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FOREWORD

part of the DHS international series. The National Institute of Population Studies (NIPS), a leading

research organisation in the field of population and development, successfully completed the PDHS
with technical support from ICF and the Pakistan Bureau of Statistics (PBS) and financial support from the
United States Agency for International Development (USAID).

r I Yhe 2017-18 Pakistan Demographic and Health Survey (PDHS) is the fourth survey conducted as

The overall objective of the 2017-18 PDHS was to collect high-quality data on fertility levels and
preferences, contraceptive use, maternal and child health, infant mortality levels, immunisation, nutritional
status of mothers and children, disability, migration, women’s empowerment, domestic violence,
awareness and behaviour regarding HIV/AIDS, and other health-related issues.

The primary goal was to provide information needed by health and family planning programmes for
evidence-based planning and to offer guidelines to programme managers and policymakers so that they can
effectively plan and implement future interventions. The 2017-18 PDHS also provides updates on data
already collected through censuses and other sources.

The successful completion of the project demonstrates the spirit of teamwork. The professional
contributions of and assistance by the Technical Advisory Committee (TAC) at different stages of the
survey are greatly appreciated. Special appreciation and congratulations are extended to the PDHS core
team for their untiring efforts, dedication, and determination, which led to the generation and compilation
of accurate and reliable data.

I appreciate how Dr. Mukhtar Ahmed and Mr. Pervaiz Ahmed Junejo, former executive directors of the
Institute, initiated and conducted the project, and created an environment for team work at NIPS. They
brought together health and population experts from all over the country and steered the implementation of
the project as a consultative process.

On behalf of NIPS and the Ministry of National Health Services, Regulations and Coordination (NHSRC),
I thank the United States Agency for International Development for providing financial support through
ICF, the Department for International Development (DFID), and the United Nations Population Fund
(UNFPA). I would like to express gratitude to all governmental and nongovernmental organisations for
extending the required support for the 2017-18 PDHS.

..m

Khizar Hayat Khan

Executive Director

National Institute of Population Studies,

Ministry of National Health Services, Regulations
and Coordination, Government of Pakistan
Islamabad
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READING AND UNDERSTANDING TABLES FROM THE
2017-18 PAKISTAN DEMOGRAPHIC AND HEALTH

SURVEY (PDHS)

he new format of the 2017-18 PDHS final

report is based on approximately 200

tables of data. For quick reference, they
are located at the end of each chapter and can be
accessed through links in the pertinent text
(electronic version). Additionally, this more
reader-friendly version features about 90 figures
that clearly highlight trends, subnational patterns,
and background characteristics. Large colourful
maps display breakdowns for regions in Pakistan.
The text has been simplified to highlight key
points in bullets and to clearly identify indicator
definitions in boxes.

While the text and figures featured in each chapter
highlight some of the most important findings
from the tables, not every finding can be
discussed or displayed graphically. For this
reason, PDHS data users should be comfortable
reading and interpreting tables.

The following pages provide an introduction to
the organisation of PDHS tables, the presentation
of background characteristics, and a brief
summary of sampling and understanding
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denominators. In addition, this section provides some exercises for users as they practice their new skills in

interpreting PDHS tables.
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Example 1 — Exposure to Mass Media: Women
A Question Asked of All Survey Respondents

Table 3.4.1 Exposure to mass media: Women
Percentage of ever-married women age 15-49 who are exposed to specific media on a weekly basis, according to
background characteristics, Pakistan DHS 2017-18
Accesses
3 Reads a Watches Accesses all  none of the
newspaper at television at Listens to the three media three media
Background leastonce a least once a radio at least atleast once at least once Number
characteristic week week once a week a week a week of women
Age
15-19 3.3 38.1 4.5 0.3 58.1 600
20-24 4.7 491 4.1 0.8 48.8 1,889
25-29 4.9 52.9 4.1 0.5 44.8 2,548
30-34 54 53.1 2.7 0.4 445 2,413
35-39 5.2 51.2 3.6 0.3 46.1 2,163
40-44 5.8 52.0 3.7 0.4 45.2 1,437
45-49 5.2 46.7 4.0 0.6 50.5 1,316
Residence
Urban 8.7 70.7 3.2 0.6 27.2 4,550
Rural 3.0 38.9 4.0 0.4 58.4 7,814
Education
No education 0.2 31.7 3.7 0.0 66.0 6,080
Primary 4.3 57.5 3.5 0.2 39.5 2,037
Middle 5.7 67.5 4.2 0.5 30.5 1,160
Secondary 9.2 74,4 3.8 1.2 22.8 1,463
Higher 20.0 8.9 6 3.3 1.7 18.2 1,624
Wealth quintile
Lowest 0.5 14.2 3.4 0.0 83.4 2,258
Second 1.2 32.0 4.1 0.2 64.4 2,430
Middle 24 53.3 4.5 0.2 44.2 2,504
Fourth 7.0 69.6 3.1 0.7 28.6 2,594
Highest 13.5 78.2 3.4 1.2 19.5 2,579
Region
Punjab 5.2 60.3 2.2 0.5 38.4 6,630
Urban 7.7 74.9 2.0 0.5 23.6 2,402
Rural 3.7 52.0 2.3 0.4 46.9 4,228
Sindh 6.6 51.6 3.9 0.6 46.7 2,850
Urban 10.7 71.5 3.7 0.8 26.7 1,527
Rural 1.8 28.5 4.0 0.4 69.8 1,323
Khyber Pakhtunkhwa 3.3 26.9 4.4 0.3 69.0 1,901
Urban 7.7 53.6 3.9 0.1 41.9 366
Rural 2.2 20.6 4.5 0.4 75.4 1,535
Balochistan 2.9 28.0 14.4 0.3 59.7 642
Urban 6.9 44.8 11.2 0.8 47.8 188
Rural 1.3 211 15.8 0.1 64.6 454
ICT Islamabad 16.1 77.5 6.1 24 20.0 107
FATA 0.7 5.6 8.6 0.0 86.8 234
Total' @ @ 4 05 46.9 12,364
Azad Jammu Kashmir 6.7 51.2 5.3 0.8 459 1,720
Urban 9.8 66.6 3.9 0.6 31.6 292
Rural 5 6.0 48.1 5.6 0.9 48.9 1,428
Gilgit Baltistan 3.9 43.5 25 0.1 55.5 984
' Total excludes Azad Jammu and Kashmir and Gilgit Baltistan.
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Read the title and subtitle, highlighted in orange in the table above. They tell you the topic and the
specific population group being described. In this case, the table is about ever-married women age 15-49
and their exposure to different types of media. All eligible ever-married female respondents age 15-49
were asked these questions.

Scan the column headings—highlighted in green in Example 1.They describe how the information
is categorised. In this table, the first three columns of data show different types of media that ever-married
women access at least once a week. The fourth column shows ever-married women who access all three
types of media, while the fifth column shows ever-married women who do not access any of the three
types of media on a weekly basis. The last column lists the number of ever-married women age 15-49
interviewed in the survey.

Step 3: Scan the row headings—the first vertical column highlighted in blue in Example 1. These show the
different ways the data are divided into categories based on population characteristics. In this case, the
table presents ever-married women’s exposure to media by age, urban-rural residence, level of education,
wealth quintile, and region. Regions are further divided into urban-rural residence. Most of the tables in the
PDHS report will be divided into these same categories.

Step 4: Look at the row near the bottom of the table highlighted in pink. These percentages represent the
totals (excluding Azad Jammu and Kashmir and Gilgit Baltistan) of all ever-married women age 15-49 and
their weekly access to different types of media. In this case, 5.1%* of ever-married women age 15-49 read
a newspaper at least once a week, 50.6% watch television at least weekly, and 3.7% listen to the radio on a
weekly basis.

Step 5: Scan the last four rows highlighted in grey in Example 1. While the 2017-18 PDHS collected data
in Azad Jammu and Kashmir and Gilgit Baltistan, those data are not included in the national total or the
background characteristics. The data for these regions are presented separately in the last four rows. For
more information on sampling, see Example 3.

Step 6: To find out what percentage of ever-married women with higher education watch television at
least once a week, draw two imaginary lines, as shown on the table. This shows that 78.9% of ever-married
women age 15-49 with higher education watch television on a weekly basis.

By looking at patterns by background characteristics, we can see how exposure to mass media varies
across Pakistan. Mass media are often used to communicate health messages. Knowing how mass media
exposure varies among different groups can help programme planners and policy makers determine how to
most effectively reach their target populations.

*For the purpose of this document data are presented exactly as they appear in the table including decimal places. However,
the text in the remainder of this report rounds data to the nearest whole percentage point.
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Practice: Use the table in Example 1 to answer the following questions:

a) What percentage of ever-married women in Pakistan do not access any of the three media at least once a week?
b) Which age group of ever-married women are most likely to watch television at least once a week?

¢) Compare ever-married women in urban areas to rural areas — which group is more likely to read a newspaper
weekly?

d) What are the lowest and highest percentages (range) of ever-married women who do not access any of the three
media at least once a week by region?

e) Is there a clear relationship in exposure to newspapers on a weekly basis by education level?

f) Is there a clear relationship in exposure to television on a weekly basis by wealth quintile?

‘ornuInb yyeam JsoYSIY Y WO USWOM PILLIBWI-IIAD JO %78/ 0} pareduiod ‘Siseq A[oom & UO UOISIAJ[Y) Yojem d[nuinb yjeom
1SOMO[ O} WIOIJ USWIOM POLLIBW-IAD JO 0,7 ] ‘SOSLAIOUI [}[EoM PJOYSSNOY S SISBAIOUI SISeq ADOoM B UO UOISIA[Q) 03 dinsodxy (J

"UONBINPS JOYSIY YIIM USWOM PILLIBW-IDAD JO %(°(7 03 paredwos ‘siseq Ayjoam & uo 1odedsmau e pear uoneanpa ou

)M USWOM PILLIBW-IAAD JO 9/,7°() ‘SISBAIOUI UOLBONP JO [QAJ] S, USWIOM B SB SISBAIJUI SISeq APoam e uo s1adedsmou 03 arnsodxy (9
VLV Ul %898 Jo Y31y & 0} peqewe[s] LD] Ul %0 (¢ JO MO[ B WOIJ SOTURI BIPAW 0} 2INSOdXd OU [)IM USWOM PILLIBW-IAT (P
*SBAIE [RINI Ul USWIOM PILLIBWI-IOAR JO 9,() ¢ 0} paredwiod ‘Apjoam Jodedsmau e pear o,/ g ‘seale ueqin Ul USWOM PILLIBW-IOAH (O
'SISeq A[D}o9M © UO UOISIAQ[Q) yojem dnoid o3e SIy) ul UdWOM PILLIBW-IIAD JO %[ '€ :HE-(€ 958 UdWOoM PIALLIBW-IOAY (q

%69t (e
SIoOMSUY

xxXii * Reading and Understanding Tables from the 2017-18 PDHS



Example 2 — Prevalence and Treatment of Symptoms of ARI
A Question Asked of a Subgroup of Survey Respondents

Table 10.5 Prevalence and treatment of symptoms of ARI
Among children under age 5, percentage who had symptoms of acute respiratory infection (ARI) in the 2 weeks preceding the survey;
and among children with symptoms of ARI in the 2 weeks preceding the survey, percentage for whom advice or treatment was sought,
according to background characteristics, Pakistan DHS 2017-18
Among children under age 5: Among children under age 5 with symptoms of ARI:
Percentage for ~ Percentage for
Percentage with whom advice or whom treatment Percentage who
Background symptoms of Number of treatment was was sought took antibiotic Number of
characteristic ARI' children sought? same or next day drugs children
Age in months
<6 13.6 1,147 82.1 53.4 34.2 156
6-11 174 817 89.1 54.3 43.9 142
12-23 16.6 1,975 87.5 56.9 46.9 328
24-35 12.5 1,919 77.9 41.7 48.3 241
36-47 14.5 1,960 83.9 48.3 49.4 283
48-59 10.3 1,982 85.4 50.6 50.1 203
Sex
Male 141 4,874 84.4 50.8 45.3 685
Female 13.6 4,926 84.1 50.7 47.4 668
Mother's smoking
status
Smokes
cigarettes/tobacco 17.9 452 70.4 22.6 31.1 81
Does not smoke 13.6 9,345 85.1 52.6 47.3 1,272
Cooking fuel
Electricity or gas 12.6 4,409 89.3 61.0 49.8 555
Coalllignite * 11 2 * * 0
Charcoal 8.1 196 @ 4 * * 16
Wood/straw3 15.3 4,777 79.8 44.2 441 731
Animal dung 12.1 404 @) (34.6) (45.8) 49
No food cooked in
household * 2 * * * 2
Residence
Urban 12.8 3,173 87.4 57.4 46.1 407
Rural 14.3 6,627 82.8 47.9 46.5 946
Mother's education
No education 14.1 4,750 80.7 42.7 451 672
Primary 16.7 1,614 85.2 55.7 41.0 269
Middle 14.6 930 86.9 54.5 40.2 136
Secondary 12.9 1,224 88.9 64.8 58.1 158
Higher 9.3 1,282 92.2 62.0 57.0 119
Wealth quintile
Lowest 15.2 2,183 73.9 36.0 40.8 331
Second 16.7 1,933 83.8 45.6 41.9 323
Middle 13.8 2,043 88.3 56.6 52.4 283
Fourth 11.3 1,898 89.1 57.5 47.0 215
Highest 11.6 1,742 90.7 67.9 53.4 202
Region
Punjab 13.0 5,104 86.1 60.9 46.4 662
Urban 12.3 1,657 89.0 65.0 44 1 204
Rural 13.3 3,447 84.8 59.1 47.4 458
Sindh 14.7 2,275 85.4 36.3 48.4 334
Urban 10.9 1,027 89.6 48.4 48.5 112
Rural 17.8 1,247 83.3 30.1 48.4 222
Khyber
Pakhtunkhwa 16.3 1,592 84.3 54.2 49.5 260
Urban 20.9 283 86.4 58.0 53.9 59
Rural 15.3 1,310 83.7 53.0 48.1 201
(Continued...)
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Table 10.5—Continued

Among children under age 5: Among children under age 5 with symptoms of ARI:
Percentage for  Percentage for
Percentage with whom advice or whom treatment Percentage who
Background symptoms of Number of treatment was was sought took antibiotic Number of
characteristic ARI' children sought? same or next day drugs children
Balochistan 11.4 512 62.2 26.8 23.4 58
Urban 15.7 157 70.4 38.6 323 25
Rural 9.4 354 56.1 18.0 16.9 33
ICT Islamabad 9.4 74 83.6 40.2 48.7 7
FATA 13.2 243 70.6 111 40.4 32

Total* 3 7,800 84.2 50.8 16.4

Azad Jammu and

Kashmir 17.0 314 80.8 49.1 8.9 224
Urban 14.9 194 88.7 52.9 55.3 29
Rural 17.4 1,119 79.7 48.5 48.0 195

Gilgit Baltistan 12.0 995 76.3 35.6 50.6 119

Note: Figures in parentheses are based on 25-49 unweighted cases. An asterisk indicates that a figure is based on fewer than 25
unweighted cases and has been suppressed.

' Symptoms of ARI include short, rapid breathing which was chest-related and/or difficult breathing which was chest-related

2 Includes advice or treatment from public sector (government hospital, rural health centre, maternal and child health centre, basic
health unit, lady health worker), private medical sector (private hospital, clinic, chemist, medical store, private doctor, homeopath,
dispenser, compounder, other private), shops and other. Excludes advice or treatment from a traditional practitioner.

3 Includes grass, shrubs, crop residues

4 Total excludes Azad Jammu and Kashmir and Gilgit Baltistan. Total includes 3 cases with missing information mother's smoking
status and 1 case with missing information on type of cooking fuel.

Read the title and subtitle. In this case, the table is about two separate groups of children: all
children under five (a) and children under five with symptoms of ARI in the two weeks before the survey

(b).

Identify the two panels. First, identify the columns that refer to all children under five (a), and then
isolate the columns that refer only to children under five with symptoms of ARI in the two weeks before
the survey (b).

Step 3: Look at the first panel. What percentage of children under five had symptoms of ARI in the two
weeks before the survey? It’s 13.8%. Now look at the second panel. How many children under five are
there who had symptoms of ARI in the two weeks before the survey? It’s 1,353 children or 13.8% of the
9,800 children under five (with rounding). The second panel is a subset of the first panel.

Step 4: Only 13.8% of children under five had symptoms of ARI in the two weeks before the survey. Once
these children are further divided into the background characteristic categories, there may be too few cases
for the percentages to be reliable.

e Among children whose households use animal dung for cooking fuel, what percentage of
children under five who had recent symptoms of ARI had advice or treatment sought? It’s
90.1%. This percentage is in parentheses because there are between 25 and 49 unweighted cases
in this category. Readers should use this number with caution—it may not be reliable. (For more
information on weighted and unweighted numbers, see Example 3.)

o Among children whose households use charcoal for cooking fuel, what percentage of children
under five who had recent symptoms of ARI had advice or treatment sought? There is no
number in this cell—only an asterisk. This is because fewer than 25 children under five who had
recent symptoms of ARI in households that use charcoal as a cooking fuel had advice or
treatment sought. Results for this group are not reported. The subgroup is too small, and
therefore the data are not reliable.

Note: When parentheses or asterisks are used in a table, the explanation will be noted under the table. If

there are no parentheses or asterisks in a table, you can proceed with confidence that enough cases were
included in all categories that the data are reliable.
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Example 3 — Understanding Sampling Weights in PDHS Tables

A sample is a group of people who have been selected for a survey. In the PDHS, the sample is designed to
represent the national population age 15-49. In addition to national data, most countries want to collect and
report data on smaller geographical or administrative areas. However, doing so requires a large enough
sample size in each area. For the 2017-18 PDHS, the survey sample is representative at the national level;
for urban and rural areas separately; for four provinces including Punjab, Sindh, Khyber Pakhtunkhwa, and
Balochistan; for two regions including Azad Jammu and Kashmir (AJK) and Gilgit Baltistan (GB); ICT
Islamabad; and FATA. In total, there are 13 second-level survey domains.

To generate statistics that are representative of the
Pakistan (excluding AJK and GB) and the 6 regions,
the number of ever-married women surveyed in each
region should contribute to the size of the total
(excluding AJK and GB) sample in proportion to size
of the region. However, if some regions have small
populations, then a sample allocated in proportion to
each region’s population may not include sufficient
women from each region for analysis. To solve this
problem, regions with small populations are
oversampled. For example, let’s say that you have
enough money to interview 12,364 ever-married
women and want to produce results that are
representative of Pakistan (excluding AJK and GB)

Table 3.1.1 Background characteristics of respondents
Percent distribution of ever-married women age 15-49 by selected
background characteristics, Pakistan DHS 2017-18
Women
Background Weighted Weighted Unweighted
characteristic percent number number
Region
| Punjab 53.6 6,630 3,400 |
Sindh 231 2,850 2,739
Khyber Pakhtunkhwa 15.4 1,901 2,378
Balochistan 5.2 642 1,724
[ ICT Islamabad 0.9 107 1,111 |
FATA 1.9 234 1,012
Total' 100.0 212,364 112,364
' Total excludes Azad Jammu and Kashmir and Gilgit Baltistan

and its regions (as in Table 3.1.1). However, the total population of Pakistan (excluding AJK and GB) is
not evenly distributed among the regions: some regions, such as Punjab, are heavily populated while
others, such as ICT Islamabad are not. Thus, ICT Islamabad must be oversampled.

A sampling statistician determines how many ever-married women should be interviewed in each region in

order to get reliable statistics. The

in the table at the right shows the actual number of

ever-married women interviewed in each region. Within the regions, the number of ever-married women
interviewed ranges from 1,012 in FATA to 3,400 in Punjab. The number of interviews is sufficient to get

reliable results in each region.

With this distribution of interviews, some regions are overrepresented and some regions are
underrepresented. For example, the population in Punjab is about 54% of the population in Pakistan
(excluding AJK and GB), while ICT Islamabad’s population contributes only 1% of the population in
Pakistan (excluding AJK and GB). But as the blue column shows, the number of ever-married women
interviewed in Punjab accounts for only about 27% of the total sample of ever-married women interviewed
(3,400 / 12,364) and the number of ever-married women interviewed in ICT Islamabad accounts for 9% of
the total sample of ever-married women interviewed (1,111 / 12,364). This unweighted distribution of
ever-married women does not accurately represent the population.

In order to get statistics that are representative of Pakistan (excluding AJK and GB), the distribution of the
ever-married women in the sample needs to be weighted (or mathematically adjusted) such that it
resembles the true distribution in the Pakistan (excluding AJK and GB). Ever-married women from a small
region, like ICT Islamabad, should only contribute a small amount to the national total. Ever-married
women from a large region, like Punjab, should contribute much more. Therefore, DHS statisticians
mathematically calculate a “weight” which is used to adjust the number of ever-married women from each
region so that each region’s contribution to the total is proportional to the actual population of the region.
The numbers in the purple column (2) represent the “weighted” values. The weighted values can be
smaller or larger than the unweighted values at the regional level. The total national sample size (excluding
AJK and GB) of 12,364 ever-married women has not changed after weighting, but the distribution of the
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ever-married women in the regions has been changed to represent their contribution to the total population
size (excluding AJK and GB).

How do statisticians weight each category? They take into account the probability that a woman was
selected in the sample. If you were to compare the to the actual population distribution
of Pakistan (excluding AJK and GB), you would see that ever-married women in each region are
contributing to the total sample with the same weight that they contribute to the population of the Pakistan
(excluding AJK and GB). The weighted number of ever-married women in the survey now accurately
represents the proportion of ever-married women who live in Punjab and the proportion of ever-married
women who live in ICT Islamabad.

With sampling and weighting, it is possible to interview enough ever-married women to provide reliable
statistics at national (excluding AJK and GB) and regional levels. In general, only the weighted numbers
are shown in each of the PDHS tables, so don’t be surprised if these numbers seem low: they may actually
represent a larger number of ever-married women interviewed.
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SUSTAINABLE DEVELOPMENT GOALS INDICATORS

Sustainable Development Goals Indicators—Pakistan DHS 2017-18

Sex DHS table
Indicator Male Female Total number
2. Zero hunger
2.2.1 Prevalence of stunting among children under 5 years of age 38.2 37.1 37.6 11.1
2.2.2 Prevalence of malnutrition among children under 5 years of age 9.9 9.2 9.5 na
a) Prevalence of wasting among children under 5 years of age 7.6 6.6 71 11.1
b) Prevalence of overweight among children under 5 years of age 2.3 2.6 2.5 11.1
3. Good health and well-being
3.1.2 Proportion of births attended by skilled health personnel na na 69.3 9.7
3.2.1 Under-five mortality rate’ 80 68 74 8.2
3.2.2 Neonatal mortality rate’ 52 33 42 8.2
3.7.1 Proportion of women of reproductive age (aged 15-49 years) who have their need for family
planning satisfied with modern methods? na 48.6 na 7131
3.7.2 Adolescent birth rates per 1,000 women
a) Girls aged 10-14 years® na 0.0 na 5.1
b) Women aged 15-19 years* na 46 na 5.1
3.a.1 Age-standardised prevalence of current tobacco use among persons aged 15 years and older® 22.6 4.7 13.72 3.10.1, 3.10.2
3.b.1  Proportion of the target population covered by all vaccines included in their national programme
a) Coverage of DPT containing vaccine (3 dose)® 77.0 73.6 75.4 10.3
b) Coverage of measles containing vaccine (2™ dose)” 69.6 63.7 66.6 10.3
c) Coverage of pneumococcal conjugate vaccine (last dose in schedule)? 76.6 72.6 74.7 10.3
5. Gender equality
5.2.1 Proportion of ever-partnered women and girls aged 15 years and older subjected to physical,
sexual or psychological violence by a current or former intimate partner in the previous 12
months®10 na 24.8 na 16.12
a) Physical violence na 13.6 na 16.12
b) Sexual violence na 3.6 na 16.12
c) Psychological violence na 20.6 na 16.12
5.3.1 Proportion of women aged 20-24 years who were married or in a union before age 15 and before
age 18
a) before age 15 na 3.6 na 4.3
b) before age 18 na 18.3 na 4.3
5.6.1 Proportion of women aged 15-49 years who make their own informed decisions regarding sexual
relations, contraceptive use and reproductive health care! na 31.4 na 15.0
5.b.1 Proportion of individuals who own a mobile telephone'? 92.7 39.2 66.0° 15.8.1, 15.8.2
Residence DHS table
Urban Rural Total number

7. Affordable clean energy
7.1.1  Proportion of population with access to electricity 99.4 88.1 92.2 2.4
7.1.2  Proportion of population with primary reliance on clean fuels and technology'®

87.8 25.5 48.2 24
Sex DHS table
Male Female Total number
8. Decent work and economic growth
8.10.2 Proportion of adults (15 years and older) with an account at a bank or other financial institution or
with a mobile-money-service provider' 31.6 6.0 18.82  15.8.1,15.8.2
16. Peace, justice, and strong institutions
16.9.1 Proportion of children under 5 years of age whose births have been registered with a civil authority 42.5 41.9 42.2 2.1
17. Partnerships for the goals
17.8.1 Proportion of individuals using the Internet's 28.4 12.0 20.22 3.5.1,35.2

Note: Table excludes Azad Jammu and Kashmir and Gilgit Baltistan

na = Not applicable

" Expressed in terms of deaths per 1,000 live births for the 5-year period preceding the survey

2 Data available for currently married women

3 Equivalent to the age-specific fertility rate for girls age 10-14 for the 3-year period preceding the survey, expressed in terms of births per 1,000 girls age 10-14

4 Equivalent to the age-specific fertility rate for women age 15-19 for the 3-year period preceding the survey, expressed in terms of births per 1,000 women age 15-19
5 Data are not age-standardised and are available for women and men age 15-49 only.

6 The percentage of children age 12-23 months who received three doses of pentavalent (DPT-HepB-Hib)

7 The percentage of children age 24-35 months who received a two doses of measles

8 The percentage of children age 12-23 months who received a three doses of pneumococcal conjugate vaccine

9 Data are available for women age 15-49 who have ever been in union only.

% In the DHS, psychological violence is termed emotional violence.

" Data are available for currently married women who are not pregnant only.

12 Data are available for women and men age 15-49 only.

3 Measured as the percentage of the population using clean fuel for cooking

4 Data are available for women and men age 15-49 who have and use an account at bank or other financial institution; information on use of a mobile-money-service
provider is not available.

15 Data are available for women and men age 15-49 who have used the internet in the past 12 months.

2 The total is calculated as the simple arithmetic mean of the percentages in the columns for males and females.
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INTRODUCTION AND SURVEY METHODOLOGY 1

Institute of Population Studies (NIPS) under the aegis of the Ministry of National Health Services,

Regulations and Coordination. This PDHS is the fourth to be conducted in Pakistan and follows
surveys in 1990-91, 2006-07, and 2012-13. Data collection took place from 22 November 2017 to 30 April
2018. ICF provided technical assistance through The DHS Program, which is funded by the United States
Agency for International Development (USAID) and offers financial support and technical assistance for
population and health surveys in countries worldwide. Support for the survey was also provided by the
Department for International Development (DFID) of the United Nations Population Fund (UNFPA).

r I Yhe 2017-18 Pakistan Demographic and Health Survey (PDHS) was implemented by the National

According to the Population Census of 2017, the total population of Pakistan is 207 million with a growth
rate of 2.4% (Government of Pakistan 2017). The size of the population and the growth rate present serious
challenges to governmental efforts to prevent food insecurity, water scarcity, rapid urbanisation,
inadequate housing, and loss of economic opportunities. Such challenges necessitate regular assessment of
their demographic impact through collection of reliable data in surveys such as the PDHS.

1.1 SURVEY OBJECTIVES

The primary objective of the 2017-18 PDHS is to provide up-to-date estimates of basic demographic and
health indicators. The PDHS provides a comprehensive overview of population, maternal, and child health
issues in Pakistan. Specifically, the 2017-18 PDHS collected information on:

= Key demographic indicators, particularly fertility and under-5 mortality rates, at the national level, for
urban and rural areas, and within the country’s eight regions

= Direct and indirect factors that determine levels and trends of fertility and child mortality
= Contraceptive knowledge and practice
= Maternal health and care including antenatal, perinatal, and postnatal care

=  Child feeding practices, including breastfeeding, and anthropometric measures to assess the nutritional
status of children under age 5 and women age 15-49

= Key aspects of family health, including vaccination coverage and prevalence of diseases among infants
and children under age 5

= Knowledge and attitudes of women and men about sexually transmitted infections (STIs), including
HIV/AIDS, and potential exposure to risk

=  Women's empowerment and its relationship to reproductive health and family planning
= Disability level

= Extent of gender-based violence

=  Migration patterns

The information collected through the 2017-18 PDHS is intended to assist policymakers and program
managers at the federal and provincial government levels, in the private sector, and at international
organisations in evaluating and designing programs and strategies for improving the health of the country’s
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population. The data also provides information on indicators relevant to the Sustainable Development
Goals.

1.2 SAMPLE DESIGN

The sampling frame used for the 2017-18 PDHS is a complete list of enumeration blocks (EBs) created for
the Pakistan Population and Housing Census 2017, which was conducted from March to May 2017. The
Pakistan Bureau of Statistics (PBS) supported the sample design of the survey and worked in close
coordination with NIPS. The 2017-18 PDHS represents the population of Pakistan including Azad Jammu
and Kashmir (AJK) and the former Federally Administrated Tribal Areas (FATA), which were not
included in the 2012-13 PDHS'. The results of the 2017-18 PDHS are representative at the national level
and for the urban and rural areas separately. The survey estimates are also representative for the four
provinces of Punjab, Sindh, Khyber Pakhtunkhwa, and Balochistan; for two regions including AJK and
Gilgit Baltistan (GB); for Islamabad Capital Territory (ICT); and for FATA. In total, there are 13 second-
level survey domains.

The 2017-18 PDHS followed a stratified two-stage sample design. The stratification was achieved by
separating each of the eight regions into urban and rural areas. In total, 16 sampling strata were created.
Samples were selected independently in every stratum through a two-stage selection process. Implicit
stratification and proportional allocation were achieved at each of the lower administrative levels by
sorting the sampling frame within each sampling stratum before sample selection, according to
administrative units at different levels, and by using a probability-proportional-to-size selection at the first
stage of sampling.

The first stage involved selecting sample points (clusters) consisting of EBs. EBs were drawn with a
probability proportional to their size, which is the number of households residing in the EB at the time of
the census. A total of 580 clusters were selected.

The second stage involved systematic sampling of households. A household listing operation was
undertaken in all of the selected clusters, and a fixed number of 28 households per cluster was selected
with an equal probability systematic selection process, for a total sample size of approximately 16,240
households. The household selection was carried out centrally at the NIPS data processing office. The
survey teams only interviewed the pre-selected households. To prevent bias, no replacements and no
changes to the pre-selected households were allowed at the implementing stages.

Due to non-proportional sample allocation, the sample was not self-weighting. Weighting factors have
been calculated, added to the data file, and applied so that results are representative at the national level for
Pakistan (including FATA and ICT Islamabad) and separately for Azad Jammu and Kashmir and Gilgit
Baltistan.

The 2017-18 PDHS included all ever-married women age 15-49. Those who were either permanent
residents of the selected households or visitors who stayed in the households the night before the survey
were eligible to be interviewed. The survey of men was conducted in one-third of the sample households,
and all ever-married men age 15-49 in these households were included. In these households, one eligible
woman in each household was randomly selected to be asked additional questions about domestic
violence. Similarly, height and weight information was collected from eligible women age 15-49 and
children age 0-59 months only in those households selected for the man’s survey.

The survey was successfully carried out in 561 clusters, after dropping 19 clusters due to security concerns
during the fieldwork. These clusters were in Balochistan (1), FATA (2), Gilgit Baltistan (6), Khyber

! The 2017-18 PDHS presents national data totals for Pakistan that exclude Azad Jammu and Kashmir as well as
Gilgit Baltistan. To compare the current data with older data from the 2012-13 PDHS (which already excluded
Azad Jammu and Kashmir), the data was rerun to also exclude Gilgit Baltistan.
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Pakhtunkhwa (4), Azad Jammu and Kashmir (1), Punjab (2), Sindh (1) and ICT Islamabad (2 restricted
areas).

1.3  QUESTIONNAIRES

Six questionnaires were used in the 2017-18 PDHS: Household Questionnaire, Woman’s Questionnaire,
Man’s Questionnaire, Biomarker Questionnaire, Fieldworker Questionnaire, and the Community
Questionnaire. The first five questionnaires, based on The DHS Program’s standard Demographic and
Health Survey (DHS-7) questionnaires, were adapted to reflect the population and health issues relevant to
Pakistan. The Community Questionnaire was based on the instrument used in the previous rounds of the
Pakistan DHS. Comments were solicited from various stakeholders representing government ministries
and agencies, nongovernmental organisations, and international donors. The survey protocol was reviewed
and approved by the National Bioethics Committee, Pakistan Health Research Council, and ICF
Institutional Review Board. After the questionnaires were finalised in English, they were translated into
Urdu and Sindhi. The 2017-18 PDHS used paper-based questionnaires for data collection, while computer-
assisted field editing (CAFE) was used to edit the questionnaires in the field.

The Household Questionnaire listed all members of and visitors to selected households. Basic
demographic information was collected on each person listed, including age, sex, marital status, education,
and relationship to head of household. For children under age 18, survival status of parents was
determined. The data on age, sex, and marital status of household members was used to identify women
and men eligible for individual interviews. The Household Questionnaire also collected information on
characteristics of the household’s dwelling unit, such as source of drinking water; type of toilet facilities;
materials used for flooring, external walls, and roofing; ownership of various durable goods; ownership of
mosquito nets; migration; and disability.

The Woman’s Questionnaire was used to collect information from all eligible ever-married women age
15-49. These women were asked questions on the following topics:

=  Background characteristics (including age, education, and media exposure)

= Pregnancy history and child mortality

= Knowledge, use, and source of family planning methods

=  Antenatal, delivery, and postnatal care

=  Vaccinations and childhood illnesses

= Breastfeeding and infant feeding practices

= Marriage and sexual activity

= Fertility preferences (including desire for more children, ideal number of children)

=  Women’s work and husbands’ background characteristics

=  Knowledge, awareness, and behaviour regarding HIV/AIDS and sexually transmitted infections

= (STIs)

=  Knowledge, attitudes, and behaviour related to other health issues (e.g., smoking, tuberculosis,
hepatitis)

=  Domestic violence

The Man’s Questionnaire was administered to all ever-married men age 15-49 in the subsample of
households selected for the man’s survey. The Man’s Questionnaire collected much of the same
information as the Woman’s Questionnaire but was shorter because it did not contain a detailed
reproductive history or questions on maternal and child health.

The Biomarker Questionnaire was used to record the results of the anthropometry measurements of
women and children. This questionnaire was administered only to a sub-sample selected for the men’s
survey. All children 0-59 months and all ever-married women age 15-49 were eligible for height and
weight measurement.
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The purpose of the Fieldworker Questionnaire was to collect basic background information on the
people who collected data in the field (supervisor, editor, and interviewers).The questionnaire was used to
record background information from the interviewers that will serve as a tool in conducting analyses of
data quality. Each fieldworker completed a self-administered Fieldworker Questionnaire after the final
selection of fieldworkers and before the fieldworkers entered the field. No personal identifiers are attached
to each 2017-18 PDHS fieldworker’s data file.

The Community Questionnaire was administered during the fieldwork to collect information about basic
infrastructure in the clusters and access to health facilities and services. The Community Questionnaire
was only implemented in rural clusters. Community representatives who provided information for the
questionnaire included, among others, village leaders, counsellors, religious leaders, local teachers, lady
health visitors, and lady health workers.

14 ANTHROPOMETRY

In a subsample of the households selected for the man’s survey, the 2017-18 PDHS recorded height and
weight measurements for children age 0-59 months and women age 15-49. Two enumerators in each field
team were assigned to jointly take measurements. In contrast to the data collection procedure for the
household and individual interviews, data related to anthropometry was initially recorded on the
Biomarker Questionnaire and subsequently entered into interviewers' tablet computers.

1.5 PRETEST

Thirty-one enumerators, eight members of the core team of the project, and two data processing personnel
of NIPS participated in the training to pretest the PDHS survey protocol over a 3-week period in August
2017. Most participants had previous experience in carrying out the PDHS surveys and other household
surveys. The data processing staff was included in the pretest to familiarise them with the survey
instruments. ICF provided technical support for the training.

In addition to discussion on the technical aspects of the survey, the pretest training was designed to train
the trainers for the main training. The training focused on key components such as age probing,
interviewing techniques, and procedures for completing the PDHS questionnaires by using (1) a
contraceptive calendar, (2) completing the vaccination section, and (3) standardizing procedures for
anthropometry. The hands-on training emphasised adult learning principles. The participants worked in
groups using various training techniques, such as interactive question-and-answer sessions, case studies,
and role plays. Along with the enumerators, the trainers administered the questionnaires in the field,
provided feedback on the content and language of the questionnaires, and learned the various techniques of
training.

The fieldwork for the pretest was carried out in four locations focusing on the two language groups (Urdu
and Sindhi). These locations were (1) Gujar Khan Tehsil in Rawalpindi, Punjab; (2) Haveli in Abbottabad,
Khyber Pakhtunkhwa; (3) Panjaar in Kahuta Tehsil, Punjab; and (4) Sukkur in Sindh. Each team carried
out the pretest in both an urban and a rural location. Following the fieldwork, a debriefing session was held
with the pretest field staff. The questionnaires were modified based on lessons drawn from the exercise.

1.6 TRAINING OF FIELD STAFF

The main training of the 2017-18 PDHS started on 23 October 2017 in Islamabad. The training included
four weeks of orientation on data collection instruments followed by field practice. The 169 participants
for the main training were selected through a strict vetting process. Applicants had to take written and
computerised tests followed by a personal interview to qualify for the main training. Attendees came from
different parts of Pakistan and represented major language groups within the country. Most of the
candidates had previous fieldwork experience, and some had experience gained through previous rounds of
the PDHS.
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Six members of the core project staff and one data processor participated in the main training as
facilitators. ICF staff provided technical support during the training sessions. The participants were divided
into three classrooms of about 56 participants each. The training sessions included discussion of concepts,
procedures, and methodology of conducting the DHS survey. Participants were guided through the
questionnaires. In-class exercises were carried out, keeping in mind that involving participants in the
training process gives them a better understanding of the training content. Various techniques were used to
facilitate the training. These included role playing on filling a household schedule, age probing in pairs,
consistency checking for age and date of birth, correcting errors in the pregnancy history table, filling up a
contraceptive calendar with given cases, and transcribing vaccination cards. The field editors trained on
using the CAFE system.

The 2017-18 PDHS interviewers collected data on height and weight for eligible women and children.
Two female members of each team were trained to take both measurements. The anthropometry training
included lecture sessions, hands-on demonstrations, and practical exercises. Children were brought to the
training venue for the participants to practice taking their measurements. After the training and practice
sessions, a standardisation exercise was carried out for anthropometry, in which the designated 44
measurers weighed and measured the same group of children twice to assess the accuracy and precision of
the measurements. The results of the standardisation exercise were presented. Inter-observer and intra-
observer variations of the same measurements as well as the concept of accuracy and precision were
explained to the participants. Those who were out of range three or more times were trained further. In
addition, the supervisors and quality control staff were trained on anthropometry to equip them to monitor
the fieldwork and provide appropriate feedback.

Throughout the training, participants were evaluated through in-class exercises, quizzes, and observations
made during field practice. At the end of the training, the 22 fieldwork teams were formed by selecting
supervisors, enumerators, and field editors based on their performance. Ultimately, 22 supervisors, 88
participants, and 22 field editors were identified, while the rest of the participants were kept as reserves.

The supervisors received additional training in performing supervisory activities, data quality control
procedures, fieldwork coordination, and management. They learned to assign households and review the
completed questionnaires. The field editors received the completed questionnaires and edited them with
the CAFE system, identifying and dealing with error messages, providing feedback to the field teams,
closing clusters, and transferring interviews to the central office via the secure internet file streaming
system (IFSS) developed by The DHS Program. Four provincial coordinators and 13 quality controllers
were trained along with the supervisors and also received additional training on supporting the teams and
monitoring the fieldwork.

1.7 FIELDWORK

The fieldwork of the 2017-18 PDHS was launched under close supervision from three focal points;
namely, Islamabad on 22 November 2017 and Sindh and Balochistan on 23 November 2017. Fourteen
teams were deployed in clusters around Islamabad, four teams in Sindh, and four teams in Balochistan.
Each team consisted of one supervisor, one field editor, one male interviewer, and three female
interviewers. The NIPS core team, provincial coordinators, quality controllers, and ICF staff closely
monitored the teams. After fieldwork in the first clusters, teams were brought back to the central location
for a review session where the teams had an opportunity to clarify any questions. The teams were then
dispatched to their respective clusters. The fieldwork and data collection lasted until 30 April 2018. The
fieldwork in some districts took longer than expected due to access and security challenges. As mentioned
earlier, the fieldwork could not be carried out in 19 out of the 580 clusters.

Fieldwork monitoring was an integral part of the 2017-18 PDHS, and several rounds were carried out by
the PDHS core team, the provincial coordinators, the quality controllers, and ICF staff. The monitors were
provided with guidelines for overseeing the fieldwork. The quality and progress of data collection was also
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monitored through weekly field check tables and dashboards generated from conducted interviews. These
were sent to the central office and used to provide regular feedback to the teams.

1.8 DATA PROCESSING

The processing of the 2017-18 PDHS data began simultaneously with the fieldwork. As soon as data
collection was completed in each cluster, all electronic data files were transferred via IFSS to the NIPS
central office in Islamabad. These data files were registered and checked for inconsistencies,
incompleteness, and outliers. The field teams were alerted to any inconsistencies and errors. Secondary
editing was carried out in the central office, which involved resolving inconsistencies and coding the open-
ended questions. The NIPS data processing manager coordinated the exercise at the central office. The
PDHS core team members assisted with the secondary editing. Data entry and editing were carried out
using the CSPro software package. The concurrent processing of the data offered a distinct advantage as it
maximised the likelihood of the data being error-free and accurate. The secondary editing of the data was
completed in the first week of May 2018. The final cleaning of the data set was carried out by The DHS
Program data processing specialist and completed on 25 May 2018.

Throughout this report, numbers in the tables reflect weighted numbers. Percentages based on 25 to 49
unweighted cases are shown in parentheses. Percentages based on fewer than 25 unweighted cases are
suppressed and replaced with an asterisk, thereby cautioning readers that a percentage based on fewer than
50 cases may not be statistically reliable.

1.9 RESPONSE RATES

Table 1.1 shows response rates for the 2017-18 PDHS. A total of 15,671 households were selected for the
survey, of which 15,051 were occupied. The response rates are presented separately for Pakistan, Azad
Jammu and Kashmir, and Gilgit Baltistan. Of the 12,338 occupied households in Pakistan, 11,869
households were successfully interviewed, yielding a response rate of 96%. Similarly, the household
response rates were 98% in Azad Jammu and Kashmir and 99% in Gilgit Baltistan.

In the interviewed households, 94% of ever-married women age 15-49 in Pakistan, 97% in Azad Jammu
and Kashmir, and 94% in Gilgit Baltistan were interviewed. In the subsample of households selected for
the male survey, 87% of ever-married men age 15-49 in Pakistan, 94% in Azad Jammu and Kashmir, and
84% in Gilgit Baltistan were successfully interviewed.

Overall, the response rates were lower in urban than in rural areas. The difference is slightly less
pronounced for Azad Jammu and Kashmir and Gilgit Baltistan. The response rates for men are lower than
those for women, as men are often away from their households for work.
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Table 1.1 Results of the household and individual interviews

Number of households, number of interviews, and response rates, according to residence (unweighted), Pakistan DHS
2017-18

Pakistan Azad Jammu and Kashmir Gilgit Baltistan

Result Urban Rural Total Urban Rural Total Urban Rural Total
Household interviews

Households selected 6,631 6,184 12,815 921 871 1,792 336 728 1,064

Households occupied 6,389 5949 12,338 895 833 1,728 307 678 985

Households interviewed 6,091 5,778 11,869 877 820 1,697 304 670 974

Household response rate' 95.3 97.1 96.2 98.0 98.4 98.2 99.0 98.8 98.9
Interviews with ever-married

women age 15-49

Number of eligible women 6,545 6,573 13,118 871 898 1,769 330 713 1,043

Number of eligible women

interviewed 6,098 6,266 12,364 846 874 1,720 310 674 984

Eligible women response rate? 93.2 95.3 94.3 97.1 97.3 97.2 93.9 94.5 94.3
Household interviews in

subsample

Households selected 2,368 2,208 4,576 329 311 640 120 260 380

Households occupied 2,296 2,136 4,432 318 301 619 111 243 354

Households interviewed 2,187 2,076 4,263 313 298 611 108 242 350
Household response rate in

subsample’ 95.3 97.2 96.2 98.4 99.0 98.7 97.3 99.6 98.9
Interviews with ever-married

men age 15-49

Number of eligible men 1,928 1,706 3,634 190 169 359 86 164 250

Number of eligible men

interviewed 1,640 1,505 3,145 172 164 336 72 138 210

Eligible men response rate? 85.1 88.2 86.5 90.5 97.0 93.6 83.7 84.1 84.0

" Households interviewed/households occupied
2 Respondents interviewed/eligible respondents
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HOUSING CHARACTERISTICS AND
HOUSEHOLD POPULATION

Key Findings

Drinking water: 95% of all households have access to
an improved drinking water source. Only 7% of the
households use an appropriate water treatment
method.

Sanitation: 70% have an improved sanitation facility
that is not shared with the other households; however,
25% have flush toilet linked to the septic tank.

Electricity: 93% of the households have electricity.

Indoor smoke: 49% of the households use solid fuel
for cooking.

Birth registration: 42% of children under age 5 are
registered, and 36% have a birth certificate; 84% of
adults age 18 and above have a National Identity Card.

Education: 50% of women have no education
compared with 34% of men.

School attendance: Net attendance ratio (NAR) is
59% at the primary level and 38% at the
middle/secondary level.

provides context to interpret demographic and health indicators and indicate the representativeness of

Information on the socioeconomic characteristics of the household population in the 2017-18 PDHS

the survey. In addition, this information sheds light on the living conditions of the population.

This chapter presents information on household population composition, wealth, educational attainment,
school attendance, birth registration, family living arrangements, and housing characteristics, including
source of drinking water, sanitation, exposure to smoke inside the home, and hand washing.

2.1 DRINKING WATER SOURCES AND TREATMENT

Improved sources of drinking water

Include piped water, public taps, standpipes, tube wells, boreholes, protected
dug wells and springs, and rainwater. Households that use bottled water for
drinking are classified as using an improved source only if their water source
for cooking and hand washing comes from an improved source.

Sample: Households
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Improved sources of water protect against outside
contamination so that water is more likely to be safe
to drink. In Pakistan, almost all households (95%)
have access to an improved source of drinking water
(Table 2.1 and Figure 2.1). The most common
source of drinking water in Pakistan is a tube well or
borehole (55%), followed by piped water (24%).
Tube wells or boreholes are the most common source
in the both urban and rural areas (37% and 65%,
respectively). Seventy-three percent of households
have drinking water on their premises, and 10% of
households spend more than 30 minutes to obtain
water. Eighty-seven percent of households using
piped water or water from a tube well or borehole
reported that water was available without
interruption in the past 2 weeks (Table 2.2).
Availability of water without interruption was higher
in rural (92%) than in urban (78%) areas.

Figure 2.1 Household drinking water
by residence

Percent distribution of households by source
of drinking water
= Unimproved source
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Note: Excludes Azad Jammu and Kashmir and Gilgit Baltist