il

Tatal

Herge
bl

Tatal

F=38 LAST
CHILD BOAM

When was
{rame's) last
child bern,
even (f the
child died
saan after
birth?

Examgle
1 6
o 4
2 005

P=3 SEX Fe=dD LAST P=01 DATE OF
OF LAST CHILD DEATH QOF
CHILD BORAN LAST CHILD
BORN aLVE BOAN
Is jnams's) BB (nama’s)  When did
lastchild  lastchild  fname's) last
born make or  born still child barn
femake7? alve? die7?
1 = Male 1 = Yas
2=Female 2=RHNo
3 = Do not 3 = Do mot
know Foncrey
Mark fha Mark the Examgle
appropriale  appropate o
an X. an X 0 3
2007
Wiora
Go o HO7
1 Yes 1 ves
2 s #Ne
3 D rt 3 Oa not
kg Lot
T ez 1 ves
2 Mg Z Mo
3 Do ret 3 Do ot
knaw arew
1 Yes 1 ¥es
2 Mo # o
3 Do rea 3 Do nat
kg i
T e 1 Yo=
2 Mo 2 Ho
308 et 3 D nal
know arow
1 e 1 ¥as
& e 2 Me
3 Do et 3 Do nal
know e
1 Yes 1 Yoz
2 Mo 2 Mo
I D et 3 Do nol
know oW
1 il 1 ¥ag
2 M 2 No
3 Do P 3 Do nal
kg L
1 Yies 1 ¥es
2 M Z Mo
3 Do mett 3 Do nat
know oW
1 e 1 Ve
& e & o
3 Do reat 3 Do nol
kg L
1 Yes 1 ¥Yes
2 M Z Mo
3 Do ret 3 U nat
know oW
Eaniiin SO - A8 Fhiibin S vk, Wavamibat 5316
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SECTION H: HOUSING, HOUSEHOLD GOODS AND SERVICES AND AGRICULTURAL ACTIVITIES - ASK OF EVERY

HOUSEHOLD

H-01 TYPE OF LIVING QUARTERS
What is the type of these Bving quarters?
01 = Housing unit
02 = Converled Hostel (e Tamilly unit)
03 = Reskiential Hobel
04 = Home for the aged

06 = Other ¥ 03-05, Go to HOT

H-02 TYPE OF MAIN DWELLING

Which of the following best describes the MAIN dwelling and
OTHER dwelling(s) that this household coccupies?

01 = Houae or brick‘concrate block struehune on & asparate atend or yard or

an a fam
02 = Tradtional dwelrghulisiructure made of iradiliznal materals
03 = Flat or apartmant in & blosk of data
04 = Cluster house in complax
05 = Townhouse (semi=fetached house in & compe)
06 = Semidelached house
07 = Housedatroom in backywed
08 = Informal dweling (shack in backyard)
08 = Intormal dwelling (shack not in backyand, 8. in &n infomalisguatier

swttierment or an a farm)

10 = Roomilatet on a property or a frper dwellng'sandants' quartans!
granry flat

11 = Caravanfent Main Qiher

12 = Oither dwellling dwelling

White the appropriate code it the baxes

He02a COMSTRAUCTION MATERLAL

‘What is the maln materiall used for the construction of the root and
wall of the MAIN dwelling?

01 = Birick 08 = Watlle and daub
02 = Ceman blockiCancrale 08 = The
03 = Cormagated ron'zine 10 = Mud
4 = Wood 11 = Thatch'Girass
D5 = Plastic 12 = Ashestos
08 = Candboand 13 = Orbwer
07 = Mud and camart mix
ROQF WALL

Winte the appropriale code in the baxes

H-03 ROCOMS

How many rooms are there in the MAIN dwelling of this household?

Dining rooms
Living rooms
DiningLiving roam
Bagraoms

Sty Fooms

Wiats: the correct
number of ropms
i the besxed.

Oine mom with muliple uses
Crthar rooms

Total Reams

Exchude bathrooms and kischan
Inclede garages if some members of the household are Fving in them

Cetoid PO w el e, Baath Albia, Ubwisalegs S673

T
Al1

Whitn fha approprizie
cada in fhe boxes.

H-04 TEMURE STATUS
‘Whal iz the tenure slatus of this dwelling?

1 = Remed
2 = Owned bul not yel pakl aff
3 = Crcupied rent-frea
4 = Owned and fully paid off
5 = Other
Refars fa the MAWN dweling struciure anly and NOT fo the land that it is
sifuated on

Wiits fha apprapniss
coda in fha bow.

H=D5 ESTIMATED VALUE OF PROPERTY

What would you estimate the market valee or municipal
valuation of this property lo be?

1 = Lazs than RSD 000

2 = RS0 D01 — R100 000

3 = R100 001 = R200 000

4 = F200 001 = RA00 000

5 = R400 001 — RB00 00D

& = FB00 001 — R 800 000

T = R1 800 00 = B3 200 000

B = More than 3 200 001

9 = D not know

Wiita fha approprists
oo in fha bowx.

H=06 AGE OF THE PROPERTY
What is the age of this dweling?

01 = Less than ane year
02 = 1 -5 years

03 = & - 10 years

04 = 11 =20 years

05 = 21 = 3] years

06 = 31 - 40 years

OF = 41 = 50 yaars

0B = 51 - &) years
08 = 61 years or older
10 = Do not know

Tha ags af the dwaling refers e when the Dulding was complated, nal the
time af any iater remodaling, additiens or conversions, If the acheal sge is
mof knowe, give e bod! estimale.

W¥nie the apprepriale
cody i the boxes,

HOT ACCESS TO PIPED WATER

kn which way does this household mainly get piped water
for householld use?

Fiped {lap) water insde e dwelling
Fiped (tap) waser inside the yard
Piped (tag) water on community stand:
diztance lezs than 200m from dwelling
4 = Piped (tap) water on community stand:
distance between 200m and S30m from cdwelling
5 = Piped (lap) waler on community stan: dislance
batwaan S00m and 1000m (1 km) from cweling
& = Piped (tap) wasor on community stand: distance
preater thar 1000m (1 kmi) rom dweling
T = No acopas o plped water

Whita tha apprapriale
coda in the box.

wha
Tmnn

H=8 SOURCE OF WATER
What is this household's MAIN source of WATER for household use?

-

= Regionalfocal waler seheme (operated by muricipality o
oihar water sendices pravider)

= Saring Wirits ha apprapriats
oode in the box.

River/slream

‘Wasar wandor
= Watar fanoar
8 = Olher

= Dam/pookstagnant water
=

L T )

248, Goto H-10
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SECTION H: HOUSING, HOUSEHOLD GOODS AND SERVICES ANMD AGRICULTURE ACTIVITIES {Continued)

H-09 RELIABILITY OF WATER SUPPLY
In the last 12 months, has this household had any interruptions in
piped water supply?
1 = Yes
2= Na
Mark the approaprials circls with an X

K2 Go oH-10

H=D%a RELIABILITY OF WATER SUPPLY

Did any specific interruption(s) in piped waler supply last longer
than two days 7
1=Yos

2 = MNa
Mark the apprapriate circla with an X

K2, GotoH10

H-08t  ALTERNATIVE WATER SOURCE

‘What albernative water source did the household use during water
supply interruption?

1 = Barehole

2 = Spring

3 = Rain water tark

4 = Dam/poolstagnant warter
5 = River/straam

& = Waler vencor

T =Waler lanker

B = Othar

0 = Mona

Wiita tha appropnads
code in o box.

Hel0  TOLET FACIUTIES
What Is the MAR type of TOILET tacility used by this householld 7

1 = Flugh ioiet (connected 1o sewarage sysiem)
2 = Flugh toilet (with sepli tank)
3 = Chemical toodet

4 = Pit hafet with verifaticn (VIP) Wirils tfre apprapials

5 = Pitsolet without veatilatan code in ha bew.
& = Huckat ol

T = Oiher

0 = Moms

H-11 ENERGY/FLIEL

Whal lype of energy/iuel does Ihis housshoeld MAJNLY use for
cooking, heating and lighting?

COOKING 1 = Blecirichy 6 = Gandlas
2= Gas T = Animal Dung
T 3 = Parasn 8 = Solar
2T 4 = Wood 9 = Criher
LIGHTING & = Coal 0 = Mone
Winte the appropriale cods i the bax.
Nole

Wead [4), coal (5] ang amma dung (7) cannot be vesd far ighiing
= Candlas (8} cannet be used for heating ar coaking

H=12 REFUSE DISPOSAL

How I the refuse or rubbish from this household MAINLY
disposed of?

1 = Removed by local authoribyiarivate company at
leas] once & week

2 = Removed by local authoritylarivate company
lass often

1 = Communal reluse dump

4 = Owr refuse cump

5 = No rubbish disposal

B = Other

Write ifve approprials
coda i ha bax.

X-1234568789

H13 HOUSEHOLD GOODE AND SERVICES
Does this household own any of the following in working order?

TRT0E  prite b Aporoprnte o 07 i B,
2=MNo

Relrigerator Motorear
Eleciric’gas stave Telewision
Vacuum cleaner Raddio
Washing machine Lancdiine/ Tebsshone
Campaitar Coll shone
Satellite telavizian Wal Post boxdbag
OWD Player Il delivery at bame

H-13a ACCESS TO INTERNET
Hew does this househald MARNLY access internet?

1 = From home
g = Erurn cﬂkﬂmﬂ Whrile fha
= Fraum worl
- Apprepriate
4 = From elzewhere code n the bak

5 = Mo access to intarmet
H-14 AGRICULTURAL ACTIVITIES

What kind of agricultural activity is the household invoheed in?
(Maore than 1 activity can be chosen)

1 = Livestock production (catthe, goats, sheea, pags, etc)
2 = Pouliry procduction (chicker, ducks, peese, guinea fowl,
oelrieh, Ble)
3 = Vegetatle producton
4 = Production of ciher crogs (grans, fnets, ete)
& = Fodder grazingipasiuraigrass far animajs
& = Dther Mark tha aparsarate
0 = Hane alvcle with an X,
I only 26, Go o H-14bD. ¥ 0, Go to MO0

H-14a LIVESTOCK
Hew many ol the lollowing does the household swn?
a 1=10 11 =100 + 100
1 = Catlje

2 = Sheop
3 = Goats
4 = Pigs

5 = Cilher

Mark rhe apprapriate circle with an X,

H=14b PLACE OF AGRICULTURAL ACTIVITIES
Where doss this housshold operate its agricultural activities7

1 = Farm land
2 - Backyard or schoa|
3 = Communal or ikl kand
4 = Other
Mark fha appropwials circle wilh an X

Comuia DI =4 Saifics Sevl ASid, Hisarsier 7018
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SECTION I: MORTALITY IN THE LAST 12 MONTHS

W=00 DEATH OCCLURRED

Has any

M=01 MAME MG BAONTH
OF DECEASED  AMND YEAR OF
DEATH
What wi [he Whil was the
first name of (e MONTH and Ehe
dacoaseft YEAR af (e
ARSRARATE]
Lige CAPTAL denih?
LETTERS
s Wike the menth
A paar in e
aporpriate boxes,

Coarui st T a b wiion Sea Al ba Mlwidalis E73

UL
A13

of this

1 Y
# Me

3 Dws i knora

Mavk tha

Fpproprinie
circle wilh an X

K 2 or 3, Questionnaire complotad

M-03 EEX OF
THE DECEASED

Waa (The
dacoased) maje or
Temale?

1= Male
2 = Female

Mark tha

IR
oircie wath an X,

1 Male
2 Female

1 Male
2 Famale

1 Male
2 Femals

1 Male
# Famale

1 Male
2 Famale

1 Male
2 Famaks

1 Male
2 Fomale

1 Male
& Famals

away in the st 12
months (between 10 October 2010 and § Ootober 2001)7

M-00a MNUMEBER OF DEATHS

Haow many members of (he

heussholld passed away in he
bl 12 months [between 10
October 2010 and § October

2011)7

M=04 AGE M08 MATURAL OR
QF THE L MATLIRAL
DECEASED DEATH
Whal was (Tha Wi the deklh dus ta
decoased’s)age in anatural or an

pleted yenrs I camme?
al tha e of 1 = Ratural feg
death? ilness)

2 = Unnatual (0.5,

Wiite tha age in accident, assauk)
the boves. if age 3 = Do nol mew
is les than 1
pear w009, Mk e gyveiats

oircha wilh an X
1 Matural
2 Unnatural
3 Do et Know

1 Matural
2 Urnatursl
3 Do et know

1 Matural
2 Urmavra]
3 D e know

1 Mabural
2 Linnanral
3 Do et know

¥ Matural

2 Lmmasrad
3 Do et know

1 Mabural
2 Unnadurel
3 Do met know

1 Matural
2 Lnmavre]
3 D ezt know

A Matursl
2 Unnadural
3 Do met know

ASK ONLY ABOUT DECEASED
WOMEN THAT WERE AGED 12 - 50
AT THE TIME OF DEATH

M=06 PREGRANT M=0T DEATH
AT TIME OF DURING
DEATH BIRTH
Did the cecassnd) din  Did (M dncaased)
while pregrant® i while giving
T= irth?
2=Ho 1= Yoz
3 = Do nat know Z =N
3 = Do rot ke
Mk the Mark W sppreniale
e walh a0 X, il nidly an X
I 1 o M-06 or M-07,
Orestionnaire compl eied
1 ¥es 1 Yes
2 Mo 2 Mo
3 Do not T 3 Do et KNow
1 ¥os 1 Yes
Z Mo 2 Mai
3 D nal arow 3 D it kngrer
1 ¥as 1 Y
#Ma 2 e
3 Do not ko 3 Do o knorer
1 ¥oe 1 Yes
Z Mo 2 M
3 Da nal arew 3 Do et know
1 Yz 1 s
2 Mo 2 M
3 Do nol irew 3 Do et kinos
1 ¥os 1 Yes
Z Mo 2 MNa
3 [o nal arew 3 Do et know
1 ¥s 1 e
2 Mo &M
3 Do nal ke 3 Do ozt knorsr
1 ¥oe 1 Vs
Z Mo 2 M
3 Do nol arow 3 Do et know

Melf POSTNATAL
DEATH

Did (W daveasnd]
die within & weeks
wtter deliveny

1 = Yo

E=Np
3 = Do mat know

Miark [he appvapviais
cirche with an X,

1 ¥es

# Mo

3 Do not krsw

1 ¥es
£ No

3 O nal kow

1 ¥as
2 Ne
3 Do nol krsw

1 ¥Yor
Z No
3 D nal ke

1 Yas
#HNo

3 Do not ke

1 ¥es
Z No

3 O nol kew

1 ¥as
Z Ho
3 Do not ke

1 ¥es
Z Mo

3 Do nol kew

If mare than 8 deaths in the household, use a second guestionnaire, Write the barcode of the 15t guestionnaire beow:

THANK YOU FOR YOUR CO-OPERATION
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