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EXECUTIVE SUMMARY

Violence is the second leading cause of premature death and one of the leading causes of
morbidity in South Africa (Bradshaw et al., 2003). Unlike many public health problems, the
causes of violence are predominantly socioeconomic (rather than biological) in nature. The
intersection between violence and varying measures of socioeconomic position is one that
deserves specific attention in South Africa due to high levels of violence in the country, the
social nature of violence, and the high degree of socioeconomic inequities existing in the

country.

The aim of this dissertation is to identify risk factors for violence and the degree to which
socioeconomic position (operationalised as employment, education and household wealth)

plays a role in determining rates of violence within South Africa. Specific objectives of the

research are:
D To determine the rate and descriptive characteristics of violence in South Africa;
2) To identify individual and household level risk factors associated with the experience

of violent injury among South Africans; and,
3) To compare the degree to which different components of socioeconomic position
affect the experience of violent injury among South Africans and the likelihood of a violent

death occurring in the household.

Data for this research came from the 1998 South African Demographic and Health Survey. The
outcome of interest was interpersonal physical violence, defined as an intentional act of
physical force committed against another person which results in injury or death. Logistic
regression analysis for survey data was conducted at the individual and household levels using
Stata Version 8.0 (College Station, Texas, USA). Controlled model building procedures were

utilised in multivariate analyses.

This research found that the overall monthly violent injury rate in South Africa averaged
158/100,000 people (95% CI: 123/100,000, 203/100,000). An individual’s experience of
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violence was significantly correlated with being male, increasing age, increasing education,
alcohol use, living in an informal settler*zxent, and being employed. No association was found
between the experience of violence and &race of the individual, sex of the head of household or
household wealth at this level. In the mtjltivariate analysis, the effect of employment on
violence diminished when other measuri:s of socioeconomic position were controlled for, yet

the protective effect of living in the wealthiest quintile remained.

Of households sampled in the SADHS, 0.89% (95% CI: 0.71%, 1.11%; N= 103) had
experienced one or more deaths due to \ﬁiolence in the past year. Households that were most
likely to experience a death due to violence were those in informal urban areas, in the 4"
quintile of the asset index (the second wealthiest group), had eight or more family members,
were headed by a female or were Black/African. While the crude effect of employment of the
household head was protective against t};e experience of a violent death at the bivariate level,
this effect was diminished once demographic characteristics of the head of household and other
measures of socioeconomic position werie controlled for. Similarly, the effects of the asset
index or head of household demographids on violent death were no longer significant in the

multivariate analysis.

Based on the bivariate analysis, there was evidence that household deaths due to violence have
greater negative correlation with increasing socioeconomic position than violent injuries at the
individual level. These individual level ﬁndings are not consistent with research conducted in
more developed countries (where emplof(ment and education are commonly protective against
violence), therefore they require further ihvesti gation to draw out the pathways between

employment and education and the individual experience of violence. Possible reasons for the
inconsistency could be the influence of h;eavy alcohol use in the sample population which
confounded the association between employment and violence at the individual level or the
close relationship between race and soci(;economic position in South Africa. Although
temporality is notoriously difficult to estz;iblish in cross-sectional studies such as this, the
results have pertinent implications in terms of monitoring changes in violence over time and

identifying areas for future research.



This research provided an overview of the epidemiology of violence in South Africa that
enables researchers working on small-area studies or studies that address particular types of
violence (for example, youth violence or violence against women) to compare results to those
at the national level or an earlier time period. Currently in South A frica, the response to
violence is heavily weighted on the reactive side rather than the preventive one, as response is
strongest in the fields of law enforcement and criminal justice. It is clear from this research that
the issues surrounding violence expand far beyond those that can be addressed through the
criminal justice system alone. Violence has an immense impact on the health of an individual
and the community at large. In order for an effective preventive response to the astounding
rates of violence in South Africa to take place, the Departments of Health and Social Welfare
must take active steps to make coordinated and committed efforts to ensure that violence is
monitored closely through surveillance, violence reduction targets are set and intervention and
prevention programmes are developed to meet those targets. Evaluation of these initiatives
through surveillance mechanisms and further epidemiological research will in turn lead to the

adjustment and improvement of violence prevention programmes and policies.
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1.0 INTRODUCTION

1.1  Violence as a public health concern

Internationally and within South Africa there is a growing recognition of violence as a major
public health concern. Violence affects the health of the community through myriad pathways
that are both biomedical and sociological in nature. The complexity of the relationship
between violence and health and the importance of the surrounding social context requires
that violence research extends beyond the fields of criminology and law (the traditional
academic centres of violence research in South Africa). Specifically, it is important to turn to
the field of public health and research the epidemiology of violence in order to identify the
root causes of violence and find ways to measure and critically assess the social and economic
environment in which violence in South Africa is taking place (Butchart and Brown, 1991).
By understanding the epidemiology of violence within South Africa, public health initiatives
and social policies can utilise primary prevention methods to curb the high rates of violence in
the country. Primary prevention is at the centre of public health efforts. With respect to
violence prevention, this approach addresses the upstream (or root) causes of violence at both
individual and societal levels to reduce or eliminate the catalysts for violence. The effect of
public health initiatives is widespread rather than individualised, meaning whole communities

or target populations benefit from the effort.

Kawachi and colleagues have suggested that the social conditions that are prevalent in areas
experiencing high crime rates are also relevant in explaining geographic differences in other
health outcomes (Kawachi et al., 1999). When the pathways leading to violence (such as

unemployment or poverty) and pathways linking violence with other health problems (such as



increased rates of HIV transmission) are better understood, public health initiatives can
address these interactions. By utilising@ more holistic and comprehensive methods that
consider the complexity of causes and kesults of violence rather than focus on the motivation
of an individual offender, programmes developed with the goal of violence prevention may

also be effective in addressing other health and social problems.

12 Definitions and types of violence

Violence can take the form of physical, sexual, psychological, verbal, or economic abuse.
Violence can be interpersonal, self-inﬂfcted or political (which is also referred to in the
literature as collective violence since a person or group of people is generally attacked for
their association with a particular groué). The term ‘interpersonal violence’ encompasses
several sub-topics such as child abuse, jntimate partner violence, sexual violence, elder abuse,

violence in the workplace, youth violence and other violent crime.

This research will focus on interpersoneil physical violence; an intentional act of physical
force committed against another person|which results in injury or death. The data used in this
dissertation is victim-based, hence analysis will identify risk factors for and the distributions
of violent victimisation in South Africa rather than that of perpetrating violence. Given the
difficulties in accessing a large sample of the perpetrator population that is required for
national epidemiologic research, this method is common in studies of violence. Thomson
(2004) has shown that in South Africa victims and perpetrators of violence often share similar
characteristics in terms or sex, age and race, suggesting that demographic differences between

victims and perpetrators may not be verj significant. As this research is addressing the



problem of violence from a public health perspective, it is particularly important to look at the

phenomenon in light of who is being victimised, rather than who is perpetrating violence.

1.3  Socioeconomic position in the South African context

Unlike many public health problems, there are few instances when the causes of violence can
be attributed primarily to biological phenomena; rather, causes are predominantly
socioeconomic in nature. Socioeconomic position has long been tied to poor health outcomes
and increasingly it has been researched with respect to violence. Proxies for socioeconomic
position (namely employment, education and household wealth) are the primary risk factors

of interest in this study.

In South Africa, socioeconomic position and race are closely intertwined (Parry et al., 2005).
Historical policies in South Africa ensured that socioeconomic position was determined by an
individual’s race (or ‘population group’ as set out by the Population Registration Act of
1950). This Act created four population groups in which each person was assigned a racial
classification at birth. The four groups were African (alternatively Black), Coloured, Asian (or
Indian), and White. Membership to a population group dictated an individual’s residential
location, standard of education they received, jobs that were available, facilities they could
use, and many other day-to-day activities that determined both quality of life and social status
within the community (Gilbert, 1996). Although the population group classification system
was repealed in 1991, the health and social inequities that were created from this system
remain today. For the remainder of the dissertation ‘race’ is used in reference to this

population group classification. Most socioeconomic and health data in South Africa have



been collected and reported under this dlassification scheme and as a result, it is common for
health and social research in South Africa to continue using this classification to monitor the

improvements in socioeconomic disparities in health over time (Parry et al., 2005).

1.4  Social Epidemiology

Social epidemiology is a discipline in pﬁblic health that specifically seeks to identify the
social determinants of health and illnessii within a population. While sociologists study how
social structures and levels of stratiﬁcation within a society are defined and redefined, social
epidemiologists study the effect that these structural positions have on the health of the
population (Lynch and Kaplan, 2000). What sets social epidemiology apart from other types
of epidemiology (chronic or infectious disease epidemiology for example) is the explicit focus
on societal determinants of health. Emphasis is placed on drawing out the pathways and
mechanisms that mediate or modify the relationship between broad social and economic
factors (such as income, education, and Employment) and disease or injury. Social
epidemiology is increasingly being used|to test theories around the risk factors associated with
violence in particular contexts. Identifying the root causes of violence within a specific
country will enable professionals in the ﬁelds of medicine, law enforcement, criminal justice,

education, social work, and policy-makers to engage in appropriate primary prevention efforts

to reduce the appalling burden of violen¢e in South Africa.

Statistical methods used in social epiden:tiology are continuing to develop. One such
methodology that is increasingly used to|better understand the particular pathways between

socioeconomic factors and health outconil% is multilevel research. The complexity of the



interactions between social and economic determinants of health requires that exposures are
explored from several different directions, as well as throughout an individual’s lifecourse
(Lynch and Kaplan, 2000). This is why statistical analysis on multiple levels (such as the
examination of exposures and pathways that are biological as well as psychological or social
in nature or exposures that come from the individual, family, organizational, or societal

levels) are often utilised in the field.

1.5  The need to understand the role of socioeconomic position in determining rates of
violence in South Africa

Internationally, epidemiological research conducted in developing countries has been referred
to as ‘exotic’; despite the fact that a majority of the world’s population resides in these areas
(Pearce, 2004). Particularly with respect to violence it could be argued that developing
countries are not so much ‘exotic’, but rather they provide a ‘mainstream’ environment for
conducting this research, as worldwide, violence disproportionately affects low- and middle-
income countries. In fact, it has been estimated that 90% of all violence-related deaths occur
in these countries (Krug et al., 2002). Pearce (2004) notes that it is important to avoid
applying research methodologies and assumptions that are utilised in developed countries to
developing countries without first taking into consideration the local customs, beliefs,
economic divisions and social practices that are intrinsically different from area to area. For
example, while income is a common proxy for socioeconomic position in developed countries
it is not an adequate measure of such in South Africa (or many developing countries), as
sharing amongst neighbours and family members is common (thereby increasing wealth and

available resources without monetary income) and a large percentage of the population is



unemployed in the formal sector and without any income at all. This point is reiterated by
Lynch and Kaplan (2000) as they point iout the importance of understanding the conceptual
theories (or pathways) that link socioeconomic position to health outcomes in a particular
context before identifying what measures of socioeconomic position are most suitable for the

research.

As violence has been identified as a serious public health threat within South Africa, it is
imperative to examine the risk factors f(}r violence that are specific to the South African
context. Since nationally representativejepidemiological studies addressing interpersonal
violence have yet to be conducted in South Africa, the relationship between socioeconomic
position and violence has not been established in this setting. Furthermore, it has yet to be
determined which measure of socioeconomic position is the most applicable with respect to
violence and also the strength of the rel{:tionship between violent injury versus violent death
and socioeconomic position. Associations between socioeconomic position and self-reported
health or overall mortality have been found in the United States (Backlund et al., 1996),
Canada (Veenstra, 2000), the United Kihgdom (Ecob and Davey Smith, 1999) and other
developed countries. Relationships between socioeconomic position and violence (Sampson
et al., 1997, Blau and Blau, 1986; Krahn et al., 1986) have also been found in industrialised
countries. However, it cannot be assumed that these relationships are consistent in developing

countries, particularly when the same operational measure of socioeconomic position is used.

South Africa has a political, historical, quitural, and social backdrop that could make the

association between socioeconomic position and violence different than that found in other



countries. For example, the effects of socioeconomic position in South Africa may be more
clouded by race or residential location (such as living in a township or informal settlement)
than for other countries due to apartheid policies that ensured that position was determined by
skin colour. Owing to limitations in available data this research will not explore these issues
in great detail, but it will be able to shed light on the risk factors for violence occurring at the
household and individual levels, determine which socioeconomic factors are risk factors for
this critical health problem, and draw out the relationship that these risk factors have with
respect to race particularly. With these results, researchers can proceed to identify potential
mediating factors that are present in the observed relationship between socioeconomic

position and violence through further primary data collection and analysis.

High rates of violent crime in South Africa foster an urgent need for understanding the risk
factors associated with violence in this setting. A study of the social conditions that are
prolific in violent areas is particularly important in South Africa where discriminatory and
inequitable policies during the apartheid regime defined a repressive social hierarchy and
current policies (such as land redistribution and economic empowerment for example) are

working to redefine this structure.

1.6  Aim and objectives
It is the aim of this dissertation to analyse the prevalence of violence from a public health
perspective by identifying risk factors for violence and the degree to which socioeconomic

position plays a role in determining rates of violence within South Africa.
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Specific objectives of the research are:
1) To determine the rate and descriiptive characteristics of violence in South Africa;
2) To identify individual and housiéhold level risk factors associated with the experience
of violent injury among South Aifricans; and,

3) To compare the degree to which different components of socioeconomic position

affect the experience of violent:;injury among South Africans and the likelihood of a

violent death occurring in the hofusehold.
2.0 LITERATURE REVIEW

2.1  The relationship between viole_bce and public health

Violence is the second leading cause of prematune death and one of the leading causes of
morbidity in South Africa (Bradshaw et ]!al., 2003). While the direct health effects of violence
are obvious, the presence of violence in B community can indirectly affect the health and well-
being of individuals regardless of wheth{i:r direct victimisation occurs. Both direct and

indirect outcomes of violence are discussed at length below.

2.1.1 Violence and physical health

The most obvious health consequence oﬂ:‘ violence is physical trauma. In 1990, trauma and
violence were the second leading cause $f years of life lost (YLL) due to death before the age
of 65 years in South Africa, accounting for 11% of total YLL (Gilbert, 1996). A decade later,

this trend persists with homicide and violence as the second leading cause of YLL, accounting

for 7.5% of the total YLL for all people. This rate is 1 1.6% of the total YLL for males (almost



twice the total YLL that is due to tuberculosis for males) and 2.7% for females (Bradshaw et
al., 2003). It is interesting to note that homicide and violence are the third leading cause of
death for all people (HIV/AIDS and ischemic heart disease being numbers one and two) but
the second leading cause of years of life lost. This indicates the young age at which the

population is affected by violence in this country (Bradshaw et al., 2003).

Aside from its direct health outcomes, violence affects the physical health of individuals
indirectly through the creation of an unsafe environment. Opportunities for physical activity
within the community are greatly reduced when people feel threatened or unsafe going
outdoors in the evening or sending children out to play unattended. For instance, the National
Victims of Crime Survey conducted in South Africa in 2003 found that nearly a third of
respondents would not allow their children to play outside where they lived; nearly a third
were prevented from walking, playing, or resting in open spaces; and a fifth would not walk

to work or town, all for fear of violence and crime (Burton et al., 2004).

2.1.2 Violence and mental health
Victims of violence may also experience emotional trauma. Victims may experience
emotional disturbances such as post traumatic stress disorder (PTSD) that is frequently

associated with flashbacks, nightmares, anxieties, phobias, and withdrawal from society.

A study conducted in the former townships outside of Cape Town reported that 97% of
children surveyed had heard gunshots near their home, nearly half had seen the dead body of a

stranger, and nearly a third had seen someone shot or stabbed in their own home (Standing,



2003). While these children were not the direct recipients of violence, their experiences with
violence have the potential to induce siéniﬁcmt emotional trauma. Frequent witnessing of
violence may perpetuate the cycle of vi<ﬁblence as it has been linked to mental health conditions
such as depression and low self-esteem %(Seedat et al., 2004), both of which could lead to other
risky health behaviours such as alcohol and drug abuse, self-destructive behaviour or lack of

control and submissiveness in sexual reﬂationships.

2.1.3 Economic effects of intezperson%zl violence on the health care system

Throughout the world it has been demobstrated that violence is a financial and administrative
burden on both the health care system abd the national economy (Waters et al., 2004). The
health care system is not only burdenedi by the increase in trauma patients due to violence, but
economically through costs associated ';vith hospital and physician care, emergency medical
transport, medical equipment, mental h%alth counselling, rehabilitation, prescriptions,
coroner’s costs, funeral expenses and réilated insurance costs (Gabor et al., 1996). Direct
medical costs per gunshot victim at the broote Schuur Hospital in Cape Town averaged
US$10,308 in 1998 (Peden and Van der Spuy, 1998). Violence against health workers and it’s
presence in the workplace is also a cau%e of decreased staff morale, which further exacerbates
the health care system through higher stiaff turn-over and increased absenteeism (Marais et al.,

2002).

2.1.4 Social effects of violence
South Africa has been described as having a ‘culture of violence’ in which violence becomes

an acceptable method for solving dispu#es, gaining social acceptance and acquiring goods

10



{Vogelman and Simpson, 1991; Thomson, 2004; Schonteich and Louw, 2001). Arguably, the
normative and legitimised use of violence embedded in this environment may have emerged
in part from the historical use of violence to attain political goals (Hamber and Lewis, 1997).
It has been noted that South Africa’s history of political violence has resulted in decreased
levels of cohesion and trust amongst neighbours, both within and between population groups
(Hamber, 1999). These decreased levels of cohesion and trust may perpetuate the continuation
of violence in communities as they have been identified as risk factors for violence in other

settings (Sampson et al., 1997; Kennedy et al., 1998).

Violence is a complex, social phenomenon that both feeds off of social conditions and
perpetuates the very social conditions that are risk factors, creating a cycle that is difficult to
break. For example, high rates of violence within a community may result in a lack of
investment in the area, leading to poor street lighting, a lack of recreational spaces for youth,
and/or an exodus of business. These factors in turn exacerbate rates of violence due to unsafe
and dark streets that provide an opportunity to commit crimes, a lack of engaging and
stimulating positive activities for youth, and an increase in unemployment which then could

create frustration and stress within families and the community.

2.2  Epidemiology of violence in South Africa

2.2.1 Violent crime and homicide

In 2000, the World Health Organization estimated that the global death rate due to violence
was 28 per 100,000 people (Prinsloo, 2004). For comparison, the homicide and interpersonal

violence age-adjusted rate for South Africa during this year was 72.5/100,000 people, and

11



60.4/100,000 for the World Health Organization’s African region (Matzopoulos et al., 2004).

In the city of Cape Town homicide was jdentiﬁed as the primary cause of premature death in
10 of the 11 sub-districts in 2001 (Groerjewald et al., 2003). The National Injury Mortality
Surveillance System reported in 2002 thkat homicide was the leading cause of non-natural
death in South Africa, accounting for 45% of all fatal injuries within all age groups, and

reaching 56% of fatal injuries in both the 15-24 and 25-34 year age groups (Matzopoulos et

al., 2003).

While South Africa was plagued with political violence during the Apartheid-era (reaching
rates of 250 lives lost per month in the early 1990s), political violence has since declined and
is now over-shadowed by crime-related violence (Hamber, 1999). In 1999, one third of all
reported crimes were violent in nature, substantially more than the 15% in the United States
and the 6% of all crimes recorded in the| United Kingdom (Schonteich and Louw, 2001). In
the former township areas around Cape @Town, organised crime is a substantial part of the
local economy and involves thousands df people, creating a community structure that is built

around and dominated by gangs and critninal elite (Standing, 2003).

2.2.2 Violence against women
South Africa is said to have the highest rates of violence against women of any country in the
world not at war (Wood and Jewkes, 19?7). Violence against women includes crimes and

abuse such as rape, intimate partner violence, rape homicide, violence against prostitutes,

other forms of sexual abuse, and female|genital mutilation. Interviews conducted with women

attending antenatal clinics in Soweto, found over 55% of women to be victims of

12



physical/sexual violence in 2002 (Dunkle et al., 2004). In 1999, women were killed by an
intimate partner at a rate of 8.8 per 100,000 women aged 14 years and older; the highest
reported female homicide rates of anywhere in the world (Mathews et al., 2004). While
statistics on rape are notoriously difficult to collect in any country due to lack of reporting, it
is clear that rape is a particular problem in South Africa. In 1995, South Africa was referred to
as the ‘rape capital of the world’ by the Human Rights Watch report on domestic violence and
rape (Jewkes and Abrahams, 2002:1231). In 1996, there were 210 reported cases per 100,000
women in South Africa, compared to 80/100,000 in the United States in 1990 and

132/100,000 in Botswana in 1993 (Jewkes and Abrahams, 2002).

In addition to the physical and mental health outcomes associated with living with violence
and abuse, violence against women has serious implications for other public health concerns.
The high incidence of rape in South Africa directly results in increased HIV infection rates as
well as that of other sexually transmitted diseases. Intimate partner violence (or domestic
violence) affects transmission rates indirectly through the creation and perpetuation of gender
inequality that greatly reduces the ability of women to successfully negotiate safe sex

practices or have a voice in the relationship regarding family planning.

2.2.3 Youth violence

Following overall patterns of violence in South Africa, youth involvement in violence shifted
from political violence in the 1980s to the involvement in violent crime in the late 1990s. A
qualitative study conducted by the Centre for the Study of Violence and Reconciliation

(CSVR) in 1998 found that the primary motives for youth involvement in violent crime
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included economic gain, the attainment of material possessions, and to prove manhood and
independence through a gang structure. Violence was said to have taken place due to drugs,
robberies, punishment within the gang f{)t not fulfilling duties, to protect turf and honour, and

to achieve respect (CSVR, 1998).

Owing to the HIV epidemic, there have been increasing numbers of children left without
parents (Monasch and Boerma, 2004). While the relationship between orphanhood and crime
and violence has yet to be fully explorerii (Bray, 2003), it has been hypothesised that violence
within a community may increase as thg number of adult role models within the community
decreases and the number of impoverished and independent children increases due to

HIV/AIDS (Bradshaw et al., 2002).

2.2.4  Occupational violence

Although less researched, it is known tﬂjat violence within the workplace occurs globally.
Aside from occupations that are associated with violence such as the military, police and
security services, violence is found embedded in the informal sector in South Africa (a major
source of employment for many women in the South African population) (Pick et al., 2002),
and within the taxi cab ranks (Gilbert, 1996). A study conducted in Cape Town hospitals
found that nearly half of nurses felt unsafe or very unsafe at work due to crime and violence
(Marais et al., 2002). High rates of violence have also been documented in the agriculture

sector, specifically sugarcane farming ih KwaZulu-Natal (Robins et al., 1998).
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2.3  Socioeconomic position and health

The term ‘socioeconomic position’ is often used to describe the social and economic
stratification within a society. Other similar terms used in the literature include social class,
social stratification, social status, social inequality and socioeconomic status (Krieger et al.,
1997). The term ‘socioeconomic position’ refers to the status of an individual that is based on
available resources as well as prestige, and generally both child-based and adult-based
measures are used. This term is used more frequently than socioeconomic status, as the latter
prioritises prestige over material resources as the key determinant of one’s position in society

(Krieger, 2001).

One of the central principles in sociology is that stratification within a society (be it through
income or prestige based measures) leads to the differential distribution of resources within a
society (Williams, 1990). This inequitable distribution of resources clearly has direct health
implications and as expected, the association between socioeconomic position and health has
been recognised and documented for centuries (Lynch and Kaplan, 2000). Recently, a variety
of pathways and mechanisms connecting socioeconomic position and health have been
proposed (for examples see Wilkinson, 1997; Kennedy et al., 1996). In general, those with
higher levels of social position have better health due to an overall greater level of knowledge,
skills, and resources that provide them with jobs, higher incomes and greater access to health

services, healthier foods, and residential neighbourhoods that are safer and less polluted.

There are many ways in which to measure socioeconomic position (Lynch and Kaplan, 2000);

however, the traditional components of socioeconomic position are income, education, and
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occupation (Mayer and Jencks, 1989). Irj settings such as South Africa these measures
become complex and inadequate as emplloyment rates, formal educational attainment and

incomes are low or nonexistent, thus trahitional components of socioeconomic position are

not applicable (Myer et al., 2004).

2.4  Socioeconomic position and vic;}lence

Many theories about income and violeméﬁe stem from the work of Friedrich Engels in 1844 and
Robert Merton in 1938. Engels’ book, q’onditions of the Working Class in England (1968,
reissued), proposes that poverty dehumd:.nises individuals, enabling them to commit acts freely
while Merton’s (1968, reissued) essay “bocial Structure and Anomie” suggests that the
displacement associated with being unable to attain goals through conventional methods
creates a sense of anomie that leads to th}ke use of alternative methods (such as crime and
violence) to attain the goals. Others hyp}bthesise that violence is catalysed by frustration that is
created by the deprivation of resources {Hsieh and Pugh, 1993) or the subculture of violence

that is created in urban poor communiti?s that value fatalism and the excitement associated

with delinquency and violence (Blau and Blau, 1982).

International and South African research on the epidemiology of violence and the effect of
socioeconomic position as a deteminarit of violence demonstrates that there are a multitude
of ways in which to conceptualise both fviolence (such as homicide, different types of violent
crime, or by using either mortality or mbrbidity measures) and socioeconomic position (such
as education, employment, income, or 4sset ownership). In a meta-analysis of 34 international

aggregate data studies Hsieh and Pugh ( 1993) found that of the 41 correlation coefficients for
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poverty and various types of violent crime, 32 (or 78%) were of at least moderate strength
(>0.25). Using census data from 1970, 1980, and 1990, Wallace and Wallace (1998) found
associations between socioeconomic status and both violent death incidence rates and the

spatial density of intentional deaths in the Bronx, New York City.

While a majority of this research is conducted in the United States or Europe some
documentation exists in the developing world. The relationship between psychological and
physical intimate partner violence and various socioeconomic indicators has been found in
Chile, Egypt, India and the Philippines (Bangdiwala et al., 2004). In this research, Bangdiwala
and colleagues found that female education and household wealth (based on a derived asset
index) were protective against intimate partner violence. In Brazil, Gianini and colleagues
(1999) found an association between social class and victimisation of physical aggression in a
hospital-based case-control study. This association remained when sex, age, marital status,

smoking status, alcohol consumption and illicit drug use was controlled for.

In a non-representative qualitative study in Ghana, violence was found to be prevalent
amongst educated, employed and married women and researchers suggested that the
experience of violence may be greater and types of violence experienced may differ for
women with lower socioeconomic position (Amoakohene, 2004). In South Africa, a cross-
sectional study was conducted in three provinces to determine the prevalence of abuse of
women and identify risk factors for these experiences. Researchers found that the victim’s

education was protective against abuse, but other measures of socioeconomic position (such
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as household possessions, or partner’s eﬁiucation or employment) were not significantly

related to a woman’s experience with dd:mestic abuse (Jewkes et al., 2002).
3.0 METHODS

3.1  Study design

This research is a secondary analysis of _}cross-sectional data from the 1998 South African

Demographic and Health Survey (SADI}{S).

32 Demographic and Health Surveys

The Demographic and Health Survey ([:PHS) is a representative nation-wide survey that was
conducted for the first time in South Ad-ica in 1998 through a collaborative effort between
national and international governmental and not-for-profit organisations. Demographic and
Health Surveys are administered intemétionally; nearly 200 surveys have been conducted in
over 70 countries across Sub-Saharan ahd North Africa, Latin America and the Caribbean,
Asia, and parts of Europe since 1984 (Measure DHS, 2005). The aim of the DHS is to assist
countries in collecting and utilising datzjt to monitor and evaluate population, health and
nutrition policies and programmes. The) DHS gathers data at the national and sub-national
level on family planning, maternal and fbhild health, child survival, HIV/AIDS/sexually
transmitted infections (STIs), infectiou% diseases, reproductive health and nutrition as well as

other health problems such as chronic diseases as determined by the country. The DHS is

generally conducted every five years ar*d the survey structure and many variables are similar
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from country to country, which allows for national longitudinal data analysis, or the analysis

of trends over time between different countries.

3.3  Sampling methods of the South African Demographic and Health Survey

All private households in South Africa were eligible for sampling selection. A two stage
sampling design was structured to collect 12,000 complete questionnaires from a nationally
representative sample of women aged 15-49 years. A further objective of the SADHS was to
provide population-group specific estimates for this population. This resulted in an
oversampling of the urban areas of KwaZulu-Natal (by 57%) and an oversampling of Gauteng
(by less than 1%) to ensure that data was collected on enough Asian women to provide

adequate estimates.

Each province was stratified by urban/non-urban areas, with the exception of the Eastern
Cape that was first stratified by five health regions. This stratification resulted in 2 strata per
province for all provinces except for the Eastern Cape (which had 10 strata) making for a total
of 26 strata'. The sampling frame for the survey consisted of a list of approximately 86,000
enumerator areas (EAs) that was created by Statistics South Africa for the 1996 census. EAs
that were exclusively institutional (made up of prisons and mining hostels for example) were

excluded from the sampling frame.

The first stage of sampling was the selection of 972 primary sampling units (PSUs), which

corresponded to the 1996 census EAs. Selection of PSUs was based on probability

! When accounting for this sampling design in analysis, the strata of the Eastern Cape were condensed into urban
and rural only, as consistent with the other provinces and a total of 18 strata were used.
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proportional to the number of visiting pc?bints2 within the unit. Of these PSUs, 690 were from
urban areas and 282 were from non-urban areas. In the second stage of sampling, 10 visiting
points from each of the urban PSUs and 20 visiting points from each of the non-urban PSUs

were selected for the survey. Each visiting point consisted of one, two, or three households. If

a visiting point had two households, both were selected for an interview, if three households
were present, one was chosen at randonij for the DHS interview.

This sample allocation was determined ?:y the target number of women needed to adequately
provide estimates for each province. Thﬁs number was set at 9,000, with an additional 1,000

t

Asian women (from KwaZulu-Natal and Gauteng as mentioned) and an additional 2,000

women in the Eastern Cape as requestecil and paid for by the province. This made a final target

of 12,000 women,

To determine the number of households to be selected within each stratum for each province

to ensure 12,000 women were successﬁillly interviewed the following equation was used:

%Z , where,

X= Target number of women aged 15-49 years
Y= Number of women aged 15-49 yeans per household

Z= Overall response rate

? Visiting points were demarcated during the 1 396 census and are defined as a physical address or dwelling
where a household or group of households can be found. Examples include a house, shack, vacant stand, hotel, a
room in a hostel, shop, house under construction, hut, tent, or a block of flats or apartments. There may be more

than one household at one visiting point. I
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The number of women aged 15-49 years per household was based the 1994 October
Household Survey (resulting in an estimated number of 1.2) and the overall response rate was
assumed to be 80%. Under these assumptions it was estimated that approximately 12,500
households in total would need to be sampled. Assuming that 10 households would be
selected in each urban EA and 20 selected in each non-urban EA and then rearranging some
of the distribution to ensure an even number of EAs within each stratum, the following

selection of EAs was proposed:

Table 1: Proposed number of EAs to be selected, by Province

Province Urban Non-urban Total
Western Cape 94 6 100
Eastern Cape 108 102 210
Health Region A 54 4 58
Health Region B 18 22 40
Health Region C 26 18 44
Health Region D 6 28 34
Health Region E 4 30 34
Northern Cape 74 16 90
Free State 74 16 90
KwaZulu-Natal 130 28 158
North-West 36 34 70
Gauteng 122 2 124
Mpumalanga 40 32 72
Northern 12 46 58
South Africa 690 282 972

Data Source: South Africa Demographic and Health Survey 1998: Full Report.

Of the 972 PSUss selected for the sample, three were not included due to interviewer safety

concerns and three were not included due to loss of questionnaires, leaving 966 PSUs
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represented in the data. For further detail on the sampling methodology refer to the full report

of the 1998 South African Demographijc and Health Survey (SADHS Full Report, 1998).

3.3.1 Questionnaires and response rates

The survey consisted of three questionfixaires: the household questionnaire, the woman
questionnaire, and the adult health questionnaire (all found in Appendix A). The household
questionnaire was administered to eveﬁy household selected through the sample allocation.
Every woman between the ages of 15-‘?9 years in these households answered the woman
questionnaire. In every other householé all people 15 years old and older answered the adult
health questionnaire. Table 2 provides a summary of response rates and respondent
characteristics by age and sex. Speciﬁqi variables taken from each questionnaire are outlined

and discussed in the next section.

Table 2: Sample sizes and characteri‘stics

Questionnaire Number Successfully Response rate  Population
eligible interviewed  (adjusted)* characteristics

Household 12,860 12,247 96.9 All individuals,

questionnaire both sexes

Woman questionnaire 12, 327 ﬂl, 735 95.2 Women aged 15-49
years

Adult health 14, 928 13,827 92.6 Adults aged 15

questionnaire years and older in
every other
household

* This response rate is the adjusted rate once exclusions were made from the sample (for example if
the household was absent during the entire interview period or the dwelling was vacant).
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3.3.2 Pilot studies

Pilot studies for the SADHS were carried out in November 1996 in both urban and rural areas.
Questionnaire instructions and questions were adjusted accordingly based on feedback from
the pilots and translated into all official languages in South Africa (English, Afrikaans,

isiXhosa, isiZulu, Sesotho, Setswana, Sepedi, SiSwati, TshiVenda, Xitsonga and isiNdebele).

3.4  Dependent variables: Specification and measurement

Two dependent variables from the SADHS are used in this analysis, one that provides
information on the experience of violence at the individual level and one that examines
violence at the household level. The survey questions (both from the household questionnaire)

and adjustments made to the variable for this research are discussed below.

3.4.1 Individual level

The respondent of the household questionnaire answered an array of questions for each of the
members in the household, including whether the member had experienced an injury that was
treated by a doctor or nurse during the previous month. If yes, the type of injury experienced
by the member was recorded. The questions (listed below) are numbers 13 and 14

respectively from the Household Schedule of the SADHS, and can be found in Appendix A.

13. Did (NAME) have any injury that was treated by a doctor or nurse during the last

30 days?

14. IF INJURED IN LAST 1 MONTH... What type of injury did (NAME) have?
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Possible responses to this question inc!uded: assault in the home, political violence, other

assault outside of home, self-inflicted xj/iolence, traffic collision, accident at work, sport, or

other unintentional injury. For analysi%, unintentional injuries (traffic collision, accident at

work, sport, or other unintentional ianry) were recoded as zero (no violence experienced in
!

the past month). Owing to the small sahple size, political violence (N= 1) was combined with

violence outside the home.

After preliminary exploration of the sar'nple experiencing self-inflicted violence, it was found
that these individuals were not compaxJFble to either those experiencing violence occurring
inside or outside the home nor those w'rlo did not experience a violent injury. Differences in
distributions of age, race, employmentistatus, and education level were of particular concern
for this analysis. This finding is supponi'ted in research on deaths due to suicide and homicide
that have found distributions of the tw¢‘) types of violence to be significantly different with
respect to race, age and alcohol involvement (Burrows et al., 2003; Lester, 1984). In light of
these findings, reports of self-inflicted iMolence were excluded from the analysis (N=23). It
was anticipated that the inclusion of inhividuals who had suffered from self-inflicted violence
in either group (those who experience4 violence or those who did not) would lead to results
that were difficult to interpret. As diﬁ¢ent risk factors are associated with self-inflicted injury
versus interpersonal injury, inclusion o‘ff the former in the group that experienced violence
would dilute observed effects of risk f%ctors for violence. As people who had experienced
self-inflicted injuries were not similar qo those experiencing no violent injury, it could not be
justified to include them in that popula: ion either. After these adjustments were made a total

of 88 individuals had experienced violénce in the past month and a binary outcome variable

was created by combining violence outside the home and violence inside the home.
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3.4.2 Household level

Unlike data on violent injuries, data collected with respect to deaths in the household did not
include demographic information on the individual who had died. The respondent of the
household questionnaire was asked if anyone in the household had died in the past 12 months,
and if so, how many individuals had died from a violent injury. This question (listed below) is
number 23 in the Household Schedule and can be found in Appendix A: Person, Women, and

Household Questionnaires from the 1998 South African Demographic and Health Survey.

23. In the last 12 months, how many people in your household died from an injury
sustained as a result of violence either between them and other people or from

violence inflicted upon themselves?

Responses to this question ranged from zero to three. Those reporting zero (N= 752) had
deaths in the household that were due to unintentional injuries or natural deaths and were
combined with households who had not experienced any death in the past year (N=11,392).
Households that experienced one to three deaths due to violence (N= 103) were grouped
together to create a binary variable. It was not possible to separate deaths that were a result of
interpersonal violence from those that were a result of self-inflicted violence due to the nature

of the data.
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3.5  Socioeconomic position: Specification and measurement

3.5.1 Absolute deprivation

3511 Background

Traditionally the DHS does not collectiinfonnation on income and expenditure due to the
difficulty in asking these questions andi the inevitable production of unreliable answers.
Instead, many surveys include an assetjindex’ to measure the level of deprivation within
households. Research has suggested thjat while indices derived from socio-demographic data
are not accurate predictors of per capit%ﬁ expenditure, they are sufficient proxies for the

differences in standards of living within a population and adequately explain health-related

behaviour and conditions (Montgomery et al., 2000).

3512 Development

As with many other countries where th}e DHS is conducted, an asset index derived from 55
socioeconomic variables within the sutsfvey was developed and used as a measure of absolute
deprivation (for a complete listing of dese variables see Appendix B). Each variable in the
index is based on a conceptual theory tixat relates it directly to improving health status.
Variables comprising the index are dergived from nine questions in the household
questionnaire regarding the main sourcje of drinking water, type of toilet facility, fuel used for
cooking/heating, number of rooms use%l for sleeping, main material of the floor and walls,

household affordability, and ownershi;f of specific material items.

Each variable was recorded and coded in parallel to the World Bank methodology and entered

into a rotated muiti-factor analysis, wh}ich is a common analytic technique for index
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development (Booysen, 2001). With this process there is an underlying assumption that
households that are consistently wealthy will have similar patterns of asset variables
(Booysen, 2001). When entered into a factor analysis 14 variables received loadings greater
than |0.50| (electricity; ownership of television, refrigerator, car, telephone, washing machine;
uses electricity or wood for cooking/heating; presence of piped drinking water in dwelling;
has own flush toilet, earth floors, mud or plastered walls; and family members never go
hungry). These variables were combined and divided into five population quintiles to create
the primary index used by the Medical Research Council (MRC) in their Burden of Disease

studies (Rosana Norman, personal communication).

The full asset index was tested for internal coherence and nearly all asset variables
consistently showed sharp contrasts between socioeconomic groups, which were defined as
the bottom 40% middle 40% and richest 20% of the population. The index was also tested for
robustness, When the 14-variable index was compared with the full index (using the
Spearman’s rank order correlation coefficient) it was found that 89% of the variability within
the full index was due to its relationship with the alternative 14 variable index. This
correlation was significant at the 99% confidence level (Booysen, 2001). For a comparison of
the 14-variable index with the full index (using 55 variables) with respect to the bottom 40%

middle 40% and richest 20% of the South African population see Table 3.
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Table 3: Differences in the classiﬁca?ﬁon of households on the full index and the index
with variables with factor loadings >/0.50|

Full asset index Index§ with variables with factor loadings >}0.50}

Bottom 40% Middle 40% Richest 20%
Bottom 40% 89.0 11.0 0.0
Middle 40% 104 84.9 47
Richest 20% , 0.0 15.3 84.7

Data Source: Booysen F. (2001). Chapter 2: The Measurement of Poverty. In: Bradshaw D and Steyn
K (eds.) Poverty and Chronic Diseases in South Africa: Technical Report 2001.

It should be noted that the full index fdred similarly with two other indices derived from
variables based on ownership variable% or housing infrastructure, exemplifying the robustness
of the overall index. Finally, the effectiiveness of the index as a proxy for socioeconomic
position has been tested. High correlatjon with traditional measures of poverty was found
when the asset index value at the 40" éopulation percentile (using the full index) was used as
the poverty line. Using Spearman’s cofrelation coefficients to determine the rank order
correlation between provincial poverty estimates, Booysen (2001) found that the poverty level
set by the index was highly correlated with PPP$1 per person per day’ using data from the

1995 Income and Expenditure Survey [correlation coefficient 0.767; p<0.05), as well as with
poverty lines set at R800/month/hh anﬁh R950/month/hh (0.867; p<0.01 and 0.950; p<0.01
respectively) using the 1996 Census déta. For a.complete description of this methodology

refer to Booysen (2001).

* Purchasing Power Parity (PPP)isa way to compare the costs of goods and services between countries, in this
case between the United States and South Africa. PPP$1 per capita per day is an internationally comparable
poverty line. ;
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3.5.1.3 Applicability to South Africa

As a measure of socioeconomic position in the use of the asset index may be more appropriate
than the traditional components of income, employment, occupation or education. The
historical racial division in South Africa significantly limited education and employment
opportunities for a majority of the population in the past, yet current employment may enable
households to attain goods as specified in the index and increase financial status within the
community. A large proportion of the population in South Africa may also be without
employment or a cash income and sharing resources and informal trade among neighbours is
common, making income an ineffective measure of accessible goods and services (Myer et

al., 2004).

3514 Format for analysis
As mentioned, the 14-variable index is used throughout research conducted by the MRC and
therefore it is the format used in the current research. For ease in interpretation the index is

used as a categorical variable in the form of population quintiles.

3.5.1.5 Missing information

Asset index values for the household were only calculated when data was available for all
variables that comprise the index. This resulted in the generation of an index for 98% (N=
12,017) of households interviewed. Of the households for which the asset index was not
calculated, two had a violent death and one household had two violent deaths in it over the

past year.
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3.5.2 Employment

Information on employment status wasé gathered on all individuals aged 10 years and older
(N=39,008). The variable is binary and?i employment is defined as having worked for payment
in the past seven days. Both individualiemployment and employment of the head of household

are used as independent variables for iﬁimdividual and household level analyses, respectively.

3.5.3 Education

Education is used as a proxy for socioeiconomic position in many settings, although may not
be relevant in the South African conte)sf'tt where under the apartheid regime a majority of the
population was denied access to forma! education. Educational attainment was gathered for all

individuals (N=52,906). Education for%both the individual and head of the household is a

continuous variable.*

3.6  Individual level risk factors: $pecification and measurement
The following individual level variablés from the DHS were considered risk factors and
therefore controlled for in the analysesjof violent injuries to reduce the possibility of observed

associations being due to confounding:

In the full- analysis
e Age (continuous)

e  Sex (categorical)

4 Years of education ranged from 0-15, where = subA/class1, 2=subB/class2, 3=Standard1, 4=Standard2,
5=Standard3, 6=Standard4, 7=Standard5, 8=Standard6, 9=Standard7, 10=Standard8, 11=Standard9,
12=Standard10, 13=further studies incomplete, 14=diploma/other postschool complete, 15=further degree
incomplete. ‘
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Race (categorical)

In sub-analyses

Risky alcohol consumption (binary)

CAGE is an internationally used assessment tool for identifying alcoholics. The
acronym stands for the questions utilised by the measure: cut down on drinking — have
tried repeatedly without success; annoyed by criticism about drinking habits; guilty
feelings about drinking; and, eye opener drink needed in the moming. Affirmative
responses to two or more of the CAGE questions indicate an individual who is ‘at-

risk’ for alcoholism (Buchsbaum et al., 1991).

The CAGE questions are numbers 90-93 in the Adult Health Questionnaire, found in

Appendix A and listed below.

90. Have you ever felt that you should cut down on your drinking?

91. Have people annoyed you by criticizing your drinking?

92. Have you ever felt bad or guilty about your drinking?

93. Have you ever had a drink first thing in the morning to steady your nerves or get

rid of a hangover?

Medical coverage through an insurance scheme (birary)

To ensure that the individual level dependent variable was not confounded by the

victim’s ability to receive medical care from a doctor or nurse, information on medical
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coverage was assessed. This wa§ question number 4 from the Adult Health

Questionnaire, found in Appenc?ix A and listed below.
|

1
i

4. Are you covered by a Medicél Aid or Medical Benefit Scheme? (Any scheme that

helps you pay for health/drug sérvices).

Table 4 provides a summary of all vari%lbles used in individual level analyses, indicates the
questionnaire from which they came arhd the number of people eligible for the question. As
illustrated, variables differ in number of respondents due to the different sample sizes
associated with each questionnaire and]the number of people for whom the question was

applicable within each sample.
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Table 4: Summary of variables used in individual level analyses

Dependent variable Questionnaire Number of respondents
Violent injury Household 52,883

Socioeconomic position variables

Asset index Household 51,909
Employment (ages 10 years+) Household 39,008
Education Household 52,491

Full-analyses demographic variables

Age Household 52,875
Sex Household 52,874
Race AdultYWoman 47,091

Sub-analyses risk factors
Risky alcohol consumption Adult 13,789

Medical coverage Adult 13,789

3.6.1 Race methodology and assumptions made

Historically in South Africa, race was ascribed to individuals by population groups defined by

the apartheid system and therefore had four categories. ‘African’ refers to people whose place

of origin is the African continent; ‘White’ refers to Caucasians of European ancestry;

‘Coloured’ is unique to South Africa and includes people who are of mixed Khoi, San, Malay,

European and African ancestry; and ‘Asian/Indian’ refers to individuals from East Asian and

the Indian subcontinent (Norman et al., 2001).
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The adult health questionnaire and the vﬂ}oman questionnaire collected information on the
respondent’s race, the former capturing ﬁ,738 men and 8,073 women and the latter providing
data for 11,735 women. Due to the overllap of women aged 15-49 years answering both

surveys, race was collected on a total ofj 14,206 women, making a total of 19,944 accounts of

reported race.

Of the 5,562 women aged 15-49 years !who answered the adult and woman questionnaires, 33

had contradictory reports of race betwe%n the two surveys. The race variables for these 33

observations were examined alongside Yhe home language of the respondent from the adult
data set. When the primary language spPken at home was an African language, Black/African
was used for the individual’s race (N= ﬁ). With the exception of the previous instance, in a
discrepancy involving an Asian responé;e, Asian was chosen as the race (N=9) due to the
small numbers of Asian people in the d#ta set. The race was chosen to be Coloured if
Afrikaans was the primary language spoken (N= 6) and the alternative race was chosen if
English was the primary language (N= Jl) Table 5 records the assumptions made in the
process for ‘assigning’ race to these 33|observations as well as the number of observations

affected by these assumptions:
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Table 5: Process for assigning race to 33 inconsistent observations

Language Recorded races Race chosen Number of observations
English Black/Af, Coloured  Black 5
English Asian, Coloured Asian 7
English Asian, Black Asian 2
English White, Coloured White i
Afrikaans Coloured, White Coloured 1
Afrikaans Coloured, Black/Af. Coloured 5

The original 19,944 race observations increased to 47,091 under the assumption that
households are racially homogenous. If race data was collected from one member in the
household, the rest of the household was assigned that race. If race data was collected on
more than one member, race was assigned to remaining members only if the originally
recorded races were the same (so the assumption of a racially homogenous household
applied). Races were not assigned to other members if original race data within a household

proved the household racially heterogeneous.

The reason for increasing the data on race was due to the drastic (50%) reduction in the
number of reported experiences of violence if the original 19,944 records of race were used.
Table 6 provides information on the missing accounts of violence with respect to both data
sets, the original race dataset and the second data set when the homogenous household

assumption was applied.

35



Table 6: Number of injuries/deaths dhe to violence, by dataset

Individual level: Injuries due to violence

Full dataset Original race dataset
(N=52,906) (N=19,994)
Experienced a N N % of total
violent injury
No 52,795 19,893
Yes 88 44
Total 52,883 19/937

1

Assumed race dataset
(N=47,091)

N % of total
46,996 88.8
76 86.4
47,027 88.9

Household level: Number of deat% due to violence by race of household head

Full dataset »
(N=12,247) (N=6,688)
Number of N N % of total
violent deaths i
1 95 . 46
2 7 5
3 1 "0

Total deaths 103 - 55

riginal race dataset

Assumed race dataset

(N=10,320)

N % of total
78 82.1
6 85.7
1 100
85 82.5

3.7  Household level risk factors: Specification and measurement

Variables in the analyses at the household level (as risk factors or to control for confounding)

include:

*  Sex of head of household (binary)

e  Apge of head of household (continLous)

e  Race of head of household (categ?brical)

e Number of household members (c}ontz’nuous)

e  Enumerator area type (categon'cd])
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This variable is a classification of EAs by human settlement type. Fifteen such types
were designated in 1996 for the population census. The assignment of an EA to a
particular classification was based on its geographic location (rural, semi-urban or
urban) as well as the type of structures located within the EA (for example formal
structures, semi-formal structures, hostels, institutions, or informal dwellings). For the
purposes of this analysis EA types were used in their collapsed form of five categories:
urban formal, urban informal, commercial farms, tribal authority areas, and other non-

urban areas.

Table 7 provides a summary of all variables used in the household level analysis, indicates the

questionnaire from which the variable came from and the number of households for which

there is data.
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Table 7: Summary of variables usedgin household level analyses

Dependent variable lefationnaire Number of households

Violent death Household 12,247

Socioeconomic position variables

Asset index | Household 12,017
Employment of head Household 12,247
Education of head Household 12,247
Risk factors

Age of head | Household 12,247
Sex of head Household 12,247
Race of head ApulUWomen 10,320
Number of household members 1 Household 12,247
EA type Household 12,247

3.8  Quality control

Quality control measures were built info the SADHS at three levels:

1) Field team leaders were traineq to identify enumerator areas included in the sample

i

and guide interviewers in the selection of households for interviews;

2) Approximately 10% of the sample was re-visited while the study was taking place to

ensure that appropriate households were selected and interviews were carried out; and,
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3) A team of staff from the Human Sciences Research Council conducted independent
quality control visits to check questionnaires for errors, quality of identification and

interviews at the EA and household levels.

Data were cleaned and processed at the MRC in Cape Town. Information was checked for
consistency and completeness and open-ended questions were coded. Incomplete
questionnaires were returned for missing data to be completed. To ensure quality control of
analysis methods, analyses were checked periodically with published DHS data tables

(Bradshaw and Steyn, 2001; SADHS Full Report, 1998).

3.9  Statistical methods

3.9.1 Application of weights to the data sets

Due to the stratified sampling design, clustering and oversampling in some provinces, the
Medical Research Council developed and applied weighting factors to the data to ensure that
resuits were representative to the national population. In the data set the sample weight is
either a seven or eight digit variable. When used in the analysis it was first divided by
1,000,000, as recommended by the MRC. All sample weights are normalised to ensure that
the weighted number of cases is identical to the unweighted number of cases when using the

full dataset with no selection. For self-weighting samples this variable is equal to 1,000,000.

For multivariate analysis survey weights were set based on the strata (defined by urban/rural

location and province), the primary sampling unit (which corresponded to the EA number)

and the sampling weight that was unique for each data set (corresponding to the household,
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adult, or woman questionnaire). When variables used in the analysis came from different
questionnaires, the weight from questio;fmaire containing the variable with the fewest

observations was used.

3.9.2 Preliminary analysis

The primary objective of data analysis '?vas to identify risk factors for violence at the
individual and household levels and detlermine which indicators of socioeconomic position
best explain the high rates of violence i South Africa. To address this question, data were
analysed using the statistical programn{ie Stata Version 8.0 (College Station, Texas, USA). It
is important to note that because of the survey design (and hence survey analysis using the svy
command in Stata) results are not presei*nted in absolute numbers as is traditional in
epidemiological research presentations, All results are weighted percentages and therefore
95% confidence intervals around these Epercentages will be used to indicate precision of the
estimated proportions, means or associ%:tions. In some instances the absolute number of study
respondents will be included to indicatf:: the numbers of observations included in the analysis,
as the total number of reports of violenke varies with different subpopulations formed by the
inclusion of particular variables. This Was demonstrated in Table 6, as the number of violent
injuries or deaths reported varied depelgxding on whether the original race data set, or assumed

race data set was used.
Relevant variables including the weig}fting variable from the three questionnaires were

merged to create one dataset. Preliminjary data analysis consisted of computing and

interpreting descriptive statistics for eth variable of interest. Frequency tables with chi-
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square tests of significance were used to assess the bivariate associations between each set of
exposure and outcome variables. The same analysis was used to assess potential covariate-
exposure and covariate-disease relationships to identify potential confounders for the model

building stage of analysis (Raudenbush and Bryk, 2002).

The initial outcome of interest included self-inflicted violence. As stated previously, it was
decided to drop these observations from the analysis (N= 23) due to the different risk factors
associated with this phenomenon than violence occurring outside or inside the home.

Analyses were then rerun using 88 reports of violence rather than 111.

3.9.3 Multivariate models

Multivariate analyses used adaptations of maximum likelihood estimation format for surveyed
data, through the use of svylogir commands. Models were developed to predict the individual
experience of violence as well as household experience of violence, using logit

transformations and binomial errors.

Automated model building procedures (forward, backward or stepwise regression) are not
supported by survey analysis and are not used for any of the analysis. Due to the sociological
nature of both the outcome and risk factors related to violence, automated building procedures
are not optimal. These procedures do not allow for manual inclusion or exclusion of variables
and therefore can result in models that are not conceptually sound. This was particularly
important in the early stages of model building and analysis, when a wide range of potential

confounding variables and risk factors were considered and analyses were run separately for
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men and women, who not only have diirferent experiences of violence, but different risk
factors leading to these experiences. A tontrolled model building procedure was utilised to
ensure that key confounding variables were included in the analysis and varying hypotheses

around mediation could be explored.

The same model building procedure wafﬁs utilised for individual level and household level
outcomes. Employment (of an individlfal or head of household) and wealth of the household
(as measured by the asset index) were the key independent variables for either outcome. Each
model originated with the bivariate assbciation between an independent variable and the
outcome. Known demographic confoutilding variables were then added to the model
individually (for example sex, age and [race). The third step was to assess the association
between the original measure of sociogconomic position and violence once other measures of
socioeconomic position were added to ithe model (education and either employment or the
asset index for example). Risky drinkiﬁg behaviour was a significant risk factor for violence

and was added to most models as well KRaudenbush and Bryk, 2002).

Standard model diagnostic procedures ?adapted for multivariate models (Hox, 2002;
Raudenbush and Bryk, 2002) cannot b#: applied to survey data using Stata 8, therefore the
adequacy of model fit and other diagngstic procedures such as assessing the normality and
variance of residuals could not be asse%ssed. Analysis of influence through the removal of
specific cases or observations (Rothmzin and Greenland, 1998) would not have been useful,
due to the small number of cases of vic?lenw (N= 88 injuries, 103 households with deaths);

the removal of any would have alterediresults drastically.
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All results are presented at either the individual or household level as proportions with 95%
confidence intervals or p-values or odds ratios with 95% confidence intervals. All statistical

tests are two-sided at =0.05.

3.10 Ethics

Data collected from the SADHS are unlinked and anonymous. The identities of all human
subjects are not known and there was not be any attempt to contact households or residents in
specific geographic areas where the interviews took place. Presented research does not
associate results with any specific communities in South Africa. The SADHS protocol was
approved by the research ethics committee of the South African Medical Research Council
and by the National Department of Health. Owing to the extensive review by multiple
committees of the primary project, the ethics review for secondary analysis of the SADHS
was further granted by the School of Public Health and Family Medicine at the University of

Cape Town.
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40 RESULTS

4.1 Individual level analyses

4.1.1 Description of the individual sar:#tple

Table 8 provides both the crude distribui#ion and crude adjusted distribution (that takes
sampling stratification and clustering in‘to effect) of the SADHS sample population by the
dependent variable and individual level ’Socioeconomic and demographic variables used in the

analysis. The population size is approxi#nately 52,906 unless otherwise noted.

After adjusting for the sampling strateg$f, 0.16% (N= 88) of the sampled population had seen
a doctor or nurse because of a violent ir+jury in the previous 30 days. When people with self-
inflicted injuries were excluded from thLe sample, 20% of all sustained injuries in the month
prior to the survey were due to violenc%l. Approximately 27% of people age 10 and older had
worked for payment in the past week arjﬁd just fewer than 40% of all people had schooling
above the primary level. The study polelation was 53% female and 80% Black/African.
Nearly two-thirds (65%) of the study séjrmple was below the age of 30. Seventeen percent of
adults were considered to be high-risk :*lcohol users as determined by the CAGE

questionnaire.
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Table 8: Description of individual level study sample

Crude %  Crude % (95% CI)
(adj. for sampling)

Dependent variable

Violence outside the home (N=31) 0.11 0.11 (0.09, 0.15)
Violence inside the home (N=57) 0.06 0.04 (0.03, 0.07)
Total interpersonal violence (N=88) 0.17 0.16 (0.12, 0.20)

Measures of socioeconomic position
Worked in the past 7 days (N=39,008) 25.56 27.45 (26.37, 28.56)

Highest level of schooling was Primary 63.13 60.85 (59.79, 61.91)
level or less

Demographic variables used in

primary analyses
Male 46.75 46.74 (46.25, 47.23)
Age group (years)
0-19 48.66 47.72 (47.04, 48.40)
20-29 14.80 15.23 (14.79, 15.67)
30-39 11.60 12.13 (11.74, 12.53)
40-49 8.35 8.71 (8.36, 9.08)
50-59 7.48 7.50 (7.17, 7.84)
60+ 9.12 8.72 (8.33,9.13)
Race (N=47,091)
Black/African 78.52 79.66 (77.64, 81.55)
Coloured 12.30 9.97 (8.62, 11.49)
White - 6.15 7.24 (6.11, 5.57)
Asian/Indian 3.03 3.13 (2.38, 4.10)
Risk factors used in sub-analyses
Risky drinking behaviour (N=13,827) 18.51 17.14 (16.20, 18.12)
Medical aid coverage (N= 13,780) 14.80 17.05 (16.27, 17.87)

Crude: Unadjusted rate that does not take sampling strategy into account; Crude adj: Adjusted rate that
takes sampling strategy into account using the svy command in Stata; CI: Confidence interval.
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4.1.2 Bivariate associations at the incTz‘vidual level

Eighty-eight people had received a viol#nt injury occurring either inside or outside the home
in the month prior to the interview. Th  overall monthly violent injury rate in South Africa
averaged 158/100,000 people (95% CI:] 123/100,000, 203/100,000). An individual’s

experience of violence was signiﬁcantljy correlated with being male, increasing age,

increasing education, alcohol use and eanlayment.

Table 9 presents bivariate associations between risk factors at the individual level and the
experience of a violent injury in the pa%t 30 days. The question measuring the dependent
variable specifies only violent injuries ErFhat required medical treatment by a doctor or a nurse,
therefore, involvement in a medical ai(i’ scheme was assessed as a potential confounder.
However, this variable was not correlatied with receiving medical treatment for an injury due
to violence (p= 0.368). As infomationion some variables was only gathered on a portion of

the sample population, the number of violent incidences occurrin g within these subsets is

provided. Following Table 9 are monﬂily injury rates, by risk factor.
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Table 9: Individual level risk factors for experiencing a violent injury

Risk factor # of violent
incidents
Age 88
Education (in years) 88
Male 88
Race (N=47,091) 76
Black/African 53
Coloured 19
Indian/Asian 0
White 4
Employed (N= 38,992) 76
Risky drinking (N=13,784) 34
Involvement in a medical aid 34

scheme (N= 13,775)

No violence

26.30

5.7

46.71

79.66
9.96
3.14
7.25

27.42
17.08

17.06

Any violence

Mean

%

30.04

6.82

65.30

71.57
16.44

5.99

41.32

33.22

10.49

p-value

0.021

0.039

0.003
0.320
0.673
0.068
0.343
0.699
0.015
0.017

0.283

P-value for Pearson’s chi-square test of homogeneity

Sex

Males were almost twice as likely to experience violence as females. The monthly violent

injury rate for men was 103/100,000 whereas the rate for women was 55/100,000 (p= 0.003).

Age

Children (under the age of 15 years) were significantly less likely to have experienced an

injury due to violence than adults (50/100,000 vs. 223/100,000, p<0.001). The monthly
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violent injury rate was 368/100,000 for ;j)eople aged 30-39 years making this age group the

most at risk in the sample population (p{FO.O()l)S .

Race

Race was not observed to have an effe«:ﬁE on rates of violence. 0.25% of the Coloured
population experienced violence, compa}red to 0.15% of Black/Africans, and 0.13% of Whites
(p= 0.320). There were not any reports bf violent injuries within the Indian/Asian population.

For the remainder of the analyses this réce category was grouped with the White population. '

Education

The violent injury rate for the populatiofn with a secondary level of education was
210/100,000. This was the highest rate pf the four education categories; those with no
schooling experienced violence at a raté of 100/100,000 and people with primary level

education or higher education experien%ed violence at a rate of 150/100,000 (p= 0.297).

Work in past seven days

The monthly violent injury rate for peoble aged ten years and older who worked during the

week prior to the interview was 281/1(*),000. This is almost twice as high as the rate for those
1

who did not work (151/100,000, p= 0.015).

Alcohol use (at-risk drinking)
Of the adults (aged 15 years and olderj who answered the adult health questionnaire (N=

13,827), people who were considered do either previously or currently abuse alcohol

1
* Age increments for this comparison are as fohlows (in years): 15-19, 20-29, 30-39, 40-49, 50-59, 60+
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experienced violence at a monthly rate of 466/100,000. People who had never drank or drank

more responsibly had a significantly lower violent injury rate (193/100,000, p=0.017).

Asset index (by quintiles)

Table 10 shows the distribution of violent ~ Table 10: Distribution of violent injuries by
asset index

injuries by the asset index. Reported Asset quintile Number of  Injury rate

injuries {95% CI)
incidences of violence were distributed (per 100,000)

1 18 178 (77,277)

across the index. The richest quintile was

17 155 (66, 244)
slightly less likely to experience violence 3 20 175 (91, 259)
(0.118%), than the poorest quintile 4 19 173 (65, 280)
(0.178%), although the difference was not 5 12 118 (44, 192)
significant (p= 0.868). CI: Confidence interval

Sex of head of household
People living in a female-headed household experienced violence at a slightly higher rate than
those living in a male-headed household, although the difference is not significant

(179/100,000 vs. 142/100,000, p=0.376).

Urban/rural location

People living in an urban residence were more likely to experience violence, although the
difference was not significant at the 5% level (186/100,000 vs. 124/100,000, p=0.118).
Individuals living in informal urban settlements, or ‘squatter areas’, experienced the highest

rate of violence when compared to those living in other areas. This group experienced a
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monthly violence rate of 339/100,000, sif'gniﬁcantly higher than the rates of 158/100,000
experienced by those in formal urban ar¢as, 65/100,000 for people on commercial farms,

132/100,000 for tribal areas, and 124/100,000 for other rural areas (p= 0.032)

4.1.3 Bivariate sub analyses: Vz’olencel inside versus outside the home
Stratified analyses were used to examiné the location of violence, taking place either inside or

outside the home. Table 11 presents thdjse associations (see below).

For violence occurring inside the honma,‘i associations with individual level risk factors were
weak and often not significant at the 5% significance level. Age was found to be a significant
risk factor; as age increased by one yeax%, there was an increased risk of experiencing violence
inside the home of 1.0% (95% CI: 0.03‘%’0, 2.0%). Point estimates showed that being male,
having worked for payment in the last week or engaging in risky drinking behaviour were
protective against violence inside the h(;}me, however, none of these associations were

significant, with employment and alcohiol use having large standard errors.

Employment of the head of household 4nd living in the richest segment of the population
(based on the asset index) were signiﬁc%mt protective factors against violence occurring inside
the home. The odds ratios for these variables were (.22 (95% CI: 0.08, 0.63) and 0.06 (95%
CI: 0.01, 0.47) respectively. As family %ize increased by one member an individual was
significantly less likely to have experieéxced violence inside the home in the past month (OR=

0.74; 95% CI: 0.62, 0.89).
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Individual level risk factors had a higher correlation with violence occurring outside the home
than inside. Violence taking place outside of the home was strongly and significantly
associated with being male (OR=3.49; 95% CI: 1.77, 6.86), being employed (OR= 2.58; 95%
CI: 1.38, 4.80) and engaging in risky drinking behaviour, either currently or previously (OR=
3.39; 95% CI: 1.39, 8.22). As educational attainment increased by one year, the risk of
experiencing violence increased by 7% (95% CI: 1%, 13%). When compared to the
Black/African sample population, the Coloured population was at a greater risk of
experiencing viole'nce outside the home, although the association was not significant at the
5% level (OR=1.91; 95% CI: 0.90, 4.04). No risk factors at the household level were found to
be significant. Multivariate analyses were not conducted due to the small number of cases in
each strata that were further reduced with the introduction of certain variables collected on a

subset of the overall sample population (such as race or alcohol use).
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Table 11: Bivariate associations betw

home

qéen risk factors and violence inside/outside the

Variable

Individual characteristics*
Male
Age
Employed
Education
Coloured (N=47,047)**
White/Asian
Risky alcohol use (N=13,774)
Household characteristics
Male head
Age of head
Head is employed
Education of head
Asset index
1* quintile of index
2" quintile of index***
3™ quintile of index
4" quintile of index
5" quintile of index
Family size

Urban location

|
Violence inside the home

(N=31)

CrudeOR  95% CI

0.76
101
067

1.02

1.19
0.06
0.74

1.40
!

I

(0.34, 1.67)
(1.00, 1.02)
(0.24, 1.87)

(0.92, 1.14)

(0.17, 4.29)

(0.32, 2.04)
(0.95, 1.01)
(0.08, 0.63)

(0.93, 1.13)

(0.4, 5.43)
(0.54, 4.81)
(0.31, 4.61)
(0.01, 0.47)
(0.62, 0.89)

(0.55, 3.53)

Violence outside the home

(N=357)

Crude OR 95% CI

3.49
1.01
2.58
1.07
1.91
0.85

3.39

0.78
1.00
1.06
1.01
1.0
0.67
0.80
0.90
0.85
0.98

1.54

(1.77, 6.86)
(0.999, 1.02)
(1.38, 4.80)
(1.01, 1.13)
(0.90, 4.04)
(0.29, 2.46)

(1.39, 8.22)

(0.43, 1.41)
(0.98, 1.02)
(0.59, 1.92)

(0.95,1.07)

(025, 181)
(0.33, 1.90)
(0.36,2.30)
(0.33,2.14)
(0.87, 1.12)

(0.84, 2.82)

OR: Odds ratio; CI: Confidence interval * Thj sample size is 52,906 unless otherwise noted

**Black/African is used as the reference category. Sample size was too small to conduct the analysis for
violence occurring inside the home, *** Quinﬁle 1 (the poorest group) is used as the reference category.



4.1.4 Multivariate associations

Table 12 explores the effect of household wealth (as measured by the asset index) on
individual experience of violence. The crude measure of effect is provided; an odds ratio and
95% confidence level displaying the association between increasing levels of household
wealth when compared to the poorest quintile. None of these crude associations were
significant, and a trend did not emerge. Model 1 examined the effect of household wealth on
violent injury while controlling for the effect of age, sex, and race. Being male and Coloured
were significant risk factors at the 95% confidence level. Model 2 added other potentially
competing socioeconomic variables (education and work status of the individual) to the
model. Belonging to the wealthiest quintile became a significant protective factor against
violence and employment became a risk factor for the experience of violence. Those who
were employed were nearly twice as likely to experience violence as those who were not
employed (OR=1.83; 95% CI: 0.99, 3.38). Finally, Model 3 controlled for the abuse of
alcohol and examined the effect of the asset index amongst this sample population of adults in
every other household. Age and the wealthiest quintile were protective factors against
violence in this model. The effect of the asset index on the experience of violence most

closely resembled an inverse trend- as wealth increased, the occurrence of violence decreased.
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Table 12: Multivariate analysis of t
individual experience of violence

h% association between household wealth and

Model Number Crude OR | Model 1 Model 2 Model 3
variables of 95% CI) (95% CI) (95% CI) (95% CI)
injuries* N=51,888 N= 46,129 N= 33,367 N=13,172

Asset index

1* quintile  18/86 1 1 1 1

2™ quintile  17/86 0.87 (0.40, *.92) 0.84 (0.35,2.05) 0.62(0.24,1.61) 0.41(0.12, 1.37)

3™ quintile ~ 20/86 0.99 (0.49, Z?.OO) 1.04 (0.48,2.28) 0.66 (0.29, 1.50) 0.43 (0.16, 1.12)

4" quintile  19/86 0.97 (0.42, #.22) 1.01 (0.38,2.66) 0.56 (0.19, 1.62) 0.35(0.10, 1.23)

5% quintile  12/86 0.66 (0.29, j1.53) 0.60 (0.24,2.66) 0.32(0.12,0.89) 0.17 (0.05, 0.61)
Age 88/88 | 1.01 (1.00, 1.01)  0.99(0.98, 1.00) 0.96 (0.93, 0.996)
Male 54/88 2.76 (1.59, 4.80) 2.49 (1.37,4.54) 1.72(0.69, 4.33)
Coloured** 19/76 1.95(1.00, 3.82) 1.94 (0.95, 3.96) 0.79(0.24, 2.65)
White/Asian ~ 4/76 0.81(0.26,2.50) 0.47(0.13,1.68) 0.80(0.17, 3.81)
Education 88/88 1.08 (0.99, 1.18) 1.04 (0.90, 1.20)
Employed 28/76 1.83(0.99, 3.38) 1.40(0.71,2.74)
Alcohol abuse  12/34 2.29(0.98, 5.37)

OR: Odds ratio; CI: Confidence interval

* Note that this ratio is the number of injured individuals falling into that category of the variable (for

example the 1* quintile of the asset index)
(the asset index overall). The denominator
data collection for various variables,

** Black/African is the reference category

over the total number of injured individuals for that variable
continues to change due to different sample sizes used in

Table 13 displays the models generatei;i to explore the effect of employment on the individual

experience of violence. In the simple aissociation, employed individuals had an 86% higher

risk of experiencing violence than thoje that did not work for payment in the week prior to the

interview. This effect became stronger once individual demographics were controlled for

(Model 1). When the other measures otf socioeconomic position (household wealth and
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education) were added to the model (Model 2), employment no longer remained a significant

risk factor at the 5% level (OR=1.83; 95% CI: 0.99, 3.38). This effect was further diminished

when alcohol use was controlled for and the sample was limited to adults in every other

household.

Table 13: Multivariate analysis of the effect of employment on individual experience of

violence
Model Number Crude OR Model 1 Model 2 Model 3
variables of (95% CI) (95% CI) (95% CI) (95% CI)
injuries* N= 38,992 N= 34,262 N= 133,367 N=13,172
Employed 28/76 1.86(1.12,3.11) 2.09 (1.18, 3.70) 1.83(0.99, 3.38) 1.40(0.71, 2.74)
Age 0.987 (0.976, 0.999)  0.99(0.98, 1.00) 0.96 (0.93, 0.996)
Male 54/88 2.25(1.27, 3.98) 2.49(1.37,4.54) 1.72(0.69, 4.33)
Coloured** 19/76 1.34 (0.66, 2.71) 1.94 (0.95, 3.96) 0.79 (0.24, 2.65)
White/Asian 4/76 0.33 (0.10, 1.09) 0.47 (0.13, 1.68) 0.80(0.17, 3.81)
Education 1.08 (0.99, 1.18) 1.04 (0.90, 1.20)
Asset index***
2" quintile 17/86 0.62 (0.24, 1.61) 0.41(0.12,1.37)
3" quintile 20/86 0.66 (0.29, 1.50) 0.43 (0.16, 1.12)
4™ quintile 19/86 0.56 (0.19, 1.62) 0.35(0.10, 1.23)
5" quintile 12/86 0.32(0.12,0.89) 0.17(0.05, 0.61)
Alcohol abuse 12/34 2.29(0.98, 5.37)

OR: Odds ratio; CI: Confidence interval
* Note that this ratio is the number of injured individuals falling into that category of the variable (for
example the 1* quintile of the asset index) over the total number of injured individuals for that variable
(the asset index overall). The denominator continues to change due to different sample sizes used in
data collection for various variables.

** Black/African is the reference category
*** The 1* quintile (the poorest group) is the reference category
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4.2  Household level analyses

4.2.1 Description of the household satj}zple

Overall, 0.89% (95% CI: 0.71%, 1.1 1‘%#%; N= 103) of households sampled in the SADHS had
experienced one or more deaths due to {jriolence in the past year. Of those households
experiencing any death in the past year kN= 883), 12% had one or more violent deaths, 16%
had one or more deaths due to unintenti{onal injuries (such as motor vehicle accidents, fall, or
burns) and the remainder were due to ntatural causes. 1.53% of all households had experienced
either one or more violent deaths in the( previous year, one or more members who experienced
a violent injury in the previous month, tr both. See Table 14 for a distribution of households

by the number of violent deaths and injuries experienced in the past year/month.

Table 14: Number of households exp%eriencing violent
[

deaths/injuries

Number of Number of violent injuries Total

violent deaths i

in household 0 1 S 2

0 12,060 82 2 12,144

1 93 2 - 95

2 7 - L. 7

3 1 . 1
|

Total 101 84 P2 12,247

|
A total of 40% (95% CI: 29%, 53%) o{f households experiencing a violent death lived in the

4" quintile (the second wealthiest) of Jhe asset index. Comparatively, nearly a quarter (24%)

fell within the 2™ quintile, 17% were jn the 1%, 13% in the 3™, and 6% in the 5%, indicating no

trend association between household vaealth and it’s experience with a death due to violence.
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Table 15 provides descriptions of the sampled households (N=12,247), by the dependent
variable and household level measures of socioeconomic position and risk factors used in the
analysis. Both the crude percentage and crude percentage adjusted for the sampling strategy
are listed. Over half of the household heads either had no education or primary level only,
over 40% were female-headed, and 46% had worked in the previous week. Seventy-seven
percent of households were Black/African, with equal distribution of White and Coloured
households (10% each), the remainder (3%) being Asian/Indian. Nearly half of the
households were in urban formal areas, with the second largest area being those of tribal

authority (32%). Ten percent of households had eight or more members.
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Table 15: Description of household szimple

Variable (N= 12,247) | Crude % Crude % adjusted for
sampling (95% CI)
Dependent variables i
Experienced a death due to violence in the ipast year 0.84 0.89 (0.71, 1.11)
(N=103) |
Experienced a violent death/injury in the past 1.53 1.53 (1.29, 1.81)
year/month (N= 187) |
Measures of socioeconomic position ;
Household asset index (Quintiles) (N= 12,017)
1 18.76 14.84 (13.56, 16.22)
2 21.28 21.52(19.96, 23.16)
3 19.96 19.29 (17.86, 20.79)
4 19.67 20.74 (19.22, 22.34)
5 20.33 23.62 (21.76, 25.58)
Head of household worked in the past 7 ddys 43.11 45.98 (44.26, 471.71)
(N=12,030) |
Head of household had primary level education or 53.86 51.15(49.63, 52.66)
less '
Demographic variables
Female headed household 42.68 41.86 (40.56, 43.18)
Race (N=10,320)
Black/African 75.89 77.05 (74.96, 79.01)
Coloured 12.34 9.89 (8.56, 11.28)
White 8.64 9.84 (8.39, 11.51)
Asian/Indian 3.12 3.23(247,4.21)
Enumerator Area Type
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Urban formal
Urban informal
Commercial farm
Tribal area

Other non-urban areas

Age of head of household

Number of family members

46.53 49.38 (47.34, 51.42)
8.30 9.63 (7.91, 11.68)
7.38 5.81 (4.30, 7.81)
34.45 31.90 (29.85, 34.01)
3.33 3.28(1.96, 5.46)

Mean

49.06 48.51 (48.03, 48.98)
4.32 4.28 (4.21, 4.36)

CI: Confidence interval.

4.2.2 Annual violent death rates by province and household characteristics

Table 16 lists the death and injury
rates for each province within
South Africa. The Western Cape
had the highest monthly injury
rate, followed by the Northern
Cape, then the Northern Province.
KwaZulu Natal had the lowest

rate of 57/100,000.

injury
Gauteng had the highest annual
death rate, followed by the
Eastern Cape. The Free State had

the lowest annual death rate.

Table 16: Descriptive overview of rates of
violence in South Africa, by Province

Province

Western Cape
Eastern Cape
Northern Cape
Free State
Kwazulu Natal
North West
Gauteng
Mpumalanga
Northern

All of South
Africa

Annual rateof = Monthly rate of
violent deaths violent injury
(per 10,000 (per 100,000
households) people)
63 378
104 204
85 285
39 127
87 57
91 70
144 112
47 160
40 221
89 158
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Annual violent death rates (per I0,000E households) by household characteristic are provided
in Table 17. P-values from the Pearsor% chi-square statistic are listed to indicate a significant
difference between the rates. Househoids that were most likely to experience a death due to

violence were those in informal urbaniareas, in the 4™ quintile of the asset index (the second

wealthiest group), had eight or more ff#mily members, those headed by a female or were

Black/African.
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Table 17: Death rate/10,000 households and percentage of

households experiencing a death in the past year, by
household characteristics

Variable
Asset index

Quintile 1
Quintile 2
Quintile 3
Quintile 4
Quintile 5

Sex of head

Male
Female

Race (N=10,320)

Black/African
Coloured
White
Asian/Indian

Education of head

Primary level or less
Secondary level or more

Employment of head

Employed
Unemployed

EA type

Urban formal

Urban informal
Commercial farm
Tribal area

Other non-urban area

Family size

1-7 members
8+ members

Annual violent death rate
(per 10,000 households)

97
97
55
166
21

67
120

104
42

29

110
66

43
119

86
164
17
93

77
196

p-value

<0.001

0.010

0.004

0.046

<0.001

0.218

<0.001

P-value from Pearson’s chi-square test of homogeneity



4.2.3 Bivariate associations between household level risk factors and violent death
Table 18 presents the results of bivaria}te analyses between household level risk factors and

the occurrence of a death due to violerice in that household in the past year. Households that

were the most at risk of experiencing a violent death were those that were headed by a female
(OR= 1.81; 95% CI: 1.14, 2.87), and tihose in urban informal areas (compared to households
in formal urban areas, OR=1.92; 95% CI: 1.04, 3.56). As the age of the household head
increased by one year, the risk of deatlim due to violence taking place increased by 2% (1%,

3%).

Protective factors that were signiﬁcanﬂ. at the 95% confidence level included living in the third
or fifth quintile of the asset index (ORZF 0.47; 95% CI: 0.23, 0.97; OR= 0.18; 95% CI: 0.06,
0.57 respectively), employment of the ‘household head (OR= 0.36; 95% CI: 0.20, 0.63) and
living in a commercial farming area (OR= 0.95; 95% CI: 0.91, 0.99). Coloured households
and White/Asian households had significantly reduced risks of a member dying from violent
causes when compared to Black/African households. The odds ratio’s (95% Confidence
Interval) were 0.40 (0.16, 0.97) and 0.07 (0.01, 0.48), respectively. The protective effect of

the educational attainment of the household head was small, but significant at the 5%

significance level. A one-year increase in education reflected a 5% (1%, 9%) reduced risk of a

death due to violence occurring in the }musehold.

When the experience of violent injury }was combined with a violent death in the analysis, the

sample size increased by 55%. The results remained consistent with the exception of the third

62



quintile of the asset index which was no longer a significant protective factor. On the whole,

point estimates became more precise.

Family size was included in the analysis primarily to control for confounding, as larger

households may be more likely to experience a death due to violence than smaller households
simply due to their size. Large families were more at risk factor for violent death than smaller
families; as family size increased by one member, the risk of a member dying due to violence

increased by 10% (95% CI: 2%, 18%).
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Table 18: Bivariate analyses of houj;ehold characteristics and the occurrence of a violent

death or injury in the previous year/month

Variable

Female headed household
Age of head
Coloured head*
White/Asian head
Asset index**
2" quintile of index
3" quintile of index
4" quintile of index
5™ quintile of index
Employed head
Education of head
Enumerator Area type***
Urban informal
Commercial farms
Tribal/other rural areas

Family size

Violent qeam (N=103)

OR

1.81

1.02

0.40

0.07

0.99

0.57

1.72

0.22

0.36

0.95

1.92
0.20
0.98

1.10

95% CI

1.14, 2.87

1.01, 1.03

0.16,0.97

0.01,0.48

0.5%, 1.86

0.27,1.19

0.9%, 3.18

o.o?, 0.70

o.z?, 0.63
|

0.91, 0.99

!

1.04, 3.56
0.05, 0.84
0.60, 1.61

1.02,1.18

p-value

0.011

0.006

0.043

0.007

0.987

0.135

0.086

0.011

<0.001

0.011

0.037

0.029

0.957

0.015

OR

1.55

1.01

0.88

0.23

0.89
0.71
1.24
0.36
0.49

0.96

2.07

0.29

1.05

1.05

95% C1

1.09, 2.20
1.002, 1.02
0.53, 1.46

0.09, 0.56

0.52, 1.55
0.41, 1.24
0.73, 2.10
0.18, 0.72
0.34,0.73

0.93,0.99

1.28, 3.36
0.12, 0.69
0.72, 1.54

1.03, 1.07

Violent death or injury (N= 187)

p-value

0.014

0.025

0.616

0.001

0.688

0.234

0.423

0.004

<0.001

0.019

0.003

0.005

0.801

<0.001

OR: Odds ratio; CI: Confidence interval;

* Black/African households are the reference category

** The poorest quintile (Quintile 1) is use
on the relationship between the quintile t¢

account.

*** Formal urban areas are the reference category

P-value from Pearson’s chi-square test of homogeneity

d as the reference category. P-values were calculated based
» quintile 1, without taking the other three quintiles into
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4.2.4 Multivariate associations between violent death and household level risk factors
Tables 19 and 20 present the separate effects of the asset index and employment of the head
of household on the occurrence of a violent death in the household in the past year. Crude
odds ratios and 95% confidence intervals are provided, followed by Model 1 which controlled
for household head demographics (age, sex, and race), and Model 2 which additionally
controlled for the remaining socioeconomic variables (education of the household head and

either asset index or employment of the household head, as necessary).

Once controlling for demographic variables of the head of the household, no quintiles of the
asset index were significantly correlated with the experience of a violent death (Table 19
Model 1). Similar to the crude association an inverse dose-response (a reduced risk of a
violent death as wealth increased) was apparent, with the exception of the fourth quintile,
which was a risk factor for violence when compared to the poorest households. In this model
age of the head of household was a risk factor for the outcome: as age increased by one year,
the likelihood of a violent death having occurred increased by 2% (0.2%, 3.3%). Point
estimates showed that male-headed, Coloured, or White households were less likely to have
experienced a violent death than female-headed or Black/African households, respectively,
although these estimates were not significant at the 5% level. When the socioeconomic
variables were added to the model (Model 2), the dose-response effect of the asset index

diminished further and no significant associations were observed.
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While the crude effect of household he}ad employment was protective against the experience
of a violent death, this effect was dimir;hished once demographic characteristics and other

measures of socioeconomic position w#:are controlled for (Table 20 Models 1 and 2).

Table 19: Multivariate analysis of tht effect of household asset index

on a death due to violence in the household in the past year

Model variables Crude OR | Model 1 Model 2
(95%CD | OR (95% CT) OR (95% CI)
N= 12,017 N=10,113 N=9833

Asset index

1* quintile of index
2" quintile of index
3% quintile of index
4" quintile of index
5™ quintile of index
Age of head
Male head
Coloured household*
White/Asian household
Education of head

Employed head

1
0.9 (0.53, 1.86)
0.57 (0.27, 1.19)
1.72(0.93,3.18)

0.22 (0.07, 0.70)

j

1
0.98 (0.50, 1.93)
0.59 (0.26, 1.35)
2.03(1.04, 3.95)

0.48 (0.09, 2.45)

1.02 (1.002, 1.033)

0.61 (0.35, 1.06)
0.49 (0.19, 1.25)

0.15(0.01, 1.72)

1
1.00 (0.50, 2.00)
0.57(0.24, 1.35)
2.03 (0.98, 4.21)
0.57 (0.09, 3.55)
1.01 (0.99, 1.03)
0.63 (0.36, 1.13)
0.54 (0.21, 1.40)
0.16 (0.01, 1.85)
1.01 (0.95, 1.08)

0.51 (0.25, 1.04)

OR: Odds ratio; CI: Confidence interval l
* Black/African is the reference category
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Table 20: Multivariate analysis of the effect of household head
employment on the experience of a violent death within the household

Model variables

Employed head
Age of head
Male head
Coloured household*
White/Asian household
Education of head
Asset index**
2™ quintile of index
3™ quintile of index
4" quintile of index

5™ quintile of index

Crude OR
(95% CI)
N=12,030

0.36 (0.20, 0.63)

Model 1

OR (95% CI)
N=10,129

0.50 (0.25, 1.00)
1.01 (0.996, 1.03)
0.66 (0.34, 1.16)
0.53 (0.21, 1.33)

0.10 (0.01, 0.78)

Model 2

OR (95% CI)
N=9,833

0.51 (0.25, 1.04)
1.01 (0.99, 1.03)
0.63 (0.36, 1.13)
0.54 (0.21, 1.40)
0.16 (0.01, 1.85)

1.01 (0.95, 1.08)

1.00 (0.50, 2.00)
0.57(0.24, 1.35)
2.03 (0.98, 4.21)

0.57 (0.09, 3.55)

OR: Odds ratio; CI: Confidence interval
* Black/African is the reference category
** 1% quintile (the poorest group) is the reference category
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5.0 DISCUSSION

The effect of socioeconomic position on health has been researched in a variety of settings,
and is increasingly being analysed with respect to violence. Examining the relationship
between socioeconomic position and viplence in the South African context has demonstrated

that the relationship may be different in| this setting than in more daeloped countries. This

research sheds light on the importance of conducting country-specific research (which in this
case includes identifying appropriate m'pasures of socioeconomic position and accounting for
area-specific confounding variables), rather than accepting relationships to be true without

further investigation because they have fbeen found to be true in other settings.

This analysis illustrated that different rr{easures of socioeconomic position produce differing
results that are dependent on the level aiF which the analysis is conducted, individual or '
household, and correspondingly, how v?olence is operationalised (as an injury or death). At
the individual level, education and empioyment were risk factors for violent injury, whereas
household wealth (as measured by the anet index) showed a slight inverse dose-response
between decreasing violent injury and iréxcreasing wealth. At the household level, all three
variables were protective factors agains% the household experiencing a violent death in the
past year. Based on the bivariate analysiis, it seems that household deaths due to violence
have greater negative correlation with ir#creasing socioeconomic position than violent injuries
at the individual level. These individualjlevel findings are not consistent with research

conducted in more developed countries twhere employment and education are commonly
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protective against violence) and therefore they require further investigation to draw out the

pathways between employment and education and the individual experience of violence.

Individual level risk factors significantly associated with reporting a violent injury in the past
month included: being male, between the ages of 30-39 years, employment, engaging in risky
drinking behaviour, increasing education, and living in an urban informal settlement. No
association was found between the experience of violence and race of the individual, sex of
the head of household or household wealth at this level. In the multivariate analysis, the effect
of employment on violence diminished when other measures of socioeconomic position were
controlled for, yet the protective effect of living in the wealthiest quintile remained. Violence
that was experienced outside of the home was positively correlated with individual
characteristics (such as being male, employment, having higher levels of education or
engaging in risky drinking) whereas violence experienced inside the home only showed
significant inverse associations with characteristics of the household (such as employment of
the head of the household, living in the wealthiest quintile, or increasing family size). At the
household level, households most likely to experience a violent death were those that were in
urban informal settlements, had eight or more family members, were Black/African, or
headed by a female. A dose-response between increasing wealth and reduced likelihood of
experiencing a violent death was not found, as households in the fourth quintile (the second

wealthiest) had the highest violent death rate.
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5.1  Socioeconomic position and in(ilividual level violent outcomes

5.1.1 Employment |

Previous research has indicated that lacl% of material or financial resources may be a precursor
to violence at the individual level due toJ increased levels of frustration (Messner, 1983;
Arthur, 1991). In this study, when empléf)yment (operationalised as recent work that resulted
in monetary compensation) was used as|a proxy for access to resources (and therefore one’s

i

socioeconomic position in society), this finding was not confirmed. In fact, these data showed

|
that employment was significantly asso&iated with increased levels of violence, particularly

with respect to violence that occurred outside the home.

A possible explanation for this finding iF that alcohol use confounded the relationship
between employment and violence. Resi:ondents who were current or previous abusers of
alcohol were more likely to -have worke{i for payment in the past week and were also much
more likely to have experienced a violerPt injury in the past month. The positive correlation
between employment and alcohol use m rural farming areas of South Africa could be
explained in part by the DOP system, w;bere farm workers are paid in part for their labour
with alcohol (generally wine). In his resFarch on with this farming population in rural areas of
the country, London found that 19.4% of workers were currently using the DOP system
(2000). However, this explanation is apﬂ;licable to only a small portion of the national
population (primarily around the Westei'n Cape Province). Alternatively, employment and a
cash income may lead to the ability to _péprchase and use alcohol excessively, resulting in

increased levels of violence. The effect pf alcohol on the relationship between employment

and violence is demonstrated in Table 13 Model 3. When alcohol abuse is added to the model,
!
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the effect of employment diminishes (OR= 1.40; 95% CI: 0.71, 2.74) and the point estimate
of alcohol remains high (OR= 2.29; 95% CI: 0.98, 5.37). There is a significant decrease in the
sample size when alcohol is added (N= 13,172) which may account for the insignificant

association between alcohol abuse and violence.

5.1.2 Education

Similar to employment, there was a positive correlation between increasing education and the
experience of violence at the individual level. When demographic characteristics and other
measures of socioeconomic position were added to the model (Table 13 Model 2), education
was no longer a significant risk factor for violence. This could be an indication that

employment mediated the relationship between education and violence.

SADHS data suggest that educational attainment is significantly associated with race
(p<0.001) in South Africa, thus demonstrating the degree to which access to education was
dictated by racial classification during apartheid. Specifically, the data show that in 1998
Whites had the highest average level of education (9.5 years), followed by Asians/Indians (7.9
years), Coloureds (6.1 years), then Blacks (5.1 years). For the next few decades, educational
attainment of the population will still be reflective of past apartheid policies. However, with
the recent introduction of Black Economic Empowerment policies, Black Africans may
increasingly attain higher levels of socioeconomic position within their communities
regardless of their education level. For this reason, employment or asset ownership may be

better measures of socioeconomic position, particularly for older South Africans.
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5.1.3 Household wealth

At the individual level, crude associatioxils between the different quintiles of household wealth
and the experience of a violent injury w%re not significant. When demographic characteristics
and other measures of socioeconomic pc#sitiou were adjusted for, the effect of the asset index
displayed a small dose-response- as we:{glth increased in the household, the risk of
experiencing a violent injury decreased kTable 12 Model 2). The trend continued in Model 3,
which included the addition of alcohol q;buse in the model. However, for either model, only
the fifth quintile of the asset index was s;igniﬁcantly protective against violence when

compared to the first quintile.

Because 230 households had missing da'ta on some items that comprise the asset index, the
measure for household wealth was not a%vailablc for every household, thus approximately
1,000 individuals were not included in time bivariate analysis (two had experienced a violent
injury). The sample size continued to d%mease with the inclusion of variables (Table 12) and
therefore the results are difficult to interi)ret. For example, the second, third, fourth, and fifth
quintiles only begin to be protective agqinst violence when compared to the poorest group in

Model 2, which had a sample size of 331367 . This model added education and employment to
the previous model, which may have resiulted in a change in the point estimates for the

quintiles in the asset index. The point estimates continue to become more protective and their
confidence intervals more narrow as vaxjiables are added to the model and the sample size gets

smaller. This could be the result of a trup relationship between household wealth and the

experience of violence that is not explaihed by confounding variables. However, it
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indeterminable whether these changes would have been significant had the sample size been

the same as for Model 1 (N= 46,129).

5.1.4 The role of race and alcohol use in determining individual experience of violence
With respect to race, it is important to note the larger proportion of the population who
experienced violence in the past month that was Coloured (16.4%), compared to the
population that did not experience violence (10%). This difference was not significant at the
5% level of significance (p= 0.068), but the risk associated with this race group remained
when household wealth, age and sex were controlled for (OR: 1.95; 95% CI: 1.00, 3.82).
When education and employment were added to the model (Table 12 Model 2), being
Coloured remained a risk factor (OR: 1.94; 95% CI: 0.95, 3.96). The statistical non-
significance could be due to the reduction in the sample size by 13,000 people that occurred
when employment was added and all people under the age of ten were not included. Model 3
(Table 12) suggests that the reason the Coloured population may be more at risk for
experiencing violence is due to the correlation between race and alcohol abuse. When alcohol
use is controlled for the sample size decreases substantially, as mentioned earlier, but the
effect that being male and being Coloured had on determining violence was altered more than
any other variable. Specifically, Coloured people had nearly twice the risk of Blacks of
experiencing violence when alcohol use was not controlled for, versus a reduced risk of 21%
when alcohol was included in the regression. Previous research has demonstrated the
association between alcoholism and the Coloured population in South Africa (London, 2000),

and this in turn could be reason why this population is more at risk for violence as well. Based
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on SADHS data, over a quarter of the Ct;loured population aged 15 years and older was

considered to be ‘at-risk’ drinkers according to the CAGE questionnaire.

It has been demonstrated that the CAGE instrument is most effective when used as part of a
general health history and should not be &)receded by questions regarding how much or how
frequently the individual drinks (Ewing,§ 1974). Because the CAGE questions are preceded by
questions asking about the number of drinks consumed during the week and during the
weekend in the SADHS (questions 88 and 89 of the Adult Health Questionnaire,
respectively), respondent bias is possible if the person felt defensive about alcohol use. This
bias would result in an under-representation of the true proportion of the sample population
with risky drinking behaviour. However, the Medical Research Council in Cape Town felt

that the use of the CAGE instrument as a measure of alcohol abuse is not applicable in South

Africa as it overestimates the number of dependent drinkers in the country (Rosana Norman,
personal communication). This feeling 1;; supported in London’s research where the CAGE
measure estimated that 87% of the reseirirch population as alcohol dependent whereas a
shortened version of the Michigan Alco%;xolism Screening Test (MAST) questionnaire
estimated 65% of the same population aF alcohol dependent. While CAGE may overestimate
levels of alcohol dependency in South Aifrica, the effect of alcohol on violence cannot be
denied. Previous research conducted in Fape Town has found that 28% of trauma patients had
problems with alcohol dependency (Go?sen et al., 2003). Associations between alcohol and
violent victimisation (Bowley et al., 20%, Fisher and Charlton, 2001; van der Spuy, 1993) as
well as between alcohol use and violentiperpetration (Allan et al., 2001) have also been found

in South Africa.
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Aside from problems with measurement error, the measure used for alcohol use could have
been conceptually impractical with respect to violent outcomes. Respondents answered
questions around alcohol use whether they were previous or current drinkers. Previous
drinking behaviour may not have influenced an individual’s experience with violence, yet it is
indeterminable when ‘previous’ drinking patterns ended. For example, alcohol abuse taking
place years ago is probably not correlated with the individual’s experience with violence a
few weeks ago. This is particularly important since violent injuries within the past month are
the outcome of interest. If an individual is classified as one who abuses alcohol due to a
history of alcohol abuse (but no longer drinks) and did not experience violence, the effect that

alcohol has on the outcome would be reduced.

5.2  Socioeconomic position and household level violent outcomes

5.2.1 Employment of the head of household

In an unadjusted analysis, employment of the head of the household was protective against the
experience of a violent death in the household over the past year (OR= 0.36; 95% CI: 0.20,
0.63). The association did not remain significant when demographic characteristics of the
household or other measures of socioeconomic position were added to the model (OR= 0.50;
95% CI: 0.25, 1.00; OR= 0.51; 95% CI: 0.25, 1.04, respectively). Insignificant point estimates
could be real, or due to the continual decrease in sample size as variables were added. The
bivariate association between employment of the household head and violent death included
12,030 households, while Model 1 included 10,129 households and Model 2 only 9,833

households.
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5.2.2 Education of the head of househd}ld
Unlike the individual level, education of the head of the household was a significant
protective factor against the likelihood d}f a household experiencing a death due to violence.

{
{
i

However, this reduced risk was not significant after controlling for demographic
characteristics and other measures of soiéioeconomic position (Table 19 Model 3). The effect
of employment on the association betw%en education and violence was similar to that at the

individual level and it suggests that emp{loyment is a mediating variable in this instance as

well.

5.2.3 Household wealth

In unadjusted analyses, the annual viole%xt death rate decreased as household wealth increased;
with the exception of quintile 4 (see Taf?le 17). The Medical Research Council in Cape Town
confirmed this inconsistency with the asf:set index; a clean dose-response between the index
and other health issues researched usingg the 1998 SADHS dataset has not been found

previously (Rosana Norman, personal cbmmunication).

American sociologist William Julius Wilson has argued that socioeconomic position is in the
causal pathway between race (and with ﬁt, racial discrimination) and crime and violence
(1987). This is consistent with research in South Africa that has illustrated a link between

violent victimisation, race, and social depravation (Masuku, 2002). In the bivariate analysis,

Coloured, White and Asian households ﬁare significantly less likely than Black households to

!
experience a death due to violence in thf past year. Table 20 Model 1 (modelling the effects

of employment and demographic charaéteristics on household death due to violence) suggests



that White/Asian households are at a reduced risk of experiencing a violent death compared to
Black families. This protective association is not found when household wealth is controlled
for instead of employment (Table 19 Model 1), indicating that the effects of race and
household wealth may be more interrelated than race and employment. When household
wealth is added to the model with employment and demographics of the household head, the

effect of race is diminished (Table 20 Model 2).

In South Africa, race and socioeconomic position are strongly linked to residential area due to
the Group Areas Act that forced Black Africans to live in designated areas that provide
inadequate living conditions. Households in informal urban areas (that are characterised by
overcrowding, lack of infrastructure and public facilities, poor lighting and unsanitary
conditions), were nearly twice as likely to have a death due to violence as households in
formal urban areas (OR= 1.92; 95% CI: 1.04, 3.56). This association has been found

previously (Schonteich and Louw, 2001; Masuku, 2002).

5.3  Discrepancies between household and individual level results

Employment and education at the individual level are risk factors for violence, yet when
measuring these variables at the household level via the household head they are protective
against violence. Analyses at the individual and household levels could have produced
differing results for a variety of reasons. First, it is important to consider the difference in the
outcomes for each level of analysis. At the individual level, violent injury that occurred within
the previous month is the outcome of interest while at the household level violent death that

occurred in the previous year is the outcome. It could be plausible that the difference in risk
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factors is due to the difference in assessilﬁg morbidity versus mortality. Self-inflicted injuries
were excluded from the dependent varia$le for the individual level analysis due to the
different risk factors that may be associated with this category of violence; however, deaths

due to violence included both suicide as well as interpersonal violence. For this reason, there

may be inconsistency in the effects of si{nilar measures of socioeconomic position for the two
outcomes. Inconsistency could also be dPe to measurement bias between the two different
outcomes. Information on both outcome% was gathered by the individual who answered the
household questionnaire. While it is doulbtful that a death due to violence in the past year

r
would be forgotten, the respondent may jnot know of (or remember) a violent injury of a

household member within the past montF'n, therefore bias may have been introduced in this

latter situation.

Secondly, it is important to consider the“differences in the measures of socioeconomic
|

position for each level of analysis. Emp’oyment and education of the head of household

provide an indication of the wealth of the household, not the status of the individual who died
!

due to violence. Deaths (in general) couFd be more associated with lower income households
than injuries due to lack of access to he%lth services or poor emergency response. This may
explain why the trend associated with tl'{le asset index was more defined in the household level
analysis, and why employment and edu#ation were protective rather than risk factors for the
outcome. At the individual level, alcohc*l use was significantly associated with household
wealth; people who were in the first quiﬁntile of the asset index were more likely to be at-risk

drinkers than people in the fifth quintil# of the asset index. This relationship showed a dose-

response with increasing household we%lth. Since there were no data collected on the
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individuals who had died in the past year, it could be extrapolated from the individual level
analysis that those in the poorer quintiles of the asset index may have been more likely to
have abused alcohol than those in the wealthier quintiles. Use of alcohol could have
confounded the relationship between the asset index and violent death and explain why the

asset index was a more significant risk factor for violence at the household level.

5.4  Limitations of the research

5.4.1 Study design

While cross-sectional studies are frequently used for descriptive epidemiology, results must
be interpreted with care when using this study design for analytic analysis. Two of the more
significant drawbacks of cross-sectional studies are the inability to establish temporality in
many instances and the likelihood of over-sampling prevalent cases of long duration. This
study did not suffer from the latter drawback, as the outcome was measured over the past
month, and injuries of varying severity (as long as they warranted medical attention) were
included in this measure. The way in which cross-sectional studies gather information on both
exposure and outcome at the same point in time inevitably produces problems establishing
temporality. When temporality cannot be determined, causal associations between

socioeconomic position and other risk factors and violence cannot be established.

Establishing temporality is a particular problem with respect to the relationship between
employment and the experience of violence at the individual level. The independent variable
gathers information on the past week and the dependent variable gathers information on the

previous month. If an individual did not work in the past seven days, it could be due to an
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injury that was the result of violence that'had occurred sometime in the past month thus
diluting the measure of effect between e+ployment and violence. In the case of risk factors
such as race, sex, age, and even educatio*"\, temporality can be established since these
characteristics are genetic or take place qefore the onset of an injury that occurred within the
last month. It could be argued that temchrality could be established in the relationship

»
between the asset index and the experier\L:e of a violent injury. Because wealth was measured
by housing structure, ownership of matenfial possessions and sanitation it could be possible
that a death in the past year/injury in the ‘past month may not have altered the household level

of wealth even if the incident was experienced by the families breadwinner. SADHS data

indicate that residential mobility rates are lower among the less well-off population, which is

also the group that is more likely to expe1rience violence. This could indicate that a death due
to violence in the last year did not precen#e the conditions of the housing structure or access to
public resources (such as drinking water‘or sanitation) all of which are elements of the asset

index.

5.4.2 Small sample size
With only 88 injuries in the individual sé?mple and 103 deaths in the household sample,

statistical efficiency was compromised,; ﬂ)articularly when multivariate regression analysis was
f

conducted. The model building process #esulted with many insignificant risk factors in the

model, which could in part be due to the] small sample size. As the sample size decreases, the

likelihood that produced results are due i!o chance increases, therefore point estimates that

|
indicate a variable as either a protective br risk factor for violence must be interpreted with

care.
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The small number of people experiencing a violent injury required combining violence that
occurred inside with violence that occurred outside of the home. This could lead to a diluted
effect of some risk factors, as risk factors are different between the two phenomena (see Table
11). Similarly, the small number of people experiencing violence led to the grouping of child
and adult victims which could have different risk factors associated with them. For example,
employment may be a significant risk factor for violence in adults, but employment status of
the parents may be a more appropriate measure of socioeconomic position for children.

Nearly 15% of reported incidences of violence involved people under the age of 15 years.

The small number of injuries and deaths due to violence also led to the inability to observe the
effect of interaction between variables. For example, the interaction between wealth of the
household and the employment of the head of the household may be significant in estimating

risk of violent death in the household.

5.4.3 Information bias

Information bias may have been presented in the analysis through employment and race
classifications and resulted in nondifferential misclassification of these variables.
Employment was based on work for payment in the previous seven days, which may not have
been an adequate proxy for ‘employed’ or ‘unemployed’. An individual or head of household
may have recently lost his/her job and therefore was classified as unemployed but may have
been employed when injured due to violence. This misclassification is even more likely in the

household level analysis. If the head of household did not work in the past week, they were

81



classified as unemployed although the e#perience of a violent death in the household was

measured for the previous year.

The assumption that individuals lived in pkacially homogenous households may have resulted
in the nondifferential misclassification o* race was possible for nearly 27,000 of the 47,091
individuals for whom race data was analysed. However, since race data was collected on all
adults in the households that were select#d for the adult survey and on all adult females in
every household, there were usually mulLiple people in each household that had race
information recorded. The degree of misclassification was reduced because the application of
race classification to remaining members was not conducted if races conflicted. The small

number of people experiencing violent injuries and the importance of race in South African

research made the assignment of race necessary to maintain statistical efficiency and get as

accurate a depiction of this relationship 45 possible.

The assignment of each household to a cFmbined asset score based on the variables included
in the asset index could have also led to +rror in measurement of socioeconomic position
based on household wealth. For example} questions in the SADHS inquiring about car
ownership, television ownership, or wall material do not provide information regarding the
quality, quantity or age of these items, le%\ving a lot of room for discrepancy.

Nondifferential misclassification generalkry dilutes the association between the two variables.

This occurs because categories are grouped together- as employed/unemployed, different

racial categories, or based on yes/no or categorical responses to questions on the SADHS
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regarding asset ownership or building materials. When it is anticipated that the outcome is
dependent on the assignment of one of these categories the nondifferential misclassification of
individuals to these categories results in a smaller effect size than would otherwise be
observed. This misclassification could account for the insignificant results obtained
predominantly in the multivariate regression models at both the individual and household

levels.

5.4.4 Error in measuring socioeconomic position

Error in measurement of socioeconomic position is feasible due to the complexity of
economic and social factors that determine an individual’s position in society. While the
measures used in this research were similar to those frequently used in the field of social
epidemiology (Lynch and Kaplan, 2000), it cannot be ensured that they are accurate
estimates. In fact, research in the United States has shown that single measures of income or
education as a predictor for health outcomes grossly underestimates the extent to which
socioeconomic position plays a role in determining the health inequalities between the
African-American and white populations (Krieger et al., 1993; Krieger, 1994). The
complexity of racial inequalities in South Africa could further exacerbate the problems
associated with relying on a single measure of socioeconomic position as a predictor of
violence even when other social or economic measures are controlled for. It has been shown
that experiences accumulated over the life course can have substantial impact on health
outcomes, particularly with respect to the cumulative effects socioeconomic position (Lynch
and Kaplan, 2000); therefore it is important to consider that data for each measure of

socioeconomic position were collected at one point in time for each individual or household.
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The use of a socioeconomic variable in a cross-sectional study such as this may result in an

underestimation of the effect of socioecpnomic position on health outcomes.

The effect of measurement error on the results is likely to be non-differential, therefore the
effect size between socioeconomic position (as measured by the asset index, employment, or

education) and the experience of violence would most likely be diluted.

5.4.5 Ageofthedata

The data used for this research was conducted in 1998 and made available in 2001. The social
and economic landscape in South Africd has continually progressed since democracy and it
will be important to assess these changes and the effect that socioeconomic position has on

violence using the 2003 South African Demographic and Health Survey. Of particular interest

may be the relationship between race, sqicioeconomic position and violence as state-level
efforts have focused on previously disa(ivantaged populations. Results of the 2003 SADHS

are not yet available.

5.4.6 Variables that were missing ﬁ-oni the analysis

Owing to the fragility of the data, variabé?es included in multivariate analyses were kept to a
minimum. For this reason, the number ok‘ people in the household was not controlled for in
multivariate regressions at the householc; level and this may have had an impact on the

likelihood of experiencing a violent deat}) in the past year.
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5.5  Strengths of the research

5.5.1 Filling a research gap

The aim of this research was to fill the gap of quantitative national-level violence research in
South Africa. This research provided an overview of the epidemiology of violence in South
Africa that enables researchers working on small-area studies or studies that address particular
types of violence (for example, youth violence or violence against women) to compare results
to those at the national level or an earlier time period. The SADHS is currently the only
nationally representative database that collects information on the experience of violence in
such a way that area of residence of the victim is maintained and information on a variety of
risk factors is collected. While the National Injury Mortality Surveillance System (NIMSS)
collects data on deaths due to violence using registries it is overrepresented in urban areas and
victim residence or socioeconomic position cannot be determined due to the nature of data
collection and information gathered. It is also important to note that while deaths due to
violence were analysed, this research also assessed the risk factors for non-fatal outcomes that
are due to violence, an outcome that is much less researched in South Africa (Bradshaw et al.,

2003).

3.5.2 Provision of both relative and absolute measures of association between
socioeconomic position and violence

In social epidemiology, the most common approach to expounding the socioeconomic
differences in health is to compare extreme socioeconomic categories and express the result in
a rate ratio (Lynch and Kaplan, 2000). Because of the binary nature of the dependent variable

and the consequent need to use logistic regression in this analysis, odds ratios are provided
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rather than rate ratios which may result in the inflation of the actual effect size between
measures of socioeconomic position and violence. A problem associated with comparing the
effects of only the extreme categories ofl” socioeconomic position on health is that the rest of
the population is left out of the analysis 1(for example results are presented as comparisons
between higher education and no educat;ion or between the poorest population and the
wealthiest population). In this study, amfilysis was conducted in such a way that relative
associations were examined at not only ‘rhe extreme values of socioeconomic position, but for
each group in the population (based on tihe quintiles of the asset index). Secondly, education

;

was used as a continuous variable in the| analysis so that data was not lost in the process of

categorisation. This means that results cbn be interpreted for the whole population and the

effect of increasing education (by year) is shown with respect to the likelihood of experiences
a violent injury or death. A further drawback to the use of relative measures to determine the
public health impact of differences in socioeconomic position is that the absolute impact of
the gradients is not identified (Lynch and Kaplan, 2000). In this analysis the asset index is
divided into quintiles and injury and death rates for each quintile (Tables 10 and 17

respectively) provide an absolute level of risk associated with each wealth category. From a

public health perspective, the absolute risk associated with different levels of socioeconomic
position is more effective than relative measures such as rate and odds ratios, particularly
when comparing changes in socioeconotnic inequalities over time and among different

populations (Mackenbach and Kunst, 19‘97).
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3.5.3 Potential biases assessed

Because the respondent of the household questionnaire provided information on violent
injuries for the entire household, data were analysed to assess for a difference in the self-
reporting of violence versus the reporting of violence experienced by others in the household.
Being a respondent was not associated with reporting violence in general (OR= 1.33; 95% CI:
0.80, 2.21), although was significantly associated with the report of violence inside the home
(OR=2.98, 95% CI: 1.47, 6.01). There are a variety of explanations for this finding. These
include a larger proportion of female household questionnaire respondents and women were
more likely to experience violence in the home (although not significantly so), there may be
willingness to discuss such personal incidences only if occurring to one’s self, or there could
be a lack of knowledge about abuse that occurs within the home between other members of
the family. These explanations are also supported by the finding that family size is protective
against violence occurring inside the home (OR=0.74; 95% CI: 0.62, 0.89), but is not
associated with violence occurring outside the home (OR= 0.98; 95% CI: 0.87, 1.12). Larger
families result in the reliance of violence data for a larger number of people on the individual
who answers the questionnaire, and as mentioned these people may not be aware of violence
occurring, or may not feel comfortable discussing violence within the household unless it had
happened to them. Alternatively, this result may not be due to responder bias, but rather a true
effect of larger families; as the household size increases, violence decreases due to the shame

or social stigma associated with domestic abuse.

87



5.6 Unanswered questions and fut#xre research

5.6.1 Analysis of mediating variables |

Some epidemiological research identify{,ng and analysing potential mediating factors between

poverty and violence in South Africa ha
et al., 2004). Particularly as employmen

violence at the individual level in this an

5 begun to take place at the community level (Ahmed
t and education were identified as risk factors for

alysis (which juxtaposes results that have been found

in other settings), potential mediating variables need to be identified and further explored so

this relationship is better understood.

5.6.2 Analysis of the effect of income i

nequality on violence

The relationship between income inequ.'ility and health has been studied in various contexts

throughout the world and focuses on the
absolute measures of income on health d
the work on social disorganisation theor
and McKay in 1942 and continued with
inequality and violent crime, and Samps
collective efficacy, and violent crime in

the work in this field.

effect of relative income or wealth rather than
utcomes. Income inequality and violence began with
y and juvenile delinquency in urban areas by Shaw
the work by Blau and Blau in 1982 on economic

bn, Raudenbush and Earl on income inequality,

1997. Collectively, these studies have guided much of

In a review of international literature addressing the relationship between income inequality

and health (including violence), Wag

f and van Doorslaer (2000) identified the Income

Inequality Hypothesis (ITH) as a hypothesis (although not always explicitly termed as such)

frequently used to explain how income

ects health. The ITH focuses on the contextual effect
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of income inequality at the group level on individual level health, and stresses the
psychological and social impact income inequality has on individuals due to the comparative
processes it inevitably produces. In the United States, multilevel research has shown that in
some settings state level income inequality is significantly associated with homicide and
violent crime (Krahn, et al., 1986; Sampson et al., 1997) and is a stronger predictor of
homicide and violent crime than absolute poverty (Kennedy et al., 1998). Kennedy and
colleagues (1996) found that homicide was the cause of death most strongly associated with
income inequality in the United States and demonstrated that the combined effects of income
inequality and poverty accounted for over half of the variation in homicide rates between the
50 states in 1996. In Japan, the income gap has been narrowing significantly since the 1970s
and the country has not experienced the rise in crime other developed countries have (rates are
actually declining in urban cities) (Wilkinson, 1994). The IIH has been taken a step further in
violence research (as well as in other fields) by addressing the specific mediating factors that
link income inequality to increased rates of violence in a population. For example, Sampson
et al. (1997) found that collective efficacy (defined by the researchers as the combination of
social cohesion and the willingness to act for the collective benefit of the neighbourhood)
mediated the relationship. Since, others have shown various measures of social cohesion and
social capital to link income inequality with violence (Kennedy et al., 1998; Kawachi et al.,

1999).

While many studies have examined the relationship between income inequality and

health/violence, there are very few studies conducted in developing countries (Kaplan, 2004,

Waters et al., 2004), making it difficult to determine the applicability of this association to the
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developing country context. Much of the|research conducted outside of the United States has
failed to show an association between in(;ome inequality and health/violence (Jones et al.,
2004; Blakely et al., 2003; Gerdtham anc% Johannesson, 2001 in Subramanian and Kawachi,
2004; Shibuya et al., 2002; Osler et al., zboz). This could be due to their more egalitarian
political system (such as in Japan, Swed , and Denmark) and therefore a lesser gradient of
inequality, or due to studies confining their analysis to smaller geographic scales (to areas
within a single city versus multiple cities within a province or state for example). It has been

suggested that further research examining the association between income inequality and

health outcomes is needed in societies that are as unequal, or more unequal, than the United
States (Subramanian and Kawachi, 20045. This recommends South Africa as a society in

which to study this association.

The 2003 South African Human Development Report (SAHDR) concluded that inequality in
both income and wealth has increased in|recent years. Using the Gini coefficient as an
indicator (the Gini coefficient is based on a scale of 0-1 where 1 equals total inequality), rates

have increased from .60 in 1995 to .63 in 2001, making South Africa one of the most

inequitable societies in the world (SADHR, 2003). For comparison, the Gini coefficient in
Brazil (1989) was .596, Zimbabwe (1990) .568, Zambia (1996) .524, Sweden (1992) .324,
and the United States (1991) .379. These{ statistics came from the high-quality database of
Deininger and Squire (1996) used and u 5dated by the World Bank. This database accepted the
Gini coefficient of South Africa (1993) tb be .623 (World Bank, 2004). In South Africa, levels
of inequality have increased across all pttavinces, sexes and races, and have clustered

disproportionately in particular geograplfic areas and races (SAHDR, 2003).
|

|
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3.6.3 Methodological next steps: multilevel analysis

Research in this area would greatly benefit from the aggregation of socioeconomic measures
(such as employment rates, percentage of the population who is not formally educated, or the
percentage of the population living in poverty) to the group level (be it a ‘community’ as
defined by the census tracts, or a district). Using group level data, researchers could explore
the ways in which individual level outcomes are affected by processes and contexts at the
larger geographic level. Diez-Roux (1998) summarises the types of studies conducted in the

social sciences in the following manner:

Independent Variable

Dependent Variable

Type of Study

Group level

Group level

Ecological

Individual level

Individual level

Individual level

Individual level

Multilevel or contextual

Group and individual level

As shown, a multilevel analysis uses individual and group level data to determine outcomes at
the individual level. This form of analysis is needed to determine if the relationship between
group level variables and violence is contextual or compositional. If contextual, the
association found is due (at least in part) to group level characteristics. The results ask the
question: What is happening socially or economically in these areas to make them more
violent? For example, contextual associations between income inequality and violence could
stem from the breakdown in social norms or social cohesion and trust that result from
inequitable living areas. Further studies would then be required to begin to identify possible

pathways that explain the relationship. The association is found to be compositional if the
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association between income inequality and violence occurs when the only variables included
in the analysis are group level. When individual level risk factors are accounted for (such as

income, employment, and education) and the association disappears, it can be concluded that

income inequality was only found to be a risk factor for violence because of the natural
1

grouping of low income people in inequihble areas.

The ecological model (which considers SL)cietal, community and household level factors) has
long been used for understanding the detizrminants of violence (Krug et al., 2002). However,
without considering individual factors, e iological studies cannot determine the contextual
effect of community level factors on the relationship. With respect to income inequality and
violence, the association could be the resjhlt of compositional effects of income inequality (the
aggregation of large numbers of poor pe(i)ple in an area). The true risk factor for violence may
be poverty (at an individual level) rather than income inequality (at the group level). Results

from ecological studies may also fall prey to the ecological fallacy. This fallacy occurs when

associations found at the group level fail to be found at the individual level.

Conversely, when analyses are based on]!y on data collected at the individual level,
characteristics of social groups that may EPave a significant impact on an individual’s
behaviour are neglected in the analysis. [11 has increasingly been demonstrated that group level
factors influence individual health outco*nes (Deiz-Roux, 1998). Thus, failing to consider
variables at the group level will result in [an incomplete understanding of the determinants of

violence.
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Identifying the contextual factors that influence rates of violence within a community by
controlling for individual variability within the groups will assist in developing primary
prevention approaches to change upstream risk factors (or the risk factors for risk factors).
Multilevel analysis also makes it possible for researchers to identify the geographic level at
which income inequality plays a role in predicting rates of violence at the community and
household levels, thereby ensuring that social/community development efforts are targeted at
the level in which income inequality is most associated with violence. While economic
policies may be more appropriate at the provincial or national levels, social and human
development efforts that influence the potential pathways that link income inequality to
violence (such as community cohesiveness, feelings of lack of control, and willingness to act

for the benefit of the group) could be implemented at the smaller geographic levels.

By beginning to look at the risk factors for violence and potentially mediating variables
through a multilevel framework, we can begin to examine the way in which the social and
economic context is affecting violent behaviours and experiences. Through this, analysis on
the differences between neighbourhoods can be used to inform decisions with the goal of
eliminating disparities in health outcomes. It is time to examine levels of inequality that still
pervade many areas of the country and look critically at the effect this has on the health and
well-being of individuals who are continually confronted with what others have and what they

cannot attain.
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é
5.6.4 Challenges and criticisms of the nLuftiiwel approach

This statistical methodology does not coqie without its pitfalls and challenges. For example,
creating an operational definition of ‘co lmunity’ may prove to be difficult, as this term
implies more than geographic boundaries?. Large studies of group level effects are often
reduced to using formal geographic bounjdaries that may make it difficult to interpret the
effects of area level socioeconomic statu.i or other variables if residents themselves don’t
consider themselves as a part of that unit.;f In past research ‘communities’ have been

1
operationalised as census tracts, counties, districts, or even states (Diez-Roux, 2001).

It is also difficult to determine how lengtllm of time in the community affects the role it plays in
health outcomes, as well as the effect of moving from either a similar or different type of
neighbourhood (Diez-Roux, 2001). For e;(ample high mobility in an area may result in little
or no contextual effect of the area, or the establishment of social or economic policies may
change the extent to which the environm;fnt has an effect over an individual’s health and well-

being over time.

If group level contexts are associated with violent or poor health outcomes, there is no doubt
in the complexity of the causal pathways|(Diez-Roux, 2004). For example, it may be difficult

to determine whether the individual level variables are mediators or confounders in the causal

pathway, the extent to which the variable at the individual level overlaps with the group level
measure of that variable, or to determine }temporality of the relationship between the

individual and group level variables.
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Oakes (2004) challenges the validity of using neighbourhood level variables to measure the
‘contextual effect’ of the neighbourhood. This argument centres on the inevitable
‘dependence’ of observations within a given neighbourhood; hence the grouped data that
formulates a neighbourhood level variable is not based on independent observations, a key
tenet in regression analysis. This presents a problem for causal inference as it is impossible to
randomise people to neighbourhoods and there are significant deviations from the
counterfactual as a result. In his argument, Oakes stresses that people are often ‘selected’ into
a residential area, for example because of similar socioeconomic status, values, or lifestyle
choices and while living in the same area, become more similar through similar exposures and
social contact with one another. While a researcher can control for some of these factors, it is
impossible to control for all of them without running into significant statistical problems due

to sparse data.

Many of these challenges are not unique to the multilevel approach but to all observational
studies. While Oakes (2004) has demonstrated the difficulty in drawing causal inference from
results using this method that is not to say the method is invalid. Rather, a contextual
association found can be used to further develop theories and conduct more specific
quantitative studies using more precise community level measurements (Diez-Roux, 2004). It
is from this point that intervention studies and qualitative studies can also be of benefit to

determine the contextual effects of the environment on individual behaviour and outcomes.
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5.7 Linking epidemiological resear%h with intervention and prevention initiatives
5.7.1 Addressing violence with social ej};idemiology

It is imperative that violence is addressed‘\ as a public health problem and analysed in light of
the social contexts in which it is highly p#evalent. Like other health issues, research on
violence needs to focus on populations thiat have both very high and very low rates of violent
injury and death. This is the role of epide.rniologic research; to compare and contrast these
populations and decipher what the risk a:*d resilience factors are that may begin to explain the
differing rates of violence. It is clear that Jviolence is not driven by biologic phenomenon,
rather, it stems from social processes at ﬂi;e household or community level. As interest in
social epidemiology as a methodology to critically examine more traditional public health
issues (that generally have biomedical ri4k factors as well), it is necessary that this method

|
continues to be applied to the field of vio‘lence prevention and intervention research.

Epidemiological studies need to continug investigating the relationship between violence and
|

socioeconomic position, particularly as t+e social and economic environment in South Africa
is rapidly changing. Data can be gatherec# for quantitative analysis through surveys such as the
SADHS, but also through surveillance chhanisms such as the Medical Research Council’s

|
National Injury Mortality Surveillance S*stem (NIMSS). Surveillance mechanisms are a
critical component to epidemiological re$earch. Data from the surveillance system is analysed
to identify the trends and characteristics #)resent in the occurrence of violence within a
population. Based on these results violenLe prevention policies and programmes can then be

developed in response. Further surveilla*lce and data analysis is then used to monitor the
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occurrence of violence as well as changes in patterns and trends of violence as a way to

measure success.

3.7.2 Research implications for developing interventions to reduce violence in South Africa
Currently in South Africa, the response to violence is heavily weighted on the reactive side
rather than the preventive one, as response is strongest in the fields of law enforcement and
criminal justice. However, it is clear from this research that the issues surrounding violence
expand far beyond those that can be addressed through the criminal justice system alone.
Violence has an immense impact on the health of an individual as well as the community at
large and as a result the field of public health is increasingly taking larger roles in community
violence prevention efforts. Using primary prevention as a framework, the public health
approach to violence prevention does not focus specifically on offenders; rather they are
designed for the community and address multiple risk factors for violence, as well as risk

factors for risk factors (often termed as the ‘upstream approach’).

South Africa is rapidly expanding their surveillance mechanisms through the development of
the National Non-Fatal Injury Surveillance System (NANFISS) that looks specifically at
violent injury as well as other types of injury. However, data from the NANFISS remains very
limited. In the future, data from these surveillance systems could juxtapose that of the
SADHS for a more complete national profile of violence. It would be beneficial if the survey
data and surveillance data were able to merge on a geographic level so that socioeconomic
variables from survey data could be used in the analysis of surveillance data (which may have

a more accurate picture of violence as responder bias would be eliminated).
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Based on the patterns of violence and risk

factors identified through surveillance and

epidemiological analysis, it is important to set measurable goals to reduce violence and

develop interventions to meet those goals

For example, this analysis found that employment

was a risk factor for violence at the individual level, yet employment of the household head

was protective against violence within the

household. Further investigation is needed to

decipher the pathways that may cause employment to be a risk factor for violence. Could it be

due to the nature of the informal sector in

which a majority of South Africans work? Is it due

to a greater chance of being in unsafe are?s due to commuting to and from work (which is

frequently on foot or through mini-bus ta#i’s, an industry where violent occurrences are

common (Gilbert, 1996)). Once these pathways can be more distinctly identified, specific

interventions such as creating safer outdoor spaces for pedestrians in frequently travelled

areas, or involving more community respbnse and crime prevention teams in and around taxi

ranks, can be designed and implemented.l
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APPENDIX A: Person, Women, and Household Questionnaires from the 1998 South
African Demographic and Health Survey



QD

SOUTH AFRICAN DEMOGRAPHIC AND HEALTH SURVEY

12/1/88

ADULT HEALTH QUESTIONN AIRE

IDENTIFICATION

PROVINCE

DISTRICT

SADHS CLUSTERNUMBER .........
HOUSEHOLD NUMBER

NAME AND LINE NUMBER OF ADULT

P am ke aareres s arararerarasTe Tt s A e A x e ay

NAME OF HOUSEHOLD HEAD

INTERVIEWER VISITS

2 3

FINAL VISIT

DATE

DAY

INTERVIEWER'S NAME

MONTH
YEAR
NAME

RESULT*

RESULT

NEXT VISIT: DATE

TOTAL

TIME

NO. OF
vISITS

"RESULT CODES:
1 COMPLETED
2  NOT AT HOME
3 POSTPONED

[+ 3

REFUSED 7
PARTLY COMPLETED
INCAPACITATED

OTHER

(SPEGIFY)

LANGUAGE OF QUESTIONNAIRE .. ..
LANGUAGE OF INTERVIEW
HOME LANGUAGE OF RESPONDENT

TRANSLATOR USED (YES=1,NO=2)

04 isi ZULV

01 ENGLISH
02 AFRIKAANS
03 isiXHOSA

05 SeSOTHO
06 SeTSWANA

LANGUAGE

LANGUAGE CODES
07 SePEDI
08 SISWATI
08 TshiVENDA

10 ZITSONGA
11 isiNDEBELA

SUPERVISOR

NAME

DATE

FIELD EDITOR

QFFICE
EDITOR

NAME

DATE

KEYED BY

A-ENG1



SECTION 1: H SERVICE UTILIZATION
NO. QUESTIONS AND FILTERS
1. During the last month have you been to any of the following health 2. Were you 3. Why were you not satisfied with the
services for medical care for yourself : satisfied with the | care you received at (PLACE)?
PROBE care you
recsived at
i (PLACE)?
|
A Day Hospital? YES ' NO YES NO LONGWAIT .......coviviiinnans 01
| SHORT CONSULTATION . ......... 02
1 i 24 1= 2 STAFF RUDE/AUNKIND ............ 03
v DIDNTSEEDOCTOR ............ 04
- OTHER g6
| {SPECIFY)
8 Government Hospital/Government YES NO YES NO LONGWAIT .......c.ciineinnenns 01
Ciinic? SHORT CONSULTATION .......... 02
1 2— 1 2 STAFF RUDE/UNKIND ............ 03
v DIDN'TSEEDOCTOR ............ 04
. OTHER g6
(SPECIFY)
c Private HospitalPrivate Clinic? YES NO YES NO LONGWAIT .........coviininnn 01
| SHORT CONSULTATION . ......... 02
1 2 1 2 | STAFFRUDE/UNKIND ............ 03
v DIDN'T SEEDOCTOR .......... .. 04
J OTHER 96
(SPECIFY)
D District Surgeon? YES NO YES NO LONGWAIT .................... 01
. SHORT CONSULTATION .......... 02
1 2 1 2 | STAFFRUDEMUNKIND ............ 03
i . DIDN'TSEEDOCTOR ............ 04
v ! OTHER 96
“ (SPECIFY)
E | Private Doctor? YES | NO YES NO | LONGWAIT ...oooveennnannn.. 01
i SHORT CONSULTATION . ......... 02
1 ' 2 14 2 STAFFRUDE/AUNKIND ............ 03
v DIDN'TSEEDOCTOR ............ 04
v OTHER g6
(SPECFY)
F Chemist Shop? YES NO YES NO LONGWAIT ................ e 01
SHORT CONSULTATION .......... 02
1 2— 1~ 2 STAFFRUDEMUNKIND ... ......... 03
v DIDNTSEEDOCTOR ............ 04
. OTHER 88
(SPECIFY)
G Faith Healer? YES NO YES NO LONGWAIT .........covhennvnn 01
SHORT CONSULTATION .. ........ 02
1 ) 2 14 2 STAFF RUDE/UNKIND .. .... verss. 03
i v DIDN'T SEEDOCTOR ........... . 04
v | OTHER 96
(SPECIFY)
H Tradiional Hesler or Herbalist? YES | NO YES NO LONGWAIT .........c..ovivvnns 01
SHORT CONSULTATION . ......... 02
1 2 1= 2 STAFF RUDEMUNKIND ............ 03
v DIDN'T SEEDOCTOR ............ 04
v OTHER 9
‘ (SPECIFY) 7
! Health Services at the Workplace? YES § NO YES NO LONGWAIT ............oeunn. 01
i SHORT CONSULTATION . ......... )
1| 2 14 2 | STAFFRUDEAUNKIND ............ i}
i i DIDN'TSEEDOCTOR ............
v OTHER
(SPECIFY)

A-ENG2



Home Based Care Services/House YES NO YES NO LONGWAIT .................... 01
vigits? SHORT CONSULTATION . ......... 02
1 2 1= 2 STAFF RUDEMAUNKIND . ........... 03
v DIDN'T SEEDOCTOR ............ 04
OTHER 98
{SPECIFY)
Dentist/Oral hygienist/Oratl therapist? YES NO YES NO LONGWAIT ............couvneas 01
SHORT CONSULTATION .......... 02
1 2 1= 2 STAFFRUDEMUNKIND ........... . 03
v DIDN'TSEEDOCTOR ............ 04
OTHER 98
{SPECIFY)
Other? YES NO
1 2
SPECIFY
Are you coverad by a Medical Ald or Medical Benefit Scheme? YES ............... 1
{Any scheme that heips you pay for health/drug services} NO . .......oolaes, 2
Have you had your blood pressurs measured in the past 12 YES ........ ..., 1
months? NO ... 2
Do you know what your blood pressure is? YES ........0o0inn 1
NO ......eiennt 2| —8
Is # high, normal or low? HIGH ............... 1
NORMAL............ 2
LOW ............... 3
DON'TKNOW . ....... 8

SECTION 2: FAMILY MEDICAL HISTORY

8 Now | would like to ask you about your family. Do you have a close biood relative (father, mother, brother, sister
or chitd) who has ever had any of the following conditions:

8A High Blood Pressure? YES .. iiiiiiiiiiiiini s 1
NO . 2
DONTKNOW ..........cvvvnnnns 8

8B Heart attack or angina or chest pain when exerting YES .. i e 1

himself/herself? NO ... . 2]
DONTKNOW ................... 8| 1
8D

8C IF *YES", was it before the age of 50 years? YES ... e 1
NO . i i e 2
DONTKNOW ........coiviuvens .8

80D Stroke? YES ..ot 1
L N 2
DONTKNOW ... ............... 8

8E High blood cholesterol or Fats? ) £ =3 T 1
NO .. i e 2
DONTKNOW . .................t 8

8F Diabetes or Blood Sugar? YES .. e 1
NO ...t 2
DONTKNOW .............oolu 8

8G Cancer? YES i i s 1
NO . i 2
DONTKNOW ................... 8
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SECTION B: CLINICAL CONDITIONS

8 Now § would like fo ask you about your own health. Has a doclor or nurse or staff member at a clinic or at
hospital told you that you had or have any of the following conditions:
9A High Blood Pressure? YES ittt it 1
NO ittt e e 2| —
DONTKNOW . .......civiniiieinnennn 8 | ~L-»8C
B IF *YES", when was the first time that you were INTHE LAST12MONTHS ............... 1
told you had high blood pressure? MORE THAN AYEARAGO .............. 2
ac Heart attack or angina? YES ... i e 1
NO ..ot e 2|~
DONTRKNOW ..o, 8 | ~8E
80 IF "YES", when was your heart attack pr angina? | IN THE LAST12MONTHS ......... Cevees 1
| MORE THANA YEARAGO .............. 2
8E Stroke? ‘ YES ..ttt 1
Lo 2|
; DONTKNOW .. ... it ininnnes 8 | L89G
9F IF "YES", when did you have your stm;&e? INTHELAST1ZMONTHS .............0 1
| MORE THAN A YEARAGO ....... R 2
T
9G High blood cholesterol or fats? | b = Y 1
2 0 2|~
| DONTKNOW ... ....cciiiiinciinses 8 | L9
8H |IF “YES", when was the first time that \ U were INTHELASTI2MONTHS ............... 1
told that you hed blood cholesterol or fata? MORE THANAYEARAGO .............. 2
9i Diabetes or Blood Sugar? YES ....... TS 1
NO ......... e aiaiaaa 2| —
DONTKNOW .. ......coviiiiiiiiann 8 | —L-98K
a IF "YES", when waas the first time that you were INTHE LAST12MONTHS . ............ A
fold that you had diabetes or blood sugur? MORE THANAYEARAGO .............. 2
9K Emphysema/Bronchitis? l YES . e e 1
NO i s 2| -~
DON'TKNOW . .....oiiiiiiiivniennnen 8 | —l-oM
oL IF “YES", when was the first time that you were INTHELAST12MONTHS . .............. 1
told that you had emphysema or bronghitis ? MORE THANAYEARAGO .............. 2
M Asthma? YES ... i s 1
NO ittt iit it 2| -
DONTKNOW . ... ..oiiiininciininnans 8 | -1-+80
N IF “*YES" when was the first tima that you were INTHELAST12MONTHS . .............. 1
told that you had asthma? MORE THANA YEARAGO .............. 2
20 TB? YES e 1
o SN 2| -
DONTKNOW .. .. ....oiiiiiiriiniannns 8 | ~L-+9Q
P IF "YES" when was the first time that you were INTHELAST1ZMONTHS ..........000 1
fold that you had TB? MORE THAN A YEARAGO ....,......... 2
8PP How many spisodes of TB have you qver been
treated for? ;
i
29Q Cancer?
o 2|~
DONTKNOW . ... ..ottt iiiian s 8 | 12
SR IF "YES", when was the first time that you ware INTHELAST12MONTHS ............... 1
told that you had cancer? MORE THAN A YEARAGO ..... P, 2
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10 Did the doctor/nurse/staff member at a hospital tell you YES ......... e, 1
what kind of cancer you have? NG i e 2|4
DONTKNOW . .........oiiviiiciinane. 8 | Ll--t2
11 What kind of cancer were you told you had or have? LUNGCANCER ................c0icun. A
CERVICAL/WOMB CANCER ............. B
DO NOT READ THE LIST OF CANCERS. SKINCANCER ........c...coiinuannns c
BREASTCANCER .................... 3]
PROSTATECANCER . ................. E
ESOPHAGEAL CANCER ........... o...F
OTHER
b4
(SPECIFY)
12 Do you feel you have less breath when exerting yourself YES .. e e 1
when compared to other psople your age? NO e i e 2
DONTKNOW ............covivininnnn, 8
13 During the last year have you had wheezing ortightnessof | YES .................... ... e 1
your chest. NO . e 2 | -
DONTKNOW . ........coviiiviininnn, g | ——18
14 If "YES"® were you aiso short of breath? YES . 1
NO .......covnee R N R 2
DONTKNOW . ... .......coiiinnaat. 8
15 Do you only get wheezing when you have a cold? YES .......... 280 U1 YT NP |
3 2
DONTKNOW . .......c.ohiiiininenes 8
16 Is your slgep ever interrupted by you coughing? YES ....... e covee e 1
o 2
DONTKNOW . ...t 8
17 Is your sleep ever interrupted by wheezingor atightchest? | YES ... ... ... i, 1
NO L.t i i i 2
DONTKNOW . .....coiiviiiiniinanns 8
18 Do you usually cough? YES it i i 1
NO L i i e s 2| —
DONTKNOW ... ............ . .oiinne 8| ——i-21
18 When you cough, do you usually bring up phlegm fromyour | YES ............ccoiviiiiiiiiiint,
chest? NO L s —
DON'T KNOW —L .24
20 If "yes”, have you brought up phlegm every day for at least B £ =2 7 AN
three months during the last year? NO . e i —
DON'T KNOW ke s 24
20A | If “yes" for how many years have you brought up phiegm in
this way?
21 IS THE RESPONDENT A MAN OR A WOMAN?
MAN
——s26
22 Now | am going to ask you some personal questions.
Please remember that this Information will be kept strictly
confidential.
Some men experience pain during urination or have a YES i e e 1
discharge from the penis. During the last 3 months, have NO .. i i it e 2
you noticed any such pain or discharge?
24 Some men expernence sores inthe genitalarea, Durngthe | YES ... ... ... .. .. .. iiiiiiinnns 1
{ast 3 months, have you noticed any such sorss? NO e 2
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SECTION 4: DENTAL HEALTH
28 Now | want to esk you about your teeth.
Do you think that thera is anything wrong in yoyr mouth, teeth or YES .. i 1
gums? NO . i 2| wr2
8
27 Which of the folowing items do you feelis a problem:
Your Testh? TEETH ... .ot A
Your Gums? GUMS ... i B
Uicars/sores in the mouth? ULCERS/SORES IN THEMOUTH ... C
Dentures? DENTURES .............c00n0nn D
Any other probiems? OTHER X
RECORD ALL MENTIONED. {SPECIFY)
28 Have you ever visited a dentist, an orei hygienist, or an oral therapist YES ....iiiiiirnneaacaanan 1
NO L i i 2
29 Heve you iost any of your netural teeth? B 3 1
NO it v 2 »34
30 Do you have any of your naturei teeth? YES . iiiineieiariinienrnenaine 1
NO L e 2
31 Do you wear e denture (faise teath)? YES, PARTIAL ...... e NN |
YES, TOTAL/COMPLETE . ......... 2
NO .. iiiiircaanananans .3
32 CHECK 30:  HAS NO NATURAL TEETH HAS NATURAL r
| -
v j TEETH
a3 Do you usualiy rinse or clean your mouth everytiay? YES ..ttt 1145
NO . i 2| 1.38
34 What do you do to jook after your teath. Do yol YES NO
Cisen/Brush your teeth? | CLEANBRUSH ........... 1 2
Watch your diet/Eet speciel foods? DIET/FOOD ........... R 2
Visit the dentist? VISITDENTIST ............ 1 2
Anything eise? OTHER 1 2
(SPECIFY)
35 CHECK34: CLEANBRUSH DOES NOT CLEANBRUSH
1,37
38 Do you usuaily brush/wash your teeth everyday YES ............. RN terres 1
NO ... ... Cenensees 2
37 Do you own & toothbrush? YES ...t 1
NO .. e 2
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38

Some people say that fluoride mineral in the water makes the children
and adults’ natural teeth strong and heaithy;

Other people say it does not.

What do you think?

MAKES TEETH STRONG . . .... et
DOES NOT MAKE TEETH STRONG . 2
OTHER 8
(SPECIFY)
DONTKNOW .......occvveen... 8

SECTION 5: OCCUPATIONAL HEALTH

38 in the iast 12 months, have you worked for payment? YES ... .., 1
NO ... 2 | ——r45A
40 in the last 12 months, have you had any injury or health problem related YES ... . it 1
to your work? NO ... 2 »43
41 Did you stay away from wark because of this injury or problem? YES ... 1
NO ... i 2
42 What was the injury or heaith problem?
43 in the last 12 months, have you had an existing Injury or health probiem YES ... .o 1
that was aggravated or became worse at work? NO i 2 | —r45A
44 Did you stay away from work because of this injury or problem? YES ... 1
NO ... 2
45 What was the injury or health problem?
45A Have you ever worked underground in 8 mine? YES ... 1
NO ... 2 +46
458 If "yas™, what kind of mine was it? GOWD ... A
COAL ... ...t B
RECORD ALL ASBESTOS ................ c
OTHER X
45C How many years in total did you work underground?
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ECTION 6: MEDICATION
I
T
46 | Now | want to ask you about any YES .. 1‘ ........ e e 1
maedication you take. Do you use NO ...|...ccivinnn e e s 2 5
any medicine regulary that has DONT K?«ow ................................. 8| —i»65
been prescribed by a doctor or !
nurse? i
47 | How many different medicines do
you use reguiarly? NUMBER
48 | Do you know what the medication YES ..
is for? NO ... »65
49 | isit for High Biood Pressure? YES ..|....
NO ... i i eaiaa e 2| —
DONTKNOW ... ittt iiivi e 8| —-51
50 | Can you name the medication? b £ =3 N 1
L 2 »51
WRITE DOWN THE NAME(S) OF
THE MEDICATION.
bd
Ld
| —
| —
!
Lwd
I8 it for Diabstes/Sugar?
51 =
-1l .53
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52 | Can you name the medication? YES i i e e 1
NO L e e 2 +53
WRITE DOWN THE NAME(S) OF
THE MEDICATION. PR—
td
| |
L
1
bend
L
L
53 | Is it for High Biood Cholesterol? YES i e 1
NO .. e 2 —
DONTKNOW . ..ottt ianans 8| —L-85
54 | Can you name the medication? YE S i e s 1
NO i i e 2 +55
WRITE DOWN THE NAME(S) OF
THE MEDICATION. =
—
L
=3
L
1
_J
L
65| Is it for Angina/chestpain? B = 1
NO e e 2 1
DONTRNOW .. ... ..t 8 +57
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58 | Can you name the medication? D =3 R N 1
Lo T O 2 +57
WRITE DOWN THE NAME(S) OF
THE MEDICATION.
: [
s B
‘ L
L
r==
L
57 | lsitfor any other Heartcondition? | YES ............. .. ciiiiiiiiiiiniiennrananns 1
Lo N 2} -
DONTKNOW ... . iiiiiiicn e iacnnnnn 8] —L.59
58 | Can you name the medication? YES .. i, et asrensrarionns 1
NO ... ........ Y S e 2 »58
WRITE DOWN THE NAME(S) OF
THE MEDICATION. —
L
(|
L
™
(-
—
i eJ
Ld
I8 it for Asthma, Emphysama or YES i i i e e 1
59 | Bronchitis? A 2] —
DONTKNOW ......... e e 8| 181
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80 | Can you name the medication? YES .o i 1
NO i e e e 2 »81
WRITE DOWN THE NAME(S) OF
THE MEDICATION. —1
L
[
L
|
i
[—
-
m
L
61 | s it for Tubeiculosis? B 4.3 1
NO e . 2] —
DONTKNOW . ...t iircinrcvaanrens 8| L83
62 | Can you name the medication? YES .. e Ve tbuseasne 1
NO L e e s 2| ~—B63
WRITE DOWN THE NAME(S) OF
THE MEDICATION. —
t 4
m
[
L4
[ |
[
L
83| Do you taks it because you had & ' 1 J O 1
Stroke? L 2 -
DONTKNOW .. ...ttt iimciinnn e e 8| L-65
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Can you nama the medication?

WRITE DOWN THE NAME(S) OF
THE MEDICATION.

YES ...
NO ...

.....................................

1

+85

A-ENG12



65 | NOW, ASK THE RESPONDENT TO SHOW YOU ALL THE
MEDICATION TAKEN EVERY DAY DURING THE LAST MONTH.
THEN WRITE DOWN THE NAMES OF ALL THE MEDICATIONS
BELOW.
NAME MEDICATIONS ARE LISTED
1
2 .68
65A | Who pays for most of the prescribed medication that you use? RESPONDENT . .........iiiiiiviinninnannns 01
FAMILY ... ... i iiisnanncrinnns 0z
MEDICALAID ........ e e 03
PROVIDED AT CLINIC OR PUBLIC HOSPITAL ..... 04
EMPLOYER .. ......c.iiiiiiiiiinavimannanann 05
OTHER 98
{SPECIFY)
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SECTION 7; HABITS AND LIFESTYLE

Now | would like to ask you a few questions about your diet and other habits.

66 How old wers you at your tast birthday?
AGE IN COMPLETED YEARS ....
66a Which racs group do you consider yourssif? BLACK/AFRICAN ...............ci0vne 1
COLOURED ..........cciiiiiiinnnnnn, 2
WHITE ... i 3
ASIAN/INDIAN .. ... coiiiiiiiiinne, 4
&7 Do you usually eat your food very salty, ightly saltedornot | VERYSALTY ........................ 1
salled? LIGHTLY SALTED ............ccccuenn 2
NOTSALTED ...... ..o iiiiiiiinrenn 3
DONTKNOW , . .. i iiiineees 8
88 Do you usually add salt or Aromat/Fondor to your serving of | NO, | NEVER ADD SALT/AROMAT . ....... 1
food? YES, BUT | TASTE FIRST AND THEN ADD . 2
YES, EVEN BEFORE HAVING TASTED FOOD 3
IF YES, Before or after tasting the food? DONTKNOW ... ..iiiiiniiiiinacnsen 8
69 Do you eat saity snacks more often than three limes per YES .....ovvvinnnn AR 1
week (Such as chips, niknaks, salted peanuts, salty NO ............. S, 2
blscuits, biltong, dried sausage, dried fish)?
70 Do you personally think that you are undomlg}vl,nomal UNDERWEIGHT .......... e 1
welight or overweight? ! NORMALWEIGHT ..................... 2
i OVERWEIGHT.. . ... .iiiiiiiinnnnnes 3
l DONTKNOW ... i 8
71 Have you ever smoked tobacco, used snuff or chewed EONGS . . oo v iisenrrnnas e as s 1
tobacco? NO .......... TS N 2 | —81
72 Have you ever smoked at !oait 100 cigerettes ,Lsagackots of | YES ...t 1
20 cigarsttes) or the eguivalent amount of tob in your NO ..o inaees e 2
lifetime?
73 Have you sver smoked dally? YES it e e e 1
NO i i e e 2
74 On average, what number of the following items do or did
you smoke or use per day? | MANUFACTURED CIGARETTES
PROBE AND FILL IN NUMBER FOR EACH ITEM.
; HAND-ROLLED CIGARETTES
‘ PIPEFULS OF TOBACCO
i CIGARS/CHERQOTS/CIGARILLOS
|
1
SNUFF
CHEWING TOBACCO/PRUIMPIE
75 CHECK 74: EVER SMOKED CIGARETTéS. PIPES USES SNUFF OR
OR CIGARS | CHEWING TOBACCO |
. [ —"t
76 How many years have you smoked or did you smoke on a
daily basis? NUMBER OF YEARS ........ v

(IF RESPONDENT HAS STOPPED AND STARTED
AGAIN, ASK FOR TOTAL YEARS)
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77

How old were you when you started smoking regulariy?

AGE IN YEARS.......cocovueneninemrnrnenns
78 Have you ever tried to quit smoking? YES i i e e, 1
NO i i e, 2
79 Do you now smoke dalily, occasionally or not at all? DAILY ... i P 1 +81
OCCASIONALLY . ... ittt ittt icaaanns 2
NOTATALL . .iiiii i iei it inineeneennns 3
80 How long has it been since you last smoked daily? LESSTHAN(<)1MONTH  .................... 01
1MONTHTO<BMONTHS ..................... 02
BMONTHSTO<1YEAR...........c.cvvunnn... 03
1YEARTO<SYEARS ...........cc.iiiiinnne. 04
SYEARSTO<10YEARS ..................onn. 05
10YEARSORMORE .. .........coivviiiiininnn 06
NOTAPPLICABLE ............ccccviviivunnnnn 08
81 Some people think that smoking (s harmful o one's health; HARMFUL TOONE'S HEALTH ................... 1
GOOD FORONE'SHEALTH ..................... 2
Other people think that smoking is good for your health; DOESNOTMATTER .........coviviirinnnnnnnnn 3
Some people think it does not matter to one's health
whether one smokes or not.
What do you think?
82 Do you live in a house where other people smoke cigarettes | YES .............cccuiiiiiiiiiiiinnenninnenn. 1
regularly? NO i i e 2
83 Do you now work in a job where other people smoke YES it e e e e 1
cigarettes around you? NO i e e e e, 2
IDONTWORK ... .ottt cieee e 8
84 Have you ever worked in a job where you were regularly YES it e e e 1
exposed to smoke, dust, fumes or strong smelis? NO i e e 2 »86
85 How long did you work in that job?
IF LESS THAN 1 YEAR, WRITE '00".
88 Have you ever drunk alcohol?
NO i e e 2 | —-anthr
[
87 Do you drink alcohol now? YES it e e e 1
NO i e e e e 2 »90
88 How much alcohol do you drink on averege during the NO DRINKING DURING THEWEEK ............... 1
week? 1-2DRINKS PERDAY ..........ciiiiiiiiiinnnn 2
3-4DRINKSPERDAY ........coivniiiiiiiiiinns 3
5 ORMORE DRINKS PERDAY ............c.ooo 4
COMMUNALDRINKING ...........c.oiviivienns 5
89 How much alcohol do you drink on average on weekends? NO DRINKING DURINGWEEKEND ............... 1
1-2DRINKS PERDAY ...........ciiiiiiiiine. 2
3-4DRINKSPERDAY ..............civvivnnann. 3
SORMORE DRINKS PERDAY ............c..c.... 4
COMMUNALDRINKING ................ccovnenn. 5
90 Have you ever felt that you should cut down on your YES i e e 1
drinking? NO i it i et i e 2
91 Have people annoyed you by criticlzing your drinking? B = 1
L 2
92 Have you ever felt bad or guilty about your drinking? B = 1
NO i e e e e e 2
93 Have you ever had a drink first thing in the morning to YES i e 1
steedy your nerves or get rid of a hangover? 1 2
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ADULT DEMOGRAPHIC AND HEALTH SURVEY
ANTHH METRIC DATA SHEET

94

95

97

08

99

100

101

102

103

104

105

106

107

108

108

110

oare | | | |

FIELDWORKER NUMBER :ED

WEIGHT (KG) [ | |

HEIGHT (CM) | [ |

MID-UPPER-ARM CIRCUMFERENCE (CM) ID

WAIST CIRCUMFERENCE (CM) | | |

HIP CIRCUMFER%NCE (CM) | | |

SYSTOLIC BLOOD PﬁSSURE 1

DIASTOLIC BLOOD PRESSURE 1

PULSE 1

SYSTOLIC BLOOD P:ISSURE 2

DIASTOLIC BLOOD PRESSURE 2

PULSE 2

SYSTOLIC BLOOD P:ISSURE 3

DIASTOLIC BLOOD PRESSURE 3

PULSE 3

PEAK EXPIRATORY FLDW RATE I':I
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QD
SOUTH AFRICAN DEMOGRAPHIC AND HEALTH SURVEY
19/1/98 HOUSEHOLD SCHEDULE

IDENTIFICATION

PROVINCE

DISTRICT

HOUSEHOLD NUMBER ... ... . ittt i ittt ciareaians
NAME OF HOUSEHOLD HEAD

IS HOUSEHOLD SELECTED FOR ADULT HEALTH 1=YES 2=NO

INTERVIEWER VISITS
1 2 3 FINAL VISIT
DATE DAY
PHONE NUMBER MONTH
YEAR
INTERVIEWER'S NAME NAME
RESULT* RESULT
NEXT VISIT: DATE TOTAL NO.
TIME OF VISITS
*RESULT CODES:
1 COMPLETED TOTAL IN
2 NO HOUSEHOLD MEMBER AT HOME OR NO COMPETENT RESPONDENT AT | wGOUSEHOLD
HOME AT TIME OF VISIT
3 ENTIRE HOUSEHOLD ABSENT FOR EXTENDED PERIOD OF TIME
TOTAL
4 POSTPONED
ADULTS
5 REFUSED AEVEARS
8 DWELLING VACANT OR ADDRESS NOT A DWELLING AR
7 DWELLING DESTROYED
8 DWELLING NOT FOUND
9 OTHER TOTAL
(SPECIFY) WOMEN
15-40
YEARS
LINE NO. OF
RESP. TO
HOUSEHOLD
SCHEDULE
SUPERVISOR FIELD EDITOR OFFICE EDITOR KEYED BY
NAME NAME —
DATE DATE
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HOUSEHOLD SCHEDULE HH-ENG 2
* CODESFOR Q.3 “* CODES FOR Q.10 (EDUCATION GRADE} * CODES FORQ14 Q.15 THROUGH Q.18:
00 = LESS THAN 1 YEAR COMPLETED
RELATIONSHIP TO HEAD OF HOUSEHOLD: 71 = SUB ACLASS 1 11 = ASSAULT N HOME Thesa questions refer tu the biological parents of the
01 = HEAD 72 = SUB BICLASS 2 12 = POLITICAL VIOLENCE child. Record 00 ¥ parent notmember of household.
02 = WIFE/HUSBAND/PARTNER 01 = STANDARD 1 13 = OTHER ASSAULT QUTSIDE OF HOME
03 = SON OR DAUGHTER 02 = STANDARD 2 14 = SELF INFLICTED VIOLENCE
04 = SONN-LAW OR DAUGHTER-AINALAW 03 = STANDARD 3 21 = TRAFFIC COLLISION
05 = GRANDCHILD 04 = STANDARD 4 22 = ACCIDENT AT WORK
06 = PARENT 05 = STANDARD 5 23 = SPORT
07 = PARENTN-LAW 06 = STANDARD 6 96 = QTHER UNINTENTIONAL
08 = BROTHER OR SISTER 07 = STANDARD 7
08 =NIECE/NEPHEW 08 = STANDARD 8
10 =QTHER RELATIVE 08 = STANDARD §
11 = ADOPTEDFOSTER/STEP CHILD 10 = STANDARD 10
12 = NOT RELATED 14 = FURTHER STUDIES INCOMPLETE
98 = DONT KNOW 12 = DIPLOMA/OTHER POSTSCHOOL COMPLETE
13 = FURTHER DEGREE COMPLETE
98 = DON'T KNOW
Now we would like some information about he psople who usually Ive in your household or who are ﬂ;yhg with you now,
LINE USUAL RELATIONSHI RESIDENCE SEX AGE GRANTS/ EDUCATION WORK INJURIES IN THE LAST PARENTAL SURVIVORSHIP AND RESIDENCE ELIGIBILITY
RO, RESIDENTS AND | P TOHEAD OF PENSION MONTH FOR PERSONS LESS THAN 15 YEARS QLD
VISITORS HOUSEHOLD* AGE 10+
Please give me the | What is the Does Did s Howoidls | Does Hes IF ATTENDED SCHOOL | Did (NAME) | Did (naME) | IF is IFALIVE | Is (NAMEYs IF ALNVE CIRCLE UNE
names of the relationship of | (NAME) (NAME) {NAME) (NAME)Y? {NAME) {NAME) work for pay have any INJURED (NAME)'s natural father NUMBER OF
persons who usually | (NAME) b the usually stay here | male or recaive aver been during the last | injury that INLAST1 natursl altve?
live In your head of the live here? | last female? child mainte- | to school? 7 days? wan trealod MONTH mother
h hold and hold? night? nance grant , by & doctor or alive? e —
guests of the - ‘Whatis the 1F-ABE Aurse-during—1-What typs Doss Dows ALL ALE
housshold who IF UNDER | grantora hghestleval |  (FSS thelast 30 | of injury* (NAMEYs (NAME)s | PFR- WOMEN
stayed here last 1YEAR). | pension fom of sehoot THAN 25 days? oid (NAME) natursl natural SONS 15 | AGE
right, starting with the (NAME) YEARS have? mother ive in fahecive | YEARS | 1549
the head of IF950R | govemment? <omple- this in this OR
household. OVER, tod?* household? hausehold? | OLDER
WRITE ‘08 IFYES: IF YES:
Is (RAME) What i her What is his
still in name? name?
schoal? RECORD RECORD
MOTHER'S FATHER'S
UNE LINE
NUMBER NUMBER
— — -
L] @ [ @ &) 6) @ (8) (16} a1 (12) 13 {14 {15} (18) an 18) (19} {20}
YES NOJYES NOI M F] INYEARS | YESNODK | YES NO YES NO| YES YES NO DK YES NO YES NO DK
DK
FrTTp— —T | Sunen S
) 1oz | e 1
(11} | [ 1 2|1 211 2 [ 1 1 2y | | 111 211 | 1 2 b b1 2 8 | 01 01
[ — | — I [ S G— L
B GO TO (15) B 1
[ [ nan man — T
1 1 1
——— b B N - Lo
02 | I 1 2|1 211 2 | 1 1 2| | | 1] 2] 1 I 1 2 | i [t 2 8 i 02 02
[ N— S — I [ S L _
T GO TO (15) T 3
pree——— =T — T
grempem— i "[ ey 12 8 I ’| g 1 11
03 [ 2] 1 2f 1 2 " 1 1 HI R 2|1 | 102 b ttr 2 8 | 03 03
[ S [—— I,
tmmnd i —
. GO TO (15) ; =




15) (18) (17) (18) (19) (20)
10 an (12) (13) a4 {
(1) {2) 3) 4) {5) {8} (N (8) ®) (10)
—— -
— 1 U 128 |y LY . N
Pl B 2 L1 2 | 2 8| [ 1 | 2 |
o IL.......L..—' , 2 l R O o 1  S— | N
’ haaenee sotos | ——
}
— —
¥ 1 Ty 1 e .
| 1‘. i._.,l__..} ) 1 2 8 |')| 2 i- 'I l‘ 2 I || o5 05
| P D z Lowammd .
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T 1
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1
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TICK HERE IF CONTINUATION SHEET USED (-

1

2)

3

Juat to meke sure that | have & complate listing:

Are thers sny other parsons such as emall children or infants thet we have nat listed?

In addition, are there any other people who mey not be membars of your family, auch as
domestic worskers, lodgers or friends who usuaily live hare?

Ars there any guasts of mmporary visitors staying hars, or anyons alse who glept here
iast night that havs not been sted?

oy
YE8 ||

Lmend_»

NQ. QUESTIONS AND FLTERS CODING CATEGORIES SKiP
21 Has anyonas In the houeshold disd in the lest 12 months? YES .ot i ettt 1
NO i s 2 1]
22 in the laat 12 months, how many peopls i your housshold died?
NUMBER OF PERSONS
23 In the jast 12 monthe, how many peopls In your household died from sn injury
sustained es & resultot violance aither batwasn them and other peopie or rom RUMBER OF PERSONS
s nfiictad upon th Ives?
24 in e (est 12 monthe, how meny pareons in your hougehold diad from en
i L injury they talnad such ss from » !uf’c collision, or en Injury NUMBER OF PERSONS ... ......
{such ss falls, burns or cuts) thath dad st h ki Ifetc?
25 Whet ia the msin sourcs of drinking weter for bers of your h hold? PIPED WATER [TAP) IN DWELLING ....... 11
} PIPED WATER (TAP}IN BITE/YARD . 12 | .28
PUBLICTAP .. ........... 13
WATER CARRIER/TANKER . 21
BOREHOLE/WELL ............. LN
DAMMRIVER/STREAM/SPRING .32
RAIN-WATER TANK .......... [T Y
BOTTLEOWATER ..................... 814, 28
' OTHER 88
I
28 How long doss it ke you to get thers, get wates, end Fomo beck?
i MINUTES
; ONPREMIBES .............covvnnnnn. 988
27 | Who fatched the water yastsrday? ? FEMALE ADULT ....... LA
MALE ADULT .. .B
RECORD ALL MENTIONED. FEMALE CHILD . L Q
MALECHWLD .......... -D
DONTKNOW ... ... .. i 4

T
28 What kind of ilet faclity does your housshokt have? |

FLUSH TOLET(OWN) .. ................
FLUSH TOILET (SHARED) .
BUCKET LATRINE ........
PIT LATRINE .
NO FACILITY/BUSH/FIELD ..
OTHER

29 Doss your housshold hava:
Electricity?

A redio?

A talavision?

A talsptione?

A rafrigaretor?

A pereo nai com puter (PC)?
A washing machina?

TELEVISION ...............
TELEPHONE ...............
REFRIGERATOR . . .. P
PERSONAL COMPUTER
WASHING MACHINE ........

a0 What doas yourh hokd uss for king snd ting?

RECORD ALL MENTIONED. )

n How many rooms in your housshold are used for siaaping?
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NO.

32

QUESTIONS AND FLTERS

MAIN MATERIAL OF THE FLOOR.

RECORD OBSERVATION

CODING CATEGORIES

EARTHI/SAND/DUNG
BARE WOOD PLANKS

SKiP

] MAIN MATERIAL N THE WALLS.
MUD AND CEMENT ......... .
CORRUGATED IRON/ZINC Lo 28
PREFAB .............c.o0000s ... 22
BARE BRICK/CEMENT BLOCK .. & |
RECUORD OBSERVATION PLASTERFINISHED .................... 31
OTHER
S G
34 Lt us spesk aboutthe househald end what itcan afford. Would you say thatthe OFTEN ... i i i ietinnas
pecple here often, som etim ea, saldom or naver go hungry? SOMETIMES .. e .
SELDOM .. ...
NEVER ... ... it
38 Qosa sny member of your housshok! own: YES NO
A blcycla? BICYCLE . ................. 1 2
A maotorcycis? MOTORCYCLE .. 1 2
Acar? CAR M| 2
A donkey ors horsa? DONKEYHORSE 1 2
Shesp or cattie? SHEEPI/CATTLE 1 2
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QD
SOUTH AFRICAN DEMOGRAPHIC AND HEALTH SURVEY
15/1/98 WOMEN QUESTIONNAIRE

IDENTIFICATION

PROVINCE

DISTRICT

NAME AND LINE NUMBER OF WOMAN

NAME OF HOUSEHOLD HEAD
INTERVIEWER VISITS
1 2 3 FINAL VISIT
DATE DAY
MONTH
YEAR
INTERVIEWER'S NAME NAME
RESULT* RESULT
NEXT VISIT: DATE TOTAL
NO. OF
TIME viSITS
*RESULT CODES:
1 COMPLETED 4 REFUSED 7 OTHER
2 NOT AT HOME 5 PARTLY COMPLETED (SPECIFY)
3 POSTPONED 6 INCAPACITATED
LANGUAGE
LANGUAGE OF QUESTIONNAIRE .. ... .\ttt e ee e et e e et e e e,
LANGUAGE OF INTERVIEW ...\ttt ettt e e et e e e e e e e et e e e e
HOME LANGUAGE OF RESPONDENT ...\t ie ittt ettt et e ettt e e eeens
TRANSLATOR USED (YES = 1,NO S 2) ... net et entte i e ee e e e e e et et ieee e
LANGUAGE CODES
01 ENGLISH 04 isi ZULU 07 SePEDI 10 ZITSONGA
02 AFRIKAANS 05 SeSOTHO 08 SISWAT! 11 IsINDEBELA
03 IsXHOSA 08 SeTSWANA 08 TshiVENDA
SUPERVISOR FIELD EDITOR OFFICE EDITOR KEYED BY
NAME NAME ——
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DATE

SUPERVISOR

DATE

FIELD EDITOR

OFFICE EDITOR

KEYED BY

RECORD THE TIME.

QUESTIONS AND FILTERS

CODING CATEGORIES

102 | First ] would like to ask some guestions ebout you and your L 1 I 1
housshold. For most of the time untll you werd 12 ysars old, did you TOWN . .. 2
live in a city, in a iarge town, on a farm or in rural areas? RURAL/FARM .. .. ............... 3
103 | How long have you been living continuously in (NAME OF CURRENT
PLACE OF RESIDENCE)? YEARS .......cc0vvnvns
iIF LESS THAN 1 YEAR, WRITE ‘00 ALWAYS 8l
VISITOR »105
104 | Just before you moved hem, did you live in a city, in a town, orin the
rurel area /farm?
105 | In what month and year were you bom?
108 | How old were you at your last birthday?
COMPARE AND CORRECT 105 AND/OR 108 IF INCONSISTENT.
107 | Have you ever aftended school? YES .ot 1
NO .. e 2-4-+114
109 | What is the highest (standard/year) you completed ? LESS THAN ONE YEAR COMPLETEDOO
SUBA/ICLASS T ............00s 71
SUBBICIASS 2 ................ 72
STANDARD 1 ................. 01
STANDARD 2 ..........000vunse 02
STANDARD 3 ...........c.cuvnn 03
STANDARD 4 .................. 04
STANDARDS .................. 05
STANDARDSB .................. 08
STANDARD 7 ..........o0ihvenn 07
STANDARD B ......,.........., 08
STANDARD S .................. 08
STANDARD10 ................. 10
FURTHER STUDIES INCOMPLETE . 11
DIPLOMA/OTHER POSTSCHOOL
COMPLETE ............... 12
FURTHER DEGREE COMPLETE .. 13
110 | CHECK 1086:
AGE 24 AGE 25 -
OR BELOW OR ABOVE 114
111 Are you curently attending school? YES . i i 1114
NO i e 2
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
112 | What was the main reaeson you stopped altending school? GOTPREGNANT ............... 01
GOTMARRIED .. ............... 02
TO CARE FOR YOUNGER
CHILDREN ................. 03
FAMILY NEEDED HELP ON FARM
ORINBUSINESS ............ 04
COULD NOT PAY SCHOOL FEES .. 05
NEEDED TO EARN MONEY . .....
GRADUATED/HAD ENOUGH
S8CHOOLING................ o7
DID NOT PASS ENTRANCE EXAMS 06
DIDNOTLIKESCHOOL .. ........
SCHOOL NOT ACCESSIBLE/
TOOFAR .................. 10
OTHER
{S8PECIFY)
DONTKNOW .................. 96
114 Canyou read and understand a letier or newspaper in your homs EASILY . ... .. e 1
lenguage easily, with difficuity, or not at ali? WITHDIFFICULTY ............... 2
NOTATALL ................. e 3| —118
115 Havs you read a newspaper or magazine In the iast week? ;{E}S .......................... %
1168 | Do you usually listen 1o a radio every day?
117 | Do you usually wetch television at least once a week?
119 | Which race group do you consider yourself?
120 | CHECK Q.4 IN THE HOUSEHOLD QUESTIONNAIRE
THE WOMAN INTERVIEWED THE WOMAN INTERVIEWED
{8 NOT A USU . 1S A USUAL 1
RESIDENT — RESIDENT 4201
121 Now { would itke to ask about the place In which You usuaily live. CITY ... i iiice et 1
What is the name of the place in which you usually live? TOWN . ... ... i 2
RURALFARM .................. 3
Is that a large city, town, or rural area /farm?
122 | In which PROVINCE is that located? EASTERNCAPE ............... 01
FREE STATE .................. 02
123 | Now [ would like to ask about the household in which you usually live.
What is the main source of drinking water for members of your PIPED WATER éta;:; INDWELLING 11
household? PiPED WATER (tap), IN SITE/YARD 12
PUBLICTAP . ... .......... .00 13
WATER CARRERJ TANKER ...... 21
BOREH! OLE}WE .............. a
DAM R STREIWISPR!NG 32
RA!N-WATER ............. 41
BOTTLED WATER ............. 51
OTHER 96
SPECIFYT
125 What kind of toilet facility doss your household have? FLUSH TOILET {OWN
FLUSH TOILET {SH
BUCLIXET LATRINE ..........
NO FAcmwzéU'si—f/f-'iéLb """"
OTHER 96
{SPECIFY)
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i
QUESTIONS AND FILT E}QS

NO. CODING CATEGORIES SKIP
126 Does your housshold have: ‘ YES NO
Electricty? ‘ ELECTRICITY ............ 1 2
A radio? 1O ....vviviiinenenn, 1 2
A television? TELEVISION . ............. 1 2
A telaphone? TELEPHONE ............. 1 2
A refrigerator? REFRIGERATOR .......... 1 2
A personal computer (PC)? . PERSONAL COMPUTER ... 1 2
A washing machine? ; WASHING MACHINE . ..... 1 2
127 Could you describe the main material of tha w+lls of your home? :“LASTICICARDBOARD .......... :;
f MUD AND CEMENT ............. 13
CORRUGATED IRON/ZINC ....... 21
PREFAB ..............c000uuun 22
BARE BRICK/CEMENT BLOCK .... 23
| PLASTER/FINISHED ............ 31
‘ OTHER 96

(SPECIFY)




SECTION 2. REPRODUCTION

Now | wouid ilke to ask you about ail the pregnancies that you have had in your lifetime. By this | mean aii the chiidren bom to you,
whether they were bomn alive or dead, whether stiil Iving or not, whether fiving with you or eisewhere, and ail the pregnancies that
you have had that did not resuit in a live birth. | understand that it s not easy to talk about chidren who have died, or pmegnancies
that have terminated before ful term, but it is extremely impartant that you teii us about ail of them, so that we can deveiop programs
that wili haip the Govemnment of South Africa improve chiidren's heaith In tha future.

NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
201 Now { would like to ask about ali the births you have had during your YES ... i 1

iife. Have you ever given bith? NO ... 2 | —208
202 Do you have any sons or daughters to whom you have given birth YES ...ttt 1

who are living with you? NO ... i RPPIN 2 | ——»204

203 How many sons iive with you?

And how many daughters live with you?

{F NONE, RECORD '00".

204 Do you have any sons or daughters to whom you have given birth YES ........... i, PP 1
who are alive but do not iive with you? NO .. i iiiicenann 2 +208
205 How many sons are ailve but do not live with you?
And how many daughters are alive but do not live with you?
IF NONE, RECORD '00".
2068 | Have you ever given birth to a boy or giri who was bom aiive but iater
died?
YES ... 1
IF NO, NO e o2 »208
PROBE: Any baby who cried or showed signs of life but survived
oniy a few hours or days?
207 How many boys have died? BOYSDEAD............
And how many giris have died? GIRLSDEAD ...........
iF NONE, RECORD '00',
208 Women sometimes have pregnancies that do notresultinalivebom | YES .......................... 1
chiid. Thatis, a pregnancy can end very early, in a miscamisgeoran | NO ........................... 2 +210

abortion or the child can be born dead. Have you had any such
pregnancy that did not resuit in a live birth?

208 | inall, how many such pregnancies have there been?
PREGNANCY LOSSES ...

210 | SUM ANSWERS TO 203, 205, 207 AND 208, AND ENTER TOTAL.  ——

IF NONE, RECORD 00",

212 | CHECK 210:

ONE ORMORE NO
PREGNANCIES | PREGNANCIES L

A

»234
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ther born alive, bom dead, or lost before fuli term, starting with the first one you

213 Now | would iike to ask you about ail of your pregnancies, why
had.
RECORD ALL THE PREGNANCIES. RECORD TWINS AN( TRIPLETS ON SEPARATE LINES.
214 215 216 217 218 218 220 221
Think back | Was that a Was the baby born alive, born | Did |r$ty What was the name Is In what month and year |ls
to the time | single or dead, or lost before fuli term? | baby ¢ry, | given to that chiid? {(NAME} |was (NAME)}bom? (NAME}
of your muitipie mova, Or aboyor | PROBE: still
(firsynext) | pregnancy? breathe a giri? | What s his/her alive?
pregnancy. when jt birthday?
was bprn? OR: in what season was
he/she bomn?
01
SINGLE... 1 |JBORNAUVE ........... t|YES .. 1 BOY . 1|MONTH... YES 1
(SKIP TO 218}«
MULTIPLE BORNDEAD........ ....2{NO ... ? GIRL . 2| YEAR . NO .. ?
LOST BEFORE FULL TERM 3 | {NAME) v
{SKIP TO 225)« 226 224
02
SINGLE . .. BORNAUVE ........... YES .. 1 BOY . MONTH . ..
(SKIP TO 218)¢—d
MULTIPLE BORNDEAD............ 2|NO ... ? GIRL . 2| YEAR .
LOST BEFORE FULL TERM 3 " {NAME)
(SKIP TO 225)«—! 225
03
SINGLE... 1|BORNAUVE ........... YES |.. 1 BOY . 1 |MONTH... YES 1
{SKIP TO 218)«———{
MULTIFLE BORNDEAD ............ 2|NO ... T GIRL . 2| YEAR . NO .. 2
LOST BEFORE FULL TERM 3 v (NAME}) 1.
{SKIP TO 225)«—d 225 224
04
SINGLE ..., 1JBORNAUVE ........... YES .. 1 BOY . 1 |MONTH... 1
(SKIP TO 218}«
MULTIPLE BORNDEAD ............ 2|NO ...2 GIRL . 2| YEAR . .2
!
LOST BEFORE FULL TERM 3 v {NAME} I'
{SKiP TO 226}« 225 224
05
SINGLE... 1 |BORNAUVE ........... YES |.. 1 BOY . 1|MONTH... |; YES 1
(SKIP TO 218 )smmmmmnd
MULTIPLE BORNDEAD............2 NO...? GIRL . 2 | YEAR . NO ..2
LOST BEFORE FULL TERM 3 v (NAME) [
(SKIP TO 228)«—d 225 224
08
SINGLE... 1]BORNAUVE ... ........ YES |.1 BOY . 1| MONTH., .. YES 1
(SKIP TO 218)«rd
MULTIPLE BORNDEAD..,......... 2|NO .. T GIRL . 2| YEAR NO .. 2
LOST BEFORE FULL TERM 3 2 (NAME) |'
(SKIP TO 226)+—d 225 224
o7
SINGLE... 1]BORNAUVE ........... YES .. 1 BOY . 1| MONTH... YES 1
{SKIP TO 218}«¢—d
MULTIPLE BORNDEAD............ 2|{NO ...2 GIRL . 2] YEAR . NO .. 2
-
LOST BEFORE FULL TERM 3 v {NAME) l
(SKIP TO 225)«— 225 224
08
SINGLE ... 1JBORNAUVE ........... YES |.1 BOY .1 |MONTH...
(SKIP TO 218)«———— !
MULTIPLE BORNDEAD............ 2{NO ... ? GIRL . 2| YEAR . 18 .2
LOST BEFORE FULL TERM 3 o NAME) l
(SKIP TO 226)«——! 225 224
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IF BORN ALIVE AND iF BORN ALIVE BUT iF BORN IF BORN DEAD OR LOST
STILL LIVING: NOW DEAD: ALIVE BUT BEFORE FULL TERM:
NOW DEAD;
222 223 224 224A 225 228 228 229
How old was | ls How old was (NAME) Did (NAME) In what year and | How many FROM YEAR Were there
(NAME) at | (NAME) | when he/she died? die from month did this months did OF THIS PREG- | any other
his/her last | living IF 1 YR.', PROBE: How | diarrhoes? pregnancy end? | the pregnancy | NANCY SUB- pregnancies
birthday? with many months old was last? TRACT YEAR betwasn the
you? (NAME)? RECORD OF PREVIOUS | previous
RECORD DAYS IF LESS THAN 1 RECORDIN |PREGNANCY. |pregnancy
AGE IN MONTH; MONTHS IF COMPLETED | IS THE DIFFE- | mentionad
COMPLETED LESS THAN TWO MONTHS. RENCE 2 OR and this
YEARS. YEARS; OR YEARS. MORE YEARS? | pregnancy?
01 MONTHS
AGEIN |YES 1, |DAYS .. 1
YEARS
NO . 24 | MONTHS 2
(next preg.)
(NEXT+l | YEARS . 3
PREG.)
02
AGEIN |YES 1. |DAYS .. 1 YES ....1 - |MONTH MONTHS |YES ....... 1{YES ....1
YEARS
NO . 24 | MONTHS 2 NO ..... 24 | YEAR 1S |} NO ........ 2|NO ..... 2
(GO TO- | YEARS . 3 DK...... 8 (NEXT J
228) (GO TO 228} PREGNANCY)
03
AGEIN |YES 1, |DAYS .. 1 YES ....1 ;| MoNTH {imail | MONTHS | YES ....... 1] YES ....1
NO . 2{ | MONTHS 2 NO ..... 24 | vear o [l | [BEmlsmm) INO ...l ? NO ..... 2
(GOTO! | YEARS . 3 oK...... 8 (NEXT o
228) {GO TO 228)- PREGNANCY)
04
AGEIN |YES 1,|DAYS .. 1 YES ....14 MONTHS |YES ....... 1| YES .... 1
1
NO . 2{| MONTHS 2 NO ..... 24| vears |: Jl NO ........ 2[NO L. 2
L
(GO T YEARS . 3 DK...... (NEXT ,J
228) (GO TO 228} PREGNANCY)
05
AGE IN YES 1, DAYS .. 1 YES ....1 4 MONTHS YES ....... 1] YES ....1
NO . 2{| MONTHS 2 NO ..... 21 | 1 j NO ........ 2| NO ... 2
(GOT YEARS . 3 DK...... 8 (NEXT «J
228) (GO TO 228). PREGNANCY)
08
AGEIN | YES 1| DAYS .. 1 YES ....1, MONTHS | YES ....... 1] YES ....1
YEARS
NO . 21| MONTHS 2 NO ..... 24 NO ........ |2 NO ..... 2
(GO TO!| YEARS . 3 OK...... 8- (NEXT o
228) (GO TO 228).- PREGNANCY)
07
AGEIN | YES 1, DAYS .. 1 YES ....1 4| MONTH | YES ....... 1| YES ....1
YEARS F
NO . 24| MONTHS 2 NO ..... 24| YEAR19 | NO ........ 2] NO ..... 2
1
(GOTO!| YEARS . 3 DK...... 8 N -J
228) (GO TO 228).- PREGNANCY)
_UE | A paaae |
AGEIN | YES 14| DAYS .. 1 YES ....1 ] MONTH | MONTHS | YES ....... 1 YES ....1
YEARS
NO . 2{| MONTHS 2 NO ..... 24| vyEAR 19| NO ........ 2| NO ..... p: |
i
(GOT YEARS . 3 DK...... 8 (NEXT <J
228) (GO TO 228)- PREGNANCY)
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214 215 2186 217 218 218 220 221
Think back | Was that a Was the baby bom alive, Did th What was the namse Is In what month and year |is
to thetime |single or bom dead, or iost before full | baby ory, given to that child? {NAME) |was (NAME)bom? {(NAME)
of your multipie term? move, or a boy or sfill
next pregnancy? breathp a gin? |PROBE: alive?
pregnancy. when it was What is his/her
bom? | birthday?
‘ OR: in what season was
he/ghe bom?
" i
SINGLE... 1 |BORNALUVE .......... 1]YES ;.. 1 BOY . 1 |{MONTH... [; YES 1
{SKIP TO 218}t .
MULTIPLE 2 |BORNDEAD.........,. 2|NO .}..2 GIRL . 2| YEAR 19 NO .. 2
LOST BEFORE . ___ |
FULLTERM .......... 3 M (NAME) M
(SKIP TO 228)«—w—ri 225 224
10
SINGLE... 1 |[BORNAUVE .......... 1|YES |..1 BOY . 1|MONTH... i YES 1
{SKIP TO 218)ee—n
MULTIPLE 2]BORNDEAD........... 2|NO .|..2 GIRL . 2| YEAR 19 NO .. 2
LOST BEFORE ] }
FULLTERM .......... 3 M {NAME) v
(SKIP TO 225)s——— 225 224
1
SINGLE ... 1 JBORNAUVE .......... 1| YES A BOY . 1 |MONTH... YES 1
{SKIP TO 218)«————!
MULTIPLE 2JBORNDEAD........... 2INO . .. 2 GIRL . 2 |YEAR 19 NO .. 2
LOST BEFORE | |
FULLTERM .......... 3 - {NAME) .
(SKIP TO 225}« 225 224
12
SINGLE... 1 JBORNALIVE .......... 1JYES |..1 BOY . 1|MONTH. ..
{SKIP TO 218)« }
MULTIPLE 2JBORNDEAD........... 2INC . .. 2 GIRL . 2] YEAR 19
LOST BEFORE 1.
FULLTERM .......... 3 (. {NAME)
(SKIP TO 225)« 225
13
SINGLE ... 1 |BORNALIVE .......... 1] YES ,..1 BOY . 1 |MONTH...
(SKIP TO 218)« i
MULTIPLE 2JBORNDEAD........... 2INO .,..2 GIRL . 2| YEAR 19
LOST BEFORE 1.
FULLTERM .......... 3 C o (NAME)
{SKIP TO 225)« . I 225
1
14 !
SINGLE ... 1|BORNALIVE .......... 1| YES ...1 BOY . 1 |MONTH...
{SKIP TO 218)« : :
MULTIPLE 2 |BORNDEAD........... 2|INO ... 2 GIRL . 2| YEAR 19
LOST BEFORE |
FULLTERM .......... 3 v {(NAME)
{SKIP TO 225)« . 225
15
SINGLE... 1 |BORNALVE .......... 1/YES |..1 BOY . 1 |MONTH ...
{SKIP TO 218)¢——i
MULTIPLE 2]BORNDEAD........... 2|INO ....2 GIRL . 2| YEAR 19
LOST BEFORE |
FULLTERM .......... 3 4 (NAME)
(SKIP TO 225)« ! 225
16
SINGLE... 1 |BORNALIVE .......... 1{YES ...1 BOY . 1|MONTH ...
{SKIP TO 218)«——urd
MULTIPLE 2BORNDEAD........... 2iINO ....2 GIRL . 2| YEAR 18
LOST BEFORE |
FULLTERM .......... 3 M {NAME)
(SKIP TO 225)«—d 5
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IF BORN ALIVE AND IF BORN ALIVE BUT NOW IF BORN IF BORN DEAD OR LOST BEFORE
STILL LIVING: DEAD: ALIVE BUT FULL TERM:
NOW DEAD:
222 223 224 224A 225 228 228 229
How old wasa | Is How old was (NAME) when Did (NAME) In what year and | How many FROM YEAR OF Were there
(NAME) at | (NAME) | he/she died? die from month did this months did the | THIS PREGNANCY | any other
his/her jast | living diarrhoes pregnancy end? pregnancy last? | SUBTRACT YEAR | pregnancies
birthday? with IF "1 YR.’, PROBE: How many OF PREVIOUS between the
you? months old was (NAME)? RECORD IN PREGNANCY. previous
RECORD RECORD DAYS IF LESS COMPLETED pregnancy
AGE IN THAN 1 MONTH; MONTHS IF MONTHS. 1S THE mentioned
COMPLETED LESS THAN TWO YEARS; DIFFERENCE 2 and this
YEARS, OR YEARS. OR MORE? pregnancy?
08
AGEIN |YES 1,|DAYS ...... MONTH MONTHS YES ......... 11YES .....
YEARS b
NO . 2| | MONTHS YEAR 19 i ] NO .......... 2{NO ...,
L
{BOTO! | YEARS ..... (NEXT «J
228) PREGNANCY)
10
AGEIN |YES 1,IDAYS ...... 1 YES ....1, MONTHS YES ......... 1|YES .....
YEARS
NO . 21 | MONTHS 2 NO ..... 24 NO .......... 2INO ... ...
{GO TO! | YEARS ..... 3 DK...... (NEXT -J
228) (GO TO 228)- PREGNANCY)
11
AGE IN YES 1, [DAYS ...... 1 MONTH MONTHS YES ......... 1]YES .....
YEARS
NO . 2| |MONTHS ... 2 YEAR 19 I l NO ..coeen. 2{NO ......
(GO TO! | YEARS ..... 3 (NEXT J
228) PREGNANCY)
12
AGEIN |YES 1,|DAYS ...... 1 YES ....1, MONTHS YES ......... 1| YES .....
NO . 2{ | MONTHS 2 NO ..... 2 NO .......... 2|NO ......
(GO TO! | YEARS ..... 3 DK...... 8 (NEXT «l
228) (GO TO 228)« PREGNANCY)
13
AGEIN |YES 1,]DAYS ...... MONTH YES ......... 1| YES .....
YEARS
NO . 21 | MONTHS YEAR 18 NO .......... 2|NO .. ....
(GO TO! | YEARS ..... (NEXT J
228) PREGNANCY)
14
AGEIN |YES 17| DAYS ...... YES ....1 q] MONTH MONTHS YES ......... 1| YES .....
YEARS
NO . 21| MONTHS NO ..... 24| yEAR 1D NO .......... 2INO ......
{GOTO | YEARS ..... DK...... & (NEXT J
228) (GO TO 228).- PREGNANCY)
15
AGEIN |YES 1,|DAYS ...... YES ....1 | MONTH YES ......... 1} YES .....
YEARS
NO . 21| MONTHS NO ..... 24| yEAR 1S NO .......... ? NO ......
(GOTOJ/| YEARS ..... DK...... 8 (NEXT
228) (G0 TO 228)-- PREGNANCY)
16
AGEIN | YES 1,|DAYS ...... YES ....1 4| MONTH YES ......... 1] YES .....
YEARS
NO . 2{| MONTHS NO ..... 24| YEAR 18 NO .......... 2| NO ......
{GO T YEARS ..... DK...... {NEXT ‘J
228) (GO TO 228)-- PREGNANCY}
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230 | FROM YEAR OF INTERVIEW SUBTRACT YEAR OF LAST PREGNANCY, YES ...t 1

IS THE DIFFERENCE 2 YEARS OR MORE? NO .......ciivninnns 2 »232
231 Have you had any pregnancies since the iast pregnancy mar'ntionad? :gs ................... ; +214
232 COMPARE 210 WITH NUMBER OF PREGNANCIES IN leTORY ABOVE AND MARK:
NUMBERS NUMBERS ARE {::1.
ARE SAME F] DIFFERENT R (PROBE AND RECONCILE)

CHECK: ;:OR EACH PREGNANCY: YEAR IS RECORDED IN 220 OR 225.
FOR EACH LIVING CHILD: CURRENT AGE IS RECORDED IN 222.
FOR EACH DEAD CHILD: AGE AT DE}#TH IS RECORDED IN 224.
FOR EACH PREGNANCY LOSS: DURjATION 1S RECORDED IN 226.

FOR AGE AT DEATH 12 MONTHS OR 1 YR : PROBE TO DETERMINE EXACT NUMBER OF
MONTHS. ;

233 | CHECK 220 AND ENTER THE NUMBER OF BIRTHS SINCE JANUARY 18083,
IF NONE, RECORD 0",

234 Are you pregnant now? YES .ottt 1
NO L. i i it e 2 +237
| UNSURE . .......cooviiiiiiiiiiiinancnns 8 | ~»r237
235 | How many months pregnant are you? “
i MONTHS
|
236 | Atthe time you became pregnant, did you want to become gregnant THEN ... i e i 1
then, did you want to wait untll later, or did you not want to have LATER .. ... ittt cincennaen 2
anymors children at ail? NOT WANT MORE CHILDREN .............. 3
237 | When did your last menstrual period start? !
DAYS AGO
WEEKS AGO

(DATE, IF GIVEN)

238 | Do you have any of the following problems: YES NO
Wet yourseif when you cough, sneeze or iift haavy weights? WET WHEN COUGH/SNEEZE ... 1 2
Are you constantly wet? CONSTANTLYWET ............ 1 2
Are you constantly solled? CONSTANTLY SOILED ......... 1 2
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SECTION 3. CONTRACEPTION

Now | would {ike to talk about family planning - the various ways or methods that a coupie can usa to delay or avoid a

pregnancy.

CIRCLE CODE 1 IN 301 FOR EACH METHOD MENTIONED SPONTANEOUSLY.
THEN PROCEED DOWN COLUMN 302, READING THE NAME AND DESCRIPTION OF EACH METHOD NOT MENTIONED
SPONTANEOUSLY. CIRCLE CODE 2 iF METHOD IS RECOGNIZED, AND CODE 3 IF NOT RECOGNIZED,

THEN, FOR EACH METHOD WITH CODE 1 OR 2 CIRCLED IN 301 OR 302, ASK 303,

301 | Which ways or msethods have you heard about? 302 Have you ever hsard | 303 Have you sver used
of (METHOD)? {METHOD)?
SPONTANEOUS  PROBED
YES YES NO
01 PILL Women can take a pill every day. YES ...t 1
1 2 3 —
*INO ...l 2
02 IUD Women can have a loop or coll placed YES ........... ... 1
inside them by a doctor or a nurss. 1 2 3 -
INO L 2
03 INJECTIONS Women can have an injaction YES ............... 1
by a doctor or nurse which stops them from 1 2 33—
becoming pregnant for sevaral months. *INO ...l 2
04 DIAPHRAGM, FOAM, JELLY Women can YES ............... 1
place a sponge, suppository, diaphragm, Jelly, 1 2 33—
or cream inside thamsaelves before infercourse. *INO ...l 2
05 CONDOM Men can put a rubber sheath on YES ... ... ... 1
their penis during sexual intercourse. 1 2 33—
INO ... il 2
06 FEMALE STERILIZATION Tie the tubes. Have you ever had an
Waimen can have an oparation to avoid having 1 2 3 —— | operation to avoid having
any more children, any more children?
07 MALE STERILIZATION Men can have an Have you ever had a
operation to avoid having any more chiidren. 1 2 3 — | pariner who had an
operation to avoid having
childran?
YES .. .......ia... 1
INO L 2
08 RHYTHM, CALENDAR METHOD Every YES .....ovvivnninn 1
month that a woman is sexually active she can 1 2 3
avoid having sexual intercourse on the days of —~' NO ..........o0vunn 2
the month she is most likely to get pregnant. v
08 WITHDRAWAL Men can be careful and pull YES .. ... .ot 1
out before climax. 1 2 3
fINO ... 2
10 HERBS. Women use natural herbs or Dutch 1 2 3— [YES .. ...l 1
remedies to avoid pregnancy v
NO ...t 2
1 Have you heard of any other ways or methods
that women or men can use to avoid 1 3
pregnancy?
YES ... ... 1
{SPECIFY} NO ............. .2
YES ....coiveinin. 1
(SPECIFY) NO ......coininn 2
304 | CHECK 303: ST ONE
NOT A SINGLE AT LEAST ON
“YES® ] "yES® 1 +SKIP TO
308
(NEVER USED) (EVER USED)
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKiP
305 | Have you avar used anything or triad in any way to delay or avoid b = 1
getting pregnant? NO ... ..iviinnns [N 2 | —331
307 | What have you used or done? |
CORRECT 303 AND 304 (AND 302 IF NECES#ARY).
308 | Now i wouid like to ask you about the first time that you did something | PILL ........ PPN 01
or used a method to avoid getting pregnant. ] 1 PN 02
| INJECTIONS . .................. 03
What was the first method you sver used? ; DIAPHRAGM/FOAMAJELLY ....... 04
| CONDOM ...........ccivvuuenn 05
: FEMALE STERILIZATION ........ 06
MALE STERILIZATION........... o7
RHYTHM/ CALENDER METHOD ... 08
WITHDRAWAL ................. 08
HERB/REMEDIES .............. 10
OTHER 88
(SPECIFY)
309 | How many ilving children did you have at that time, if any?
NUMBER OF CHILDREN ..
iF NONE, RECORD '00'.
308A | How old were you when you first used somaething to favoid getting
pregnant? |
309B | From whom did you first get information about methgds to avold MOTHER ................ N A
pregnancy? SISTER............... [ B
FATHER . .... J T Cc
OTHERRELATIVE ............... D
FRIEND ...........cciiiinnnns . E
TEACHER........... Chreses F
NURSE .........c.ooiivnninnn G
DOCTOR .............vvivieen- H
POSTER/LEAFLET/MAGAZINE ...... i
RADIO/TELEVISION . ....... PP |
i
| ER X
(SPECIFY)
309C | CHECK 30%A:
AGE LESS AGE 19 -
THAN 18 YEARS L:YEARS OR OLEER 311
308E | Did your parent(s) or guardian give advice on contraceptives or YES .o 1
oaxpiain how to use them? NO i i 2
311 | CHECK 303:
WOMAN NOT WOMAN
STERILZED |—  STERLZED L . 314A
312 | CHECK 234:
NOT PREGNANT PREGNANT
ORUNSURE [ 1 ,201
313 | Are you cumrently doing something or using any method to deiay or YES .. 1
avoid getting pregnant? NO ......... e 2| —»3%
314 | Which method ars you using? : PiLL ... i 01
' WD . (174
INJECTIONS . .................. 03 »328
DIAPHRAGM/FOAM/JELLY ....... 04
CONDOM ............c.ocuun 05
314A | CIRCLE '06' FOR FEMALE STERILIZATION. FEMALE STERILIZATION ........ 08
MALE STERILIZATION ........... 07
RHYTHM, CALENDER METHOD ... 08 | —323
WITHDRAWAL ................. 08
HERB/REMEDIES ............. ceen 1
»332
OTHER 96
(SPECIFY)
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
318 | Whare did the steriization take place? PUBLIC SECTOR
GOVERNMENT HOSPITAL .... 11
IF SOURCE 1S HOSPITAL, HEALTH CENTER, OR CLINIC, DAY HOSPITAL/CLINIC!
WRITE THE NAME OF THE PLACE. PROBE TO IDENTIFY COMMUNITY HEALTH CENTRE 12
T!aE TYPE OF SOURCE AND CIRCLE THE APPROPRIATE FAMILY PLANNING CLINIC ..., 13
CODE.
OTHER PUBLIC 186
{SPECIFY)
PRIVATE MEDICAL SECTOR
{NAME OF PLACE} PRIVATE HOSPITALICLINIC . .. 21
PRIVATEDOCTOR .......... 23
OTHER PRIVATE
MEDICAL 28
{SPECIFY)
OTHER
(SPECIFY)
DONTKNOW .................. 8
319 | Do you regret that (you/your pariner) had the operstion not to have YES ... 1
any {more) children? NO .. 2 +321
320 | Why do you regret the operation? RESPON[l))ENT WANTS ANOTHER
CHILD .......... .. .0.hes 01
PARTNER WANTS ANOTHER CHILD 02
SIDEEFFECTS ................ 03
CHILDDIED ...............0vu 04
OTHER
{SPECIFY)
321 in what month and year was the sterilization performed?
-+ 335
323 | How do you determine which days of your monthly cycle not to have BASED ONCALENDAR .......... 01
seoxual relations? BASED ON BODY TEMPERATURE . 02 ]
BASED ON CERVICAL MUCUS
{BILLINGS METHOD) ......... 03
BASED ON BODY TEMPERATURE
AND CERVICALMUCUS . ..... 04 »332
NO SPECIFICSYSTEM .......... 05
OTHER 96
(SPECIFY)
328 | Where did you obtain (METHOD) the last ime? PUBLIC SECTOR
GOVERNMENT HOSPITAL.... 11
IF SOURCE IS HOSPITAL, HEALTH CENTER, OR CLINIC, DAY HOSPITAL/CLINIC/
WRITE THE NAME OF THE PLACE. PROBE TO IDENTIFY COMMUNITY HEALTH CENTER 12
THE TYPE OF SOURCE AND CIRCLE THE APPROPRIATE FAMILY PLANNING CUNIC ... 13
CODE. MOBILECLINIC ............ 14
COMMUNITY HEALTH WORKER 15
OTHER PUBLIC 16
{SPECIFY)
PRIVATE MEDICAL SECTOR
{NAME OF PLACE) PRIVATE HOSPITAL/CLINIC .. 21
PHARMACY ............... 22
PRIVATE DOCTOR/
GYNECOLOGIST ........... 23
OTHER PRIVATE
MEDICAL 28
{SPECIFY)
OTHER SOURCE
SHOP ..........oovvunnins 31
CHURCH .................. 32
FRIEND/RELATIVE . ......... 33 »330A
OTHER 86
(SPECIFY)
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NOQ. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
330 | Do you agree with the following statements about the family planning
urvy}ZG yog:uae? y AGREE DISAGREE
The staff shout and scold 1 2
The staff do not explain much sbout the Fgmily Planning
method 1 2
The staff ignore problems which you report 1 2
The staff are unfriendly 1 2
330A | Peopie seiect the piace where they get family planning services for ACCESS-RELATED REASONS
various reasons. CLOSERTOHOME .......... A
CLOSER TO MARKET/WORK .. B
What were ths reasons you weant to AVAILABILITY OF TRANSPORT C
(NAME OF PLAGE IN Q.328) SERVICE-RELATED REASONS
| f i lac: ki bout? !
nstead of some other place you know & STAF: MORE COMPETENT/ .
E RIENDLY .............
RECORD ALL RESPONSES AND CIRCLE CODES. CLEANER FACILTY . T E
{ OFFERS MORE PRIVACY ..... F
SHORTER WAITING TIME .. ... G
LONGER HRS. OF SERVICE ... H
USE OTHER SERVICES AT THE
FACILITY .........0vvnnn i
LOWER COST/CHEAPER .......... J
WANTED ANONYMITY ........... K
OTHER X
{SPECIFY)
DONTKNOW .................00 F4
What is the Main Reason?
330B | Over the last 12 months have you had a break In you' contlaceptiva YES ...ttt 1
use for any reason? ! NO .. i 2 | —335
330C | Over the last 12 months, why have you had a break i}\ your WASPREGNANT ............... 01
contraceptive use? ! NO BOYFRIEND/
SEXUALLY INACTIVE ........
WANTED TO SEE MENSTRUATION 03 »335
HEALTH REASONS .............
OTHER . 98
(SPECIFY)
331 | What are the main reasons you ame not using a method of NEVERHADSEX ................ A
coniraception to avold pregnancy?
FERTILITY-RELATED REASONS
NOT HAVING SEX ........... B
INFREQUENT SEX ...........
RECORD ALL MENTIONED &EQQQAUSAUHYSTERECTOMY g
! POSTPARTUMBREASTFEEDING F
i WANTS (MORE) CHILDREN.... G
PREGNANT . ................ H
OPPOSITION TO USE
. RESPONDENT OPPOSED ..... I
1 HUSBAND/PARTNER OPPOSED J
i OTHERSOPPOSED ..........
5 RELIGIOUS PROHIBITION ..... L
5 LACK OF KNOWLEDGE
i KNOWS NO METHOD ....... M
KNOWS NOSQURCE ........ N
METHOD-RELATED REASONS
HEALTH CONCERNS ,........ (o]
FEAR OF SIDE EFFECTS...... P
! LACK OF ACCESS/TOOFAR ... Q
| COSTTOOMUCH ........... R
g INCONVENIENTTOUSE ...... s
; INTERFERES WITH BODY'S
| NATURAL PROCESSES .. T
: OUTOFSTOCK ............. U
OTHER X
{SPECIFY)
DON'T KNOW ¥4
What is the Main Reason?
332 Do you know of a place where you cen obtain a method of family YES .. e 1
planning? NO ... 2 »335
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
333 | Where is that? PUBLIC SECTOR
GOVERNMENT HOSPITAL. ... 11
IF SOURCE I8 HOSPITAL, HEALTH CENTER, OR CLINIC, DAY HOSPITAL/CLINIC/
WRITE THE NAME OF THE PLACE. PROBE TO IDENTIFY COMMUNITY HEALTH CENTER 12
THE TYPE OF SOURCE AND CIRCLE THE APPROPRIATE FAMILY PLANNING CLINIC ... 13
CODE. MOBILECLINIC ............ 14
COMMUNITY HEALTH WORKER 15
OTHER PUBLIC 16
{NAME OF PLACE) (SPECIFY)
PRIVATE MEDICAL SECTOR
PRIVATE HOSPITALXCLINIC .. 21
PHARMACY ............... 22
PRIVATE DOCTOR/
GYNECOLOGIST ........... 23
OTHER PRIVATE
MEDICAL 26
(SPECIFY)
OTHER SOURCE
SHOP ......... s 31
CHURCH .................. 32
FRIEND/RELATIVE .......... 33
OTHER
(SPECIFY)
335 | Have you visited any type of health facility for any reason in the last YES ... i 1
12 months? NO ... 2| —337
336 | Did any staff member at the health facility speak 1o you about family YES i 1
planning methods? NO ... i i 2
337 | During which times of the monthly cycle does a woman have the DURING HERPERIOD . .. .... Loes 01
greatest chance of becoming pregnant? RIGHT AFTER HER PERIOD HAS
ENDED ............c.0uune 02
IN THE MIDDLE OF THE CYCLE ... 03
JUST BEFORE HER PERIOD BEGINS 04
OTHER 96
(SPECIFY)
DONTKNOW . ...........o0uh0 98
338 | | would like to ask you a question about tha law on abortion in South YES ittt it 1
Africa. Does the present law aliow a woman in early pregnancy, NO i i 2
which is up to 12 weeks, io have an abortion? DONTKNOW .. ............ ..., 8
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SECTION 4A. PRE Y AND CHI
401 CHECK 233:
ONE OR MORE NO ]
BIRTHS SINCE BIRTHS SINCE (SKIP TO 465)
JAN. 1863 ~ JAN. 1893
402 | ENTER THE NAME, LINE NUMBER, AND SURVIV#%_.HSTATUS OF EACH BIRTH SINCE JANUARY 1903 IN THE TABLE.
ASK THE QUESTIONS ABOUT ALL OF THESE BIRTHS. BEGIN WITH THE LAST BIRTH.
(IF THERE ARE MORE THAN 2 BIRTHS, USE ADDITIONAL QUESTIONNAIRES).
Now i would like to ask you some questions about yapr pregnancles and the health of ali your children bom in the last five
(Wc will talk about one child ata time. )
403 LAST BIRTH NEXT-TO-LAST BIRTH
LINE NUMBER FROM Q214 LINE NUMBER . ... LINE NUMBER ....
404 | FROM Q218 NAME NAME
AND Q221 IALIVE !:] DEAD D ]
. v ALIVE !: DEAD [:]
405 | Atthe time you becama pregnantwith (NAME), | THEN ................... .1
did you want to becomea pregnant then (SKDP TO 407)« .
did youwenttowsalt untiilater, = JLATER ................... 2
or did you want no {more) chiidren st ali?
NO MORE
408 | How much longer would you like to have waited?
MONTHS
'YEARS
DON'TKNOW .. .... NP 998
407 | when you were pregnant with (NAME), did you HEALTH PROFESSIONAL HEALTH PROFESSIONAL
go for antenatal care for this pregnancy? DOCTOR............. A DOCTOR ............. A
NURSE/MIDWIFE . .... . B NURSE/MIDWIFE .. .... B
iF YES: Whom did you see? OTHER PERSON OTHER PERSON
Anyone elsa? TRADITIONAL BIRTH TRADITIONAL BIRTH
ATTENDANT ............. D | ATTENDANT ............. D
PROBE FOR THE TYPE OF PERSON AND
RECORD ALL PERSONS SEEN. OTHER OTHER X
(SPECI FY) (SPECIFY)
ONE ................ NOONE ................. Y
(SKIPTO 41(‘.*)«———————J {SKIP TO 410)e——
407A | Where did you go the majority of imes? PUBLICHOSPITAL ....... 01 | PUBLICHOSPITAL ....... 01
PROBE FOR THE ONE PLACE VISITED PRIVATEHOSPITAL ...... 02 | PRIVATE HOSPITAL ...... 02
MOST OFTEN
PUBLICCLINIC .......... 03 | PUBLICCLINIC .......... 03
PRIVATE CLINIC/SURGERY 04 | PRIVATE CLINIC/SURGERY 04
PRIVATE MIDWIFE'S OFFICE 05 | PRIVATE MIDWIFE'S OFFICE 05
OTHER 96 | OTHER 88
(SPECIFY) (SPECIFY)
408 How many months pregnant wers you when you
first received antenatai care? MONTHS ........ MONTHS ........
DONTKNOW............. DONTKNOW.............
408 How many times did you receive antenats! care
during this pregnancy? NO. OF TIMES.... NO. OF TIMES....
DONTKNOW ............. DON'TKNOW .............
410 When you were pregnant with (NAME) were you YES ... icierininninnns 11 YES .. ... i 1
given an Injection in the arm to prevent the baby
from getting tetanus, that is, convuisions after NO i RINO L 2
birth?
DONTKNOW .............. 8 | DON'TKNOW .. ............ 8
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412 | Where did you give birth to (NAME)? HOME .................. 11 |HOME ................. 11
PUBLIC SECTOR PUBLIC SECTOR
GOVT, HOSPITAL ....... 21 GOVT. HOSPITAL ....... 21
DAY HOSP/CLINIC DAY HOSP/CLINIC/
COMMUNITY HEALTH COMMUNITY HEALTH
CENTER ............... 22 CENTER ............... 22
_ GOVT. MOU ........... 23 GOVT. MOU ........... 23
NAME OF PLACE QTHER PUBLIC OTHER PUBLIC
28 26
{SPECIFY) (SPECIFY)
PRIVATE MEDICAL SECTOR PRIVATE MEDICAL SECTOR
PVT. HOSPITAL/CLINIC . . 31 PVT. HOSPITAUCLINIC . . . 31
OTHER PRIVATE OTHER PRIVATE
MEDICAL MEDICAL
38 36
{SPECIFY) (SPECIFY)
OTHER 86 | OTHER 96
{SPECIFY) {SPECIFY)
413 | Who assisted with the delivery of (NAME)? HEALTH PROFESSIONAL HEALTH PROFESSIONAL
DOCTOR ............... DOCTOR ............. A
Anyone eise? NURSEMIDWIFE ......... 8 NURSE/MIDWIFE ...... B
OTHER PERSON OTHER PERSON
PROBE FOR THE TYPE OF PERSON AND | TRADITIONAL BIRTH TRADITIONAL BIRTH
RECORD ALL PERSONS ASSISTING. ATTENDANT ............. D ATTENDANT ............ D
RELATIVE/FRIEND ........ E RELATIVE/FRIEND ....... E
OTHER OTHER X
{SPECIFY) {SPECIFY)
NOONE ................ LY NOONE .. ......coiiiunen Y
415 Was (NAME) delivered by caesarian section?
417 | Was (NAME) welghed at birth?
418 How much did (NAME) weigh?
RECORD WEIGHT FROM HEALTH CARD,
IF AVAILABLE.
P S |
419 | Has your period retumed since the birth of
{NAME)? 2
(SKIP TO 422)« ——mmed
420 | Did your period return between the biith of
(NAME) and your next pregnancy?
421 For how many months after the birth of (NAME)
did you nothave a period?
DONTKNOW.......... ...98
422 | CHECK 234: NOT PREGNANT
PREG- l:l OR UNSURE
RESPONDENT PREGNANT? NANT {SKIP TO 424)+
423 Have you resumed sexual relations since the
birth of (NAME)?
424 For how many months efter the birth of (NAME)
did you not have sexuai reletions?
425 Did you ever breastfesd (NAME)?

2
(SKIP TO 431)s———-d

2
{SKIP TO 431}
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426 How long after birth did you first put (NAME) to
the breast?
IF LESS THAN 1 HOUR, RECORD ‘00’
HOURS.
IF LESS THAN 24 HOURS, RECORD
HOURS.
OTHERWISE, RECORD DAYS.
427 | CHECK 404: IALIVE l:‘ DEAD % ALIVE l:: DEAD [3
CHILD ALIVE? v (SKIP TO 429)« v (SKIP TO 429)-
428 Are you still breastfeeding (NAME)? YES .......ciiiiiiniinnns 1]YES ... .. 1
(SKIP TO 432)e——— (SKIP TO 432)e——-/
...................... 2|INO .......ciiviiil 2
429 For how many months did you breastfeed
(NAME)? MONTHS ........ MONTHS ........
DON'TKNOW ............. DON'TKNOW . ............ 98
430 | Why did you stop breastfeeding (NAME)? MOTHER ILLWEAK ........ 01 | MOTHERILLUWEAK .. ...... 01
CHILD ILLUWEAK .......... 02 | CHLDILUWEAK .......... 02
CHWODDIED .............. CHILDDIED .............. 03
NIPPLEBREAST PROBLEM . 04 | NIPPLE/BREAST PROBLEM . 04
NOT ENOUGHMILK ....... 05 | NOTENOUGHMILK ....... 05
MOTHER WORKING ....... 06 | MOTHER WORKING ....... 06
CHILDREFUSED .......... 07 | CHLDREFUSED .......... 07
WEANING AGE/AGE TO WEANING AGE/AGE
STOP................ 08 [ TOSTOP ................ 08
BECAME PREGNANT ...... 09 | BECAME PREGNANT ...... 09
STARTED USING STARTED USING
CONTRACEPTION ........ 10 CONTRACEPTION ....... 10
OTHER 96 | OTHER 96
(SPECIFY) (SPECIFY)
431 CHECK 404: ALIVE DEAD ALIVE DEAD —,
CHILD ALIVE? v v B v
(SKIP TO 434) (GO BACK TO (SKIP TO 434) (GO BACKTO
405 IN NEXT 405 IN NEXT
COLUMN COLUMN
OR, IFNO OR, IF NO
MORE BIRTHS, MORE BIRTHS,
GO TO 440) GO TO 440)
432 How many times did you breastfeed last night NUMBER OF NUMBER OF
batween sunset and sunrise? NIGHTTIME ...... NIGHTTIME ......
FEEDINGS FEEDINGS
IF ANSWER IS NOT NUMERIC,
PROBE FOR APPROXIMATE NUMBER
433 How many times did you breastfeed yesterday NUMBER OF NUMBER OF
during the dayiight hours? DAYLIGHT ....... DAYLIGHT .......
FEEDINGS FEEDINGS
IF ANSWER IS NOT NUMERIC
PROBE FOR APPROXIMATE NUMBER.
434 | Did (NAME)drink anything from a bottle with a YES ...t 1| YES ...l 1
nipple yesterday or iast night? NO ..... i, 2| NO ...t 2
DONTKNOW.............. 8| DONTKNOW .............. 8
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435

At any time yesterday or last night, was (NAME)

given eny of the following: YES NO DK YES NO DK
Plain water? PLAIN WATER . ..... 1 2 8| PLAINWATER...... 1 2 8
Sugar water/Juice SUGAR WATER/JUICE1 2 8 | SUGAR WATER/JUICE1 2 8
Herbal tea/Rooibos? HERBAWVROOIBOS TEA 2 8 | HERBALROOIBOSTEA 2 8
Baby formule? BABY FORMULA ....1 2 B8 | BABYFORMULA ....1 2 8
Any kind of mik? ANYKINDOFMILK ..1 2 8| ANYKINDOFMILK ..1 2 8
Any other liquid? OTHERLIQUIDS ....1 2 8| OTHERLIQUIDS ....1 2 8
Any food mads from [MAIZE or RICE or FOOD MADE FROM FOOD MADE FROM
WHEAT], such as PORRIDGE or EREAD MAIZERRICEWHEAT1 2 8 MAIZERICEWHEAT1 2 8
Eggs, fish or poultry? EGGS/FISHPOULTRY 1 2 8 | EGGS/FISH/POULTRY1 2 8
Meet? MEAT ,............ 1 2 8| MEAT ...... R I 2 -
Fruits or vegetables? FRUITSORVEG. ...1 2 8| FRUITSORVEG. ...1 2 8
Any other solid or semi-solid foods? OTHER SOLID/ OTHER SOLID/
SEMI-SOLID FOODS .1 2 8 | SEMI-SOLIDFOODS .1 2 8
438 | CHECK43s: “YES* ‘NO/DK®* (- | "YES" [y “‘NO/DK" —
10 I:j TOALL |— | TO —  TOALL |
FOOD OR LIQUID GIVEN YESTERDAY? ONE ONE |
MORE v v MORE ~ v
{SKIP TO 439) {SKIP TO 439)
437 (Aside from breast-faeding,) how many times did
{(NAME) eat yesterday, including both meals and NUMBER OF TIMES . . ., NUMBEROF TIMES . . ..
snacks?
DONTKNOW.............. DONTKNOW . .............
IF 7 OR MORE TIMES, RECORD ‘7",
439 GO BACK TO 405 IN NEXT GO BACK TO 405 IN NEXT

COLUMN,; OR, IF NO MORE
BIRTHS, GO TO 440.

COLUMN; OR, IF NO MORE
BIRTHS, GO TO 440.
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ECTION 4B: I N

440 | ENTER THE NAME, LINE NUMBER, AND SURVIVAL STATUS OF EACH BIRTH SINCE JANUARY 1883 IN THE TABLE.
ASK THE QUESTIONS ABOUT ALL OF THESE BIRTHS. BEGIN WITH THE LAST BIRTH.
{IF THERE ARE MORE THAN 2 BIRTHS, USE ADD|TIONAL QUESTIONNAIRES).
441 LAST BIRTH NEXT-TO-LAST BIRTH
LINE NUMBER FROM Q214 LINE NUMBER d LINE NUMBER ....
M
AND Q221 ALIVE DEAD L[] | ALIVE ] pean ]
{GO TO 442 IN' (GO TO 442 IN'
NEXT NEXT
COLUMN; OR, COLUMN; OR,
IF NO MORE IF NO MORE
BIRTHS, GO BIRTHS, GO
M TO 485.) ] TO 485.)
443 Do you have a card where (NAME'S) YES,SEEN................ 1] YES,SEEN................ 1
vaccinations are written down? {SKIP TO 445)— {SKIP TO 445)a—
YES, NOTSEEN ........... YES,NOTSEEN ...........
IF YES: May | ses it please? {SKIP TO 447)——J {SKIP TO 447)e—
NOCARD ................. NOCARD ................. 3
444 | Did you ever have a vaccination card for YES ... . i 1T1YES ... i 1
{NAME)? o {(SKIP TO 447)~———:i’ \ {SKIP TO 44?)<———-i
445 | (1) COPY VACCINATION DATE FOR EACH
VACCINE FROM THE CARD
{2) WRITE '44' IN ‘DAY’ COLUMN IF CARD
SHOWS THAT A VACCINATION WAS
GIVEN, BUT NO DATE 1S RECORDED
BCG DAY MO DAY MO YR
Polio 0 (st birh) BCDEIDD19I:ID scb] 101 L1101
Pollo 1 » 100000 | - OO0 0.0
Polo 2 0 I | YO Y O Y [
Polio 3 S R | Y Y O | O | P T
OPT1 P O Y P
DPT2 or IO O L0 | o A Do LI
oers. : JO00W00 | 000000
= 000000 | -O000000
w OO 000 | « DO O000
Moasion 929 I P Y O P |
w OO 000 | O O00«00
meds ] LI L1410 | el LI D046
448 | Did (NAME) receive any vaccinations that are YES 1— | YES
not recorded on this card? (PROBE FOR VAOCINATIONS«-' {PROBE FOR VAOC!NATIG%S—J
AND WRITE '68’ IN THE AND WRITE '66' IN THE
RECORD ‘YES’ ONLY IF RESPONDENT CORRESPONDING DAY CORRESPONDING DAY
MENTIONES BCG, POLIO 0-3, DPT 1-3, COLUMN IN 446)———-— COLUMN IN 445)~———~
AND/OR MEASLES VACCINE(S). NO ... NO ....ooiiiiiniinans
DONTKNOW ............ 8 { | DONTKNOW............ 8 L
{SKIP TO 450} - {SKIP TO 450) «
447 Did (NAME) ever recaive any vaccinations to YES ..t 1] YES ... i 1
prevent him/her from getting diseases? NO ... 21 NO ... e
(SKIP TO 450}« oy (SKIP TO 450)« ——1
DONTKNOW ............. B| DONTKNOW .............
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448 | Please tell me if (NAME) received any of the
following vaccinations:
448A | A BCG vaccination sgainst tubsrculosis, that s, YES (.. i 1]YES ... 1
an injection in the left amm or shoulder that NO ... i 2INO (... 2
caused a scer? DON'TKNOW .. ............ 8 | DONTKNOW .............. 8
448B | Polio vaccine, that is, drops in the mouth? YES ...t 1TLYES ...t 1
o 2INO ..
{SKIP TO 448E)«—d {SKIP TO 448E)e———-——~{
DONTKNOW ... ... ....... 8 | DONTKNOW . .............
448C | How many times?
NUMBER OF TIMES NUMBER OF TIMES
DON'T KNOW DON'T KNOW
4480 | When was the first polic vaccine given, just after | JUST AFTERBIRTH......... 1| JUSTAFTERBIRTH......... 1
birth or later? LATER .......coivvivnann.. 2 LATER .......chvvvrinnen. 2
448E | DPT vaccination, that is, an injection usually YES ..ot 1T]1YES ... 1
given at the same tims as polo drops? NO ... ... 2INO ... ... i, 2
(SKIP TO 448G j—ree] {SKIP TO 448G )+——di
DONTKNOW .............. 8] DONTKNOW .............. 8
448F | How many times?
NUMBER OF TIMES NUMBER OF TIMES .. ..
DON'T KNOW DONTKNOW .. ............
448G | An injection to prevent measies? YES ... it TLYES (.o i 1
NO .......oiiienenns LRI ND e 2
DONTKNOW .. ............ 8] DONTKNOW .............. 8
448H | An Injection to prevent hepatitis B? h £ = TN 1] YES ... e 1
NO ... ot 2INO ... 2
{SKIP TO 450)«——mm (SKIP TO 450)«——|
DONTKNOW .............. 8| DONTKNOW .............. 8
4481 | How meny times?
NUMBER OF TIMES NUMBER OF TIMES |z
DONTKNOW .............. 8] DONTKNOW .............. 8
450 Has (NAME) been il or feverish withecoughet | YES ..................... 1] YES ... i iiin. 1
any §me In the [ast 2 weeks? NO ... . i, 2INO ... 2
(SKIP TO 454)c— ] (SKIP TO 454)a——i
DONTKNOW . ............. 8| DONTKNOW .............. 8
451 When (NAME) was ill with a cough, did he/she YES ....... e 1] YES ... i 1
breethe with difficuity or faster than usual with NO ...t 2INO ... 2
short, fast breaths? DONTKNOW ., ............. 8] DONTKNOW .............. 8
452 | Did you seek edvice or treatment forthe diness? | YES ..................... 11 YES ... 1
NO ......iiiiiiiine s 21 NO ..o, 2
(SKIP TO 454)«—d {SKIP TO 454)«———]
453 Whers did you seek advice or treatment? PUBLIC SECTOR PUBLIC SECTOR
GOVT.HOSPITAL ......... A GOVT. HOSPITAL ........ A
Anywhem elgse? DAY HOSPICLINIC/ DAY HOSPI/CLINICY
COMMUNITY HEALTH COMMUNITY HEALTH
RECORD ALL MENTIONED. CENTER .......cconvunns B CENTER .....oovvvn. B
MOBILECLINIC . .......... D MOBILECLINIC .......... D
COMM. HEALTH WORKER . . E COMM. HEALTH WORKER . E
OTHER PUBLIC OTHER PUBLIC
F _F
(SPECIFY) (SPECIFY)
PRIVATE MEDICAL SECTOR PRIVATE MEDICAL SECTOR
NAME OF PLACE PVT. HOSPITAL/CLINIC ... G | PVT. HOSPITAL/CLINIC ... G
PHARMACY .............. H PHARMACY . ......... ... H
PRIVATE DOCTOR ...... | PRIVATEDOCTOR ....... L
OTHER PRIVATE MEDICAL OTHER PRIVATE MEDICAL
J
(SPECIFY) (SPECIFY)
OTHER SOURCE OTHER SOURCE
SHOP .....covviviiininns K SHOP .........coovvnnnn K
TRAD.HEALER . ..... veen b TRAD. HEALER . .......... L
OTHER OTHER
(SPECIFY) (SPECIFY)
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454 Has (NAME) had diarrhoea in the last 2 weeks? YES ... 1]YES ... ittt 1
NO ... 2 |NO ... 2
(SKIP TO 464)«———{ (SKIP TO 484)«——|
DONTKNOW .............. 8 | DONTKNOW . ............. 8
455 | Was there any blood in the stools? YES .. ii it 1| YES .. e 1
NO ...ttt 2 NO ... .. 2
DONTKNOW.............. 8 | DONTKNOW .............. 8
456 On the worst day of the diarrhoea, how many NUMBER OF BOWEL NUMBER OF BOWEL
bowel movements did (NAME) have? MOVEMENTS ...... MOVEMENTS......
DON'TKNOW .............
457 Was he/she given the same amount to drink as SAME ............ciiien 1| SAME ..........cocivninnn 1
before the diarthoea, or more, or less? MORE .........ciiviiinnn 2| MORE .........coiiiinnnnn 2
LESS .......ciiiiiiiiin, 3|LESS ........iiiiiiiin 3
DONTKNOW.............. 8| DONTKNOW .............. 8
458 Was he/she given the same amount of food to SAME ............... 000 1| SAME ............coivuttn 1
eat as before the diarthoea, or more, or less? MORE .................... 2| MORE ..............oouutn 2
LESS ...........oiiltn 3|LESS ......cciiiiiiinn 3
DONTKNOW.............. 8 | DONTKNOW.............. 8
459 When (NAME) had diarrhoea, was ha/she given YES NO DK YES NO DK
any of the following to drink:
A fluid, mada from a special rehydration packet? || FLUIDFROMORSPKT 1 2 8| FLUDFROMORSPKT 1 2 8
Thin watery porridga? THIN WATERY THIN WATERY
Soup? PORRIDGE . ....... 1 2 8 PORRIDGE ........ 1 2 8
SOUP .............. 1 2 8| SOUP .............. 1 2 8
Home-made sugar-salt-water solution? SUG.-SALT-WAT. SOL. 1 2 8| SUG.-SALT-WAT. SOL.1 2 8
Milk or infant formula? MILKANFANT FORM. .. 1 2 8| MILK/AINFANTFORM. ..1 2 8
Yoghurt-basad drink? YOGHURT-BASEDDR. 1 2 8| YOGHURT-BASEDDR. 1 2 8
Black Tea? BLACKTEA ......... 1 2 8| BLACKTEA ......... 1 2 8
Water? WATER............. 1 2 8| WATER............. 1 2 8
Coke? COKE .............. 1 2 8] COKE .............. 1 2 8
Any other liquid? OTHERLIQUD ...... 1 2 8| OTHERLIQUID ...... 1 2 8
460 | Was anything (else) given to treat the diarhoea? || YES ..................... 1] YES ... 1
NO ...t 2| NO ..ot 2
(SKIP TO 462)«————{ (SKIP TO 482)«————
DONTKNOW.............. 8| DONTKNOW.............. 8
461 What was given to treat tha diarhoea? HOMEMADE SUGAR-SALT- HOMEMADE SUGAR-SALT-
WATER SOLUTION ..... A WATER SOLUTION .... A
Anything else? PILLORSYRUP ............ B| PILLORSYRUP........... B
INJECTION . ............... C| INECTION ............... c
RECORD ALL MENTIONED. (LV.) INTRAVENOUS ........ D| (I.V.)INTRAVENOUS ....... D
HOME REMEDIES/ HOME REMEDIES/
HERBAL MEDICINES .... E HERBAL MEDICINES ... E
OTHER X | OTHER X
(SPECIFY) (SPECIFY)
462 Did you seek advice or treatment for the YES ..ottt 1
diarrhoea? NO ..t 2

(SKIP TO 464)————

(SKIP TO 464)————!




483 | Where did you seek advice or treatment? PUBLIC SECTOR PUBLIC SECTOR
GOVT.HOSPITAL ......... A GOVT. HOSPITAL ........ A
Anywhere else? DAY HOSP/CLINIC/ DAY HOSP/CLINIC/
COMMUNITY HEALTH COMMUNITY HEALTH
RECORD ALL MENTIONED. CENTER ................ B CENTER ............... B
MOBILECLINIC ........... D MOBILECLINIC .. ........ D
COMM. HEALTH WORKER . . E COMM. HEALTH WORKER . E
OTHER PUBLIC OTHER PUBLIC
F F
(SPECIFY) (SPECIFY)
PRIVATE MEDICAL SECTOR PRIVATE MEDICAL SECTOR
PVT. HOSPITAUCLINIC ... G PVT. HOSPITAUCLINIC ... G
PHARMACY .......... ....H PHARMACY ............. H
PRIVATE DOCTOR ........ ) PRIVATE DOCTOR ........ i
OTHER PRIVATE MEDICAL OTHER PRIVATE MEDICAL
J
{SPECIFY) {SPECIFY)
OTHER SOURCE OTHER SOURCE
SHOP...........vve K SHOP...........ov0venn K
TRAD.HEALER ........... L TRAD.HEALER ........... L
OTHER X | OTHER X
(SPECIFY) (SPECIFY)
464 GO BACK TO 442 IN NEXT GO BACK TO 442 IN NEXT
COLUMN; OR, COLUMN,; OR,
IF NO MORE BIRTHS, IF NO MORE BIRTHS,
GO TO 466. GO TO 465.
465 Now | em going to ask you some general questions about caring for LESS TODRINK ... .. od P, 1
children with diarrhoea and cough. ABOUT SAME AMOUNT TO DRINK |, 2
MORETODRINK ................ 3
When a chilg has diarrhoea, should he/she be given less to drinkthan | DONTKNOW ................... 8
usual, about the same amount, or more than usual?
466 | When a child has diarrhoea, should he/she be given less to eat than LESSTOEAT ........c.civvunnn. 1
usual, about the same amount, or more than usual? ABOUT SAME AMOUNT TOEAT ... 2
MORETOEAT ..............vvne 3
DON'TKNOW . .................. 8
467 | When a child is sick with diarthoea, whet signs of ilineas would tell REPEATED WATERY STOOLS ..... A
you that he or she should ba taken to a health faciiity or health ANY WATERY STOOLS ........... B
worker? REPEATEDVOMITING ........... c
ANYVOMITING ................. D
RECORD ALL MENTIONED. DO NOT PROBE BLOODINSTOOLS .............. E
FEVER .........ccoiiiiiinnnn, F
MARKEDTHIRST .. .............. G
NOT EATING/NOT DRINKING WELL . H
GETTING SICKER/VERY SICK ...... !
NOT GETTING BETTER ........... J
SUNKEN FONTANELLE . .......... K
OTHER X
(SPECIFY)
DONTKNOW . .........oivvnntn. F 4
466 | CHECK 458, ALL COLUMNS:
NO CHWLD ANY CHLD  ——y
RECEIVED ORS +— RECEIVED ORS bl --470
468 Hava you ever heard of a spacial product called ORSOL OR SOROL YES ..ot 1
that you can get for the treatment of diarhoee? NO .. i s 2
470 | When s chiid is sick with a cough, what signs of ilness wouldtell you | FASTBREATHING ............... A
that he or she should ba takan to & health facility or health worker? DIFFICULT BREATHING .......... B
NOISY BREATHING .............. C
RECORD ALL MENTIONED. FEVER/HIGH TEMPERATURE ..... o)
UNABLETODRINK .............. E
NOT EATING/NOT DRINKING WELL . F
GETTING SICKERNVERY SICK ..... G
NOT GETTING BETTER .......... H
COUGHINGALOT ............... 1
OTHER X
(SPECIFY)
DONTKNOW ...........covnnuns 4
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QUESTIONS AND FILTERS

PRESENCE OF OTHERS AT THIS POINT.
CHILDREN UNDER10 .........

HUSBAND/PARTNER ......... 1
OTHERMALES ..............
OTHERFEMALES ............

Now | am going to ask you some sensitive questions about your marital

completely confidential.
5§02 | Are you cumrently married or living with a man? YES, CURRENTLY MARRIED ........... 1 1
YES, LIVINGWITHAMAN . ............. 2 »507
NO,NOTINUNION ................... 3
503 | Do you cumently have a regular sexual partnér, an occasional sexual REGULAR SEXUAL PARTNER .......... 1
partner, or no sexual partner at all? TWO OR MORE REGULAR PARTNERS ... 2
OCCASIONAL SEXUAL PARTNER ....... 3
NO SEXUAL PARTNER ................ 4
504 Have you ever been married or lived with a man? YES, FORMERLYMARRIED ............ 1
YES, LIVEDWITHAMAN .............. 2 | —511
NO ... 3| —514
506 What is your marital status now: are you widowed, divorced, or WIDOWED ...........cciiiiieannnn. 1
separated? DIVORCED .........coiviiiiiinnnennn 2 }-511
SEPARATED ...........cciviivinnenn 3
507 Is your husband/partner living with you now dr is he staying LIVINGWITHHER ...............0u0n. 1
elsewhere? STAYINGELSEWHERE ................ 2
508 Does your husband have any other wives besides yourself? YES .. e 1
NO .. i i e e 2
DONTKNOW ...ttt 8 1—511

508 How many other wives does he have?

NUMBER OF OTHER WIVES ... .. |:
DONTKNOW ..............oiininns .08
511 Have you been married or lived with a man oply once, or more than ONCE ........coiiiiiiiiiiininnnnne 1
once? MORETHANONCE ................... 2

5§12 | CHECK 511:

MARRIED/LIVED WITH ——,  MARRIED/LIVED WITH MONTH . ..oeeeeanennn, :
AMAN ONLY ONCE A MAN MORE THAN l:\

ONCE
In what month and year did you Now we will talk about your first —514
start living with your husband/partner.
husband/partner? In what month and yeer did you
start IivITlg with him?
513 How old were you when you started living w'nr him?
‘\
514 How old were you when you had your first period?
515 Now | need to ask you some questions about sexual activity in order NEVER ...........ciiiiiiinnn, 000 | — 608
to gain a better understanding of some health and family planning
Issues. : DAYSAGO ................ 1
When was the last time you had sexual Inter+ourse (if ever)? WEEKSAGO .............. 2
! MONTHSAGO ............. 3
YEARSAGO ............... 4 —517

BEFORE LASTBIRTH ............... 896
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
515A | Can you describe your relationship with the person you iest had MARITAL PARTNER .......... PR 1 |
saxual intercourse with? OTHER REGULAR PARTNER .......... 02
CASUAL ACQUAINTANCE ............ 03
SOMEONEJUSTMET ................ 04
COMMERCIAL SEX WORKER .. ..... ... 08
OTHER c.... 88
(SPECIFY)
§16 | CHECK 301 AND 302:
— DOESNOT  pewmy
KNOWS CONDOM b KNOW CONDOM [ S—
|
The last ima you had sex, wasa Some man use a condom, which
condom used? means that they put a rubber YES ......c.hininn e 1] --5168
sheath on their psnis during L 2
sexual intercourse. The lasttime | DONTKNOW . ...............ocuvln 8 | -»5168
you had sex, was a condom
used?
518A | I not, what are the reasons why you didn't use one? WANTSCHILDREN .................. A
PERCEIVED LOW OR NO RISK
OFSTDHIV .........ooiiiann 8
RECORD ALL MENTIONED RESPONDENTDISLIKE .............. C
PARTNERDISLIKE .................. D
CULTURAL/RELIGIOUS
PROHIBITION ..........c...cc.. E
DID NOT KNOW CONDOMS ............ F
DID NOT KNOW HOW TO USE
CONDOM .. ... .........c.chinenn G
BAD PREVIOUS EXPERIENCE WITH
CONDOM ........c.coinveinnnen H
INCONVENIENTTOUSE . .............. 1
LACK OF SPONTANEITY .............. J
DID NOT KNOW SOURCE OF
CONDOMS .........c..vuieennes K
EMBARRASSED TOGET .............. L
INCONVENIENTTOGET.............. M
DIDN'THAVEACONDOM ..., ......... N
COSTTOOMUCH ................... o}
NO/LESS SENSATION WITH
CONDOM .........c.ovvnvnennnn. P
SUGGESTS LACK OF TRUST
OFPARTNER................... Q
SUGGESTS LACK OF LOVE
OF PARTNER................... R
FEAR OF LOSINGITINSIDE ........... 8
WASTESSPERM ..............c.00he T
RUBBER SMELL ....... BN u
PARTNER OR SELF HAS BURNING/
DISCOMFORT WHEN
USINGCONDOM ................ \'
PREFER SEX 'FLESH TO FLESH' ...... w
CONDOM USE NOT COOL/MANLY/
TRENDY (... Y
OTHER X
(SPECIFY)
DONTKNOW ... ... cioiiiniviannns z
What is the Main Reason?
£168 | In the last 12 months, with how many different men have you had
sexual intercourse?
517 Do you know of a piace where you can get condoms? YES i i e e e 1
NO i e 2| 51
9
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518 | Where Is that? PUBLIC SECTOR
GOVERNMENT HOSPITAL ...... R
IF SOURCE IS HOSPITAL, HEALTH TER, OR CLINIC, DAY HOSP/CLINIC
WRITE THE NAME OF THE PLACE. PROBE TO IDENTIFY COMMUNITY HEALTH CENTER .. .. 12
THE TYPE OF SOURCE AND CIRCLE THE APPROPRIATE FAMILY PLANNING CLINIC ........ 13
CODE. MOBILECLINIC ................. 14
COMMUNITY HEALTH WORKER .. 15
OTHERPUBLIC ................ 16
{SPECIFY)
(NAME OF PLACE) PRIVATE MEDICAL SECTOR
PRIVATE HOSPITALICLINIC ....... 21
PHARMACY .........c..counusee 2
PRIVATEDOCTOR .............. 23
OTHER PRIVATE
MEDICAL .................. 26
i (SPECIFY)
! OTHER SOURCE
SHOP ... 31
. CHURCH ......o0viinvvninnnnns 32
! FRIENDS/RELATIVES ............ 33
OTHER 38
{SPECIFY)
518 How oid were you when you first had sexual intercourse?

AGE ... ... i, 4
FIRST TIME WHEN MARRIED .. ......
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SECTIO| ERTILITY R E

QUESTIONS AND FILTERS CODING CATEGORIES
CHECK 314:

NEITHER HE OR SHE
STERILIZED e STERILIZED

.

602 | CHECK 234:

NOT PREGNANT

— PREGNANT
OR UNSURE I;_w._l .

!

v v

Now | have some questions Now | have some questions HAVE (WMANOTHER)CHILD ........ 1
about the future. about the future, NOMOREMNONE ................. 2| —604
Would you like to have After the child you are expecting | SAYS SHE CAN'T GET PREGNANT ., 3 | 808
{(a/another) child, or would you now, would you like o have UNDECIDED/OONT KNOW .. ... .... 8 | —-804
prefer not tc have any {(more) another child, or would you
children? prefer not to have any more
chiidren?
803 | CHECK 234:
MONTHS ,............ 1
NOT PREGNANT [~ PREGNANT
OR UNSURE |- —4 | YEARS ............... 2
l !
. . SOONMOW . ............c.c00. 993 | —y
How iong would you like to wait After the child you are expacting | SAYS SHE CAN'T GET PREGNANT 994 | 608
from now before the birth of now, how long would you like to AFTER MARRIAGE ............. 985
{a/another) child? wait before the birth of another
child? OTHER 896
(SPECIFY)
DONTKNOW .................. 998
804 | CHECK 234:
NOT PREGNANT I PREGNANT  ——
OR UNSURE e Ll -+—607
605 | If you became pregnant in the next few weeks, would you be happy, HAPPY .. . i 1
unhappy, or wouid it not matter very much? UNHAPPY ... ... .ccoivviivnns. 2
WOULD NOTMATTER ............ 3
806 | CHECK 313: USING A METHOD?
NOT
NOT CURRENTLY CURRENTLY
ASKED —- USING | UsING L4 —r§12
807 Do you think you will use a method to delay or avoid pregnancy within | YES ........................ ... 1} —809
the next 12 months? NO . e 2
DON'TKNOW .................... 8
608 | Do you think you will use a method to delay or avoid pregnancyatany | YES ............ ... ... ... ... 1
time in the future? NO e 2] -
DONTKNOW .................... 6 | —L-810
609 Which method would you prefer to use? PILL . e s 01 ] 4
L 02
INJECTIONS .. ..........cvi e 03
DIAPHRAGM/FOAM/JELLY ........ 04
CONDOM .........coicnncnnns 05
FEMALE STERILIZATION ......... 06
MALE STERILIZATION .. .......... 07 | 812
CALENDER/RHYTHM ............ 08
WITHDRAWAL ...... [P 08
HERB/REMEDIES ............... 10
OTHER 96
{SPECIFY)
UNSURE .............vivian. 98
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
810 | Whaet Is the main reason that you think you wil nevar usa a method? FERTILITY-RELATED REASONS
INFREQUENTSEX ............ 22
MENOPAUSAL/HYSTERECTOMY 23
INFERTILE ... ......oiniinnnns 24
WANTS MORE CHILDREN .. ... . 26
OPPOSITION TO USE
RESPONDENT OPPOSED ...... 3
HUSBAND/PARTNER OPPOSED . 32
OTHERSOPPOSED ........... kK]
RELIGIOUS PROHIBITION ...... 34
LACK OF KNOWLEDGE
KNOWS NOMETHOD .......... 41
; KNOWS NOSOURCE .......... 42
METHOD-RELATED REASONS
HEALTH CONCERNS .......... 51
FEAR OF SIDE EFFECTS ....... 52
LACK OF ACCESS/TOD FAR .... 53
COSTTOOMUCH ............. 54
INCONVENIENTTOUSE ....... 55
INTERFERES WITH BODY'S
NORMAL PROCESSES ...... 58
é OTHER 96
j (SPECIFY)
| DONTKNOW ...........ocvvunen 98
812 | CHECK 216: ;
HAS LIVING CHILDREN —, NO LIVING GHILDREN
- | NUMBER
If you could go back to the tima If you could choose axactly the
you did not have any children number of chiltiren to have in OTHER 96
and could choosa axactly the your whole life, how many would (SPECIFY)
number of childmn to have in that be?
your whoie life, how many would
that ba?
PROBE FOR A NUMERIC RESPONSE.
814 | Would you say that you approve or disapprove of couples using a APPROVE ...................... 1
method to avoid getting pregnant? DISAPPROVE . .........ocinnnnen 2
NOOPINION .................... 3
815 | Is It acceptable or not acceptable to you for information on family NOT
planning to be provided: j ACCEPT- ACCEPT-
ABLE ABLE DK
On the radio? i RADIO ........ 1 2 8
On the television? I TELEVISION . ... 1 2 8
616 | Inthe last few months have you heard about famil% planning and
sterilization: |
YES NO
On the radio? ; RADIO ................... 1
On the television? : TELEVISION . .............. 1 2
In 8 newspeper or magazine? NEWSPAPER OR MAGAZINE . 1 2
From 8 poster? POSTER ...........ovvvnen 1 2
From leafiets or brochumes? LEAFLETS OR BROCHURES . 1 2
618 In the last few months have you discussed the pmiﬂca of family YES .. it i e, 1
planning with your friends, naighbours, or relatives? NO .. 2 »820
619 | With whom? ! HUSBAND/IPARTNER ........ e A
MOTHER ............c..ceiinnnn 8
Anyone else? FATHER ... ... ... .ciiiivines C
SISTER(S) ... .ot D
RECORD ALL MENTIONED. BROTHER(S) ........ccovcviiines E
DAUGHIER ...............00ches F
MOTHER-IN-LAW .. ............... G
FRIENDS/NEIGHBOURS ........... H
OTHER X
(SPECIFY)
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QUESTIONS AND FILTERS CODING CATEGORIES

CHECK 502:
YES, — YES, — NO, ——
CURRENTLY |—- LIVING |— NOTIN L—1 »701
MARRIED ~ WITH AMAN ~ UNION
821 Spouses/partners do not alweys agree on averything. Now | want to
ask you about your husband's/partner’s views on family planning.
Do you think thal your husband/pariner approves or disapproves of APPROVES ...................0s 1
couples using a method 1o avoid pregnancy? DISAPPROVES .................. 2
DONTKNOW . .........cc.cocvenen 8
622 | How often have you talked to your hushand/partner about family NEVER .......ccovviiiiniiriann, 1
planning in the past year? ONCEORTWICE................. 2
MOREOFTEN .............. ee.. 3
623 | Do you think your husband/partner wants the same number of SAMENUMBER .................. 1
children that you wart, or does he want more or fewer than you wani? | MORE CHILOREN ................ 2
FEWERCHILDREN ............... 3
DONTKNOW ... ........o0vvuuun, 8
824 Who makes the decisions about using methods to avold pregnancy? REPONDENTDECIDES ......... 01
HUSBAND/PARTNER DECIDES .... 02
JOINTLY .o i 03
OTHER 96
{SPECIFY)
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SECTION7; TMENT OF WOMEN IN THE HOUSEHOLD

r Now | would like to ask you soma difficult questions jabout how you have been treated in your life by other pacple.

QUESTIONS AND FILTERS CODING CATEGORIES
CHECK 502:
MARRIED, LIVING WITH A MAN NO UNION

702 Within the last ysar, has your partner/husband YES it e 1
ragularly not provided money you naed for food, NO ............. e e 2
rant or bills but has monay for other hings?

703 Over the last year, has anyone ever kicked, YES ......cconnn e 1 +705
bitten, slapped, hit you with a fist, threaten yo NO ...t tavacrens 2
with a weapon, such as a knife, a stick, ora gun NOANSWER ..........cviiinannn, 3
or thrown something at you?

704 Have any of your boyfriends or husbands ave! b £ =5 T 1 »707
kicked, bitten, slappad, hit you with a fist, threstan | NO . ... .. e e 21—
you with a weapon, such as a knife, a stick, ora NOANSWER .............cc0evnn. 3| -7z
gun, or thrown something at you?

705 Can you tell me who has done this to you? 1 CURRENT HUSBAND/PARTNER ...... A

l FORMER HUSBAND/PARTNER ....... B
1 BOYFRIEND .........ccovuvuvncnnns ¢
Anyona else? | FATHER ........cociiiiiiainninnns D
! BROTHER ...........civviianeenn, E
j BON oottt i F
RECORD ALL MENTIONED ‘ DAUGHTER ...........ccoivneneen G
; MOTHER .............c.c.ceuvien H
PROBE IF NOT MENTIONED FATHER-IN-LAW ................... I
MOTHER-INAAW . .................. J
OTHERMALE RELATIVE ............ K
OTHER FEMALE RELATIVE .......... L
MANAGER/FOREMAN/EMPLOYER . ... M
ASSAILANT .............cciician.. N
OTHER X
{SPECIFY)
NOANSWER ................cccune Y

708 Who is the person who did or doas beat you most | CURRENT HUSBAND/PARTNER .. ... 01

often? FORMER HUSBAND/PARTNER ...... 02
BOYFRIEND ..................... 03
FATHER .. ... ... it innnn, 04
BROTHER ....................... 05
SON ...t e 06
! DAUGHTER ...................... (014
i MOTHER ............cccoinennns 08
; FATHER-IN-LAW . ................. 08
‘ MOTHER-INLAW . ................. 10
OTHER MALE RELATIVE ........... 11
OTHER FEMALE RELATIVE ........ 12
MANAGER/FOREMAN/EMPLOYER. ... 13
OTHER g6
(SPECIFY)
NOANSWER ...........ccoonnnnns 96

707 Is or was this person always, sometimesornaver | ALWAYS .. ... ..........cocivneinnn 1
“on something” (drugs or alcohol) when he/sha SOMETIMES .................c....n 2
did this to you? NEVER ......ccovviiiiiiinnnannnn, 3

NOANSWER ..............covnvun. 6
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708

In the past one year, approximately how many
times did this happen to you?

IF NONE WRITE "00

708 Have you ever left a husband/pertner because
you were being beaten?
710 When you were pragnant, has anyons ever
kicked, bitten, slapped, hityouwithafist, threaten | NO ...................cvvuinrnnns 2
you with @ weapon, such as a knife, a stick, ora NEVER BEEN PREGNANT ........... 3
gun, or thrown something at you?
7M1 In the past year, have youeverbeensoseriously [ YES ............. ... coiininnvinns 1
hurt during a beating that you needed medical NO ... RPN 2
attention even if you did not see a doctor? NOANSWER ................0h0s 3
712 Has anyone ever forced you to have sexual YES i e e 1 +715
intercourse ageinst your will by threatening, NO i e e e 2
holding you down or hurling you in some wey?
713 Has anyone ever persuaded you to have sexual YES ... e e 1
intercourse when you did not want to? NO .............. e e 2 »718
715 Did this happen before you wers 15 years otd? YES ittt et 1
o T 2| =
NOANSWER ................ . 3| 718
716 How oid were you when this first happened?
AGE .............. R
n? Who did this to you? FATHER ........coiiciininnnnsenn 01| 4
OTHERMALE RELATIVE .. ........... 02
BROTHER ..........o0cnnnninnns. 03
FAMILY FRIEND/LODGER ........... 04
LANDLORD/FARMER.. . . ... e 05
SCHOOL TEACHER/PRINCIPAL . ... .. 08
MAN/BOY FROM NEIGHBOURHOOD/ |~+724
SCHOOL/CHURCH .. ......... 07
MANAGER/FOREMAN/EMPLOYER . ... 08
STEPFATHER/MOTHER'S BOYFRIEND 09
BOYFRIEND/HUSBAND ............. 10
STRANGER/RECENT ACQUAINTANCE 11
OTHER d
{SPECIFY)
718 Before you were 15 ysars old, did anymantouch | YES ....................ciiuiann 1
you agalnst your will in e sexual way, such as NO s 2| —
unwanted touching, kissing, grabbing or fondling? | NOANSWER ...................... 3| 721
719 How old were you when this first happened?
720 Who did this to you? FATHER .. ......ciiiiinininnananns 01
OTHERMALE RELATIVE .. ........... 02
BROTHER ............c.cuvunns 03
FAMILY FRIEND/ALODGER .. ......... 04
LANDLORD/IFARMER . . ............. 05
SCHOOL TEACHER/PRINCIPAL ...... 06
MAN/BOY FROM NEIGHBOURHOOD/
SCHOOL/CHURCH ............ o7

MANAGER/FOREMAN/EMPLOYER . ... 08
STEPFATHER/MOTHER'S BOYFRIEND 089
BOYFRIENDMUSBAND . ..... e 10
STRANGER/RECENT ACQUAINTANCE 11

OTHER 96
(SPECIFY)
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721 Before you were 15 years old, did any man for%e YES ..o it 1
you to touch his private parts against your will L 2|4
NO ANSWER 8 | 1724
722 How old were you when this first happened
723 Who did this to you? FATHER .........cociivinnininann 01
OTHERMALE RELATIVE ............ 02
BROTHER .........oo0iveieeinnnns 03
FAMILY FRIEND/LODGER .. ......... 04
LANDLORD/FARMER . .............. 05
SCHOOL TEACHER/PRINCIPAL .. .... 06
MAN/BOY FROM NEIGHBOURHOOD/
SCHOOL/CHURCH ............ 07
MANAGER/FOREMAN/EMPLOYER. ... 08
i STEPFATHER/MOTHER'S BOYFRIEND 09
i BOYFRIEND/HUSBAND ............. 10
, STRANGER/RECENT ACQUAINTANCE 11
|
OTHER 96
(SPECIFY)
724 Have you tried to get help from services of an YES .. it e 1
kind bacause of beatings or other bad treatment? | NO .............. ... ..ol 2 | —728
725 | What do or did you use? } SHELTER . .\oveeeeeaininnnnnns A
‘ COUNSELLING .........ccivvvennnn B
i WOMEN'SCENTRE ................. (o]
! SOCIALWORKER .................. D
| POLICE........coiiiiiiienninannnn E
‘ CLINIC/HOSPITAL ........ccoivvnnn F
OTHER X
(SPECIFY)
728 Wouki you have fked to have hed help from & YES it 1
service that was not available? T PN 2| —801
727 What service would have been helpful to you? SHELTER .........coiiiiiiiiiiininn A
COUNSELLING .................... B
WOMEN'SCENTRE ................. Cc
SOCIALWORKER .................. D
POLICE ...ttt E
CLINIC/HOSPITAL .......civvvnnnn. F
OTHER X
(SPECIFY)
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SECTION 8: AIDS

NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
801 Heve you sver heerd of an illness called AIDS? YES ... i N 1
NO e e 2 | —801
802 How much information about HIV/AIDS did you obtain from
each of the following sources:
ALOT SOME NONE
Answer each guestion with a lot, some or none
a) TvV? v 1 2 3
b} Radio? RADIO 1 2 3
c} Newspeper? NEWSPAPER 1 2 3
d} Pamphlets? PAMPHLETS 1 2 3
¢) Health Workers? HEALTH WORKERS 1 2 3
fy Friends? FRIENDS 1 2 3
g) Partner(s)? PARTNER(S) 1 2 3
h) Relatives? RELATIVES 1 2 3
803 | am going to read out some statements about protection
egainst HIV/AIDS. For each statement, please tell me
whether you think it Is true or not. TRUE NOT DON'T
TRUE KNOW
People can protect themseives from HIV/AIDS by:
a) having a good diet DIET 1 2 8
b) steying with one faithful partner FAITHFUL 1 2 8
¢) avoiding public tollets AVOID TOILETS 1 2 8
d) using condoms during sexual Intercourse CONDOMS 1 2 8
e) avoiding touching a person who has AIDS AVOID TOUCH 1 2 8
f)} avolding sharing food with a person who has AIDS AVOID SHARED FOOD 1 2 8
g) avolding being bitten by mosquitos or similar insects AVOID MOSQUITOS 1 2 8
b} making sure any injsction they heve is done with a clean | CLEAN INJECTION 1 2 8
nesdle
1} avoid shering razor blades AVOID RAZOR 1 2 8
804 Do you think thet e person Infected with the AIDS virus ALWAYS SHOWS SYMPTOMS ............... 1
always shows symploms or can such a person look CANLOOKHEALTHY ...............0v0hien 2
perfectly healthy? DONTKNOW ... ...t 8
804A | 1 am going o ask you some questlons about the need for TRUE NOT DON'T
peopie io be informed about their HIV/AID S status: TRUE KNOW
a) should people with AIDS be told about their status? TOLD ABOUT AIDS 1 2 8
b) should people diagnosed HIV positive be told about their
status? TOLD ABOUT HIV 1 2 8
¢} should HIV/AIDS patients tell their partner(s) sbout thelr
status? TELL PARTNERS 1 2 8
d} should the reporiing of AlDS siatus o health authorities
be made mendatory by law? REPORT AIDS 1 2 8
@) should the reporting of HIV status to heaith authorities be
made mandatory by law? REPORT HIV 1 2 8
805 Do you personally know someone who has beendlagnosad | YES .............. ... .ccoiiiiiiiiininnns 1
with HIV/AIDS or who has died of AIDS? NO ittt i iie e 2| —e901
805A | How much assistance and support do you think AIDS
patients recsive from sach of the following:
Answer the questions wih a lot, some or none.
ALOT SOME NONE
a) employers? A) EMPLOYERS 1 2 3
b) co-workers? 8) CO-WORKERS 1 2 3
c) Insurance companies? C) INSURANCE C. 1 2 3
d) health workers? D) HEALTH WORKERS 1 2 3
e) friends? E) FRIENDS 1 2 3
f) pariner(s)? F) PARTNER(S) 1 2 3
g) relatives? G} RELATIVES 1 23
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8 NG - RNAL MORTALITY

No. | QUESTIONS AND FILTERS l CODING CATEGORIES SKIP

901 | Now | would like to ask some questions about your brothers and sisters, that is, all of the children
bom to your natural mother, including those who are living with you, those living elsewhere and
those who have died.

How many children did your mother give birth to, including you?

NUMBER OF BIRTHS
TO NATURAL |
MOTHER i
802 CHECK 801: TWO OR MORE BIRTHS  ONLY ONE BIRTH
[RESPONDENT ONLY)
. =
e — -+ 4001
803 | How many of these births did your mother have
before you were bom? NUMBER OF PRECEDING BIRTHS
804 908 906 807 208 08 910
What was the name | Is (NAME) Is (NAME) slijl How old Is In what year did How many | How old was
given to your eidest | male or alive? {NAME)? (NAME) dia? years ago {NAME} when
{next oldest) brother | female? did (NAME) | she/he died?
or sister? die?
[l MALE ..... 1| YES ...... .1
NO ...... 2,
FEMALE 2] GoTOS%08
DK ...... .84 GO TO 910 I IF MALE OR DIED
GOTO2] o (] S 2908 BEFORE AGE 12
GO TO 2]
2] MALE ..... 1] YES .....| o1 PR
NO ......, 24 B R
FEMALE 2 GoTO808 [ - :
DK ...... .84 | GOTO3] soTO910 e IF MALE OR DIED
GoTO[3] o [+ S 9988 BEFORE AGE 12
GO TO [3)
131 MALE ..... 1] YES .....| o1 .
NO ......| .2 gire B el 33
FEMALE ... 2 GO TO 808  —— i
DK ... .84 GO TO [4] GO TO M0 o IF MALE OR DIED
GOTO[4] « (7 SR 9988 BEFORE AGE 12
GO TO [4]
4] MALE ..... 1]YES ...... o1
NO ....... 2,
FEMALE 2| GOTOS08 o 4
DK ...... .84 GO TO [5] GO TO$10 o IF MALE OR DIED
GOTO[S5) [ SO o988 BEFORE AGE 12
GO TO [5)
[5) MALE ..... 1|YES .....0..1 . 4
NO....... .2 %l |
FEMALE ... 2 | GoTOS08 (S 3 ‘
K ..ol .85 | GOTOI8] GO TO 810 o IF MALE OR DIED
GOTO[6] [ 8098 BEFORE AGE 12
GO TO[6]
[6] MALE ..... 1|vYES ..... .1
NO ......, .2 4By
FEMALE ... 2 GO TO 908 [N T
DK ...... .87 | GOTO[7] GO TO 910 o IF MALE OR DIED
goTOo([”T] DK....ooees 9858 BEFORE AGE 12
GO TO[7]
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911 912 913 914 815
Was {(NAME) Did {NAME) die Did (NAME) die within Was her death due to How many
pregnant when during childbirth? two months afier the end complications of children did
she died? of a pregnancy or pregnancy or (NAME) give
childbirth? childbirth? birth to during
her lifetime?
YES 11 ] YES ....... 17 JYES .. ... ... 1T{YES ............ oy
GOTO814 <1 | GOTO 915 «
NO ............. 27 [NO .. ...l ]
NO ........ 2 NO ........ 2 GOTOg15 GOTO[2]
YES 17 | YES ....... 11 ] YES ...l 11YES ............
GOTO914 <1 | GOTOG1S o
NO ............. 1 | NO oo
NO ........ 2 NO ........ 2 GOTO815«) GO TO [3]
YES 1, ] YES .. ..... 14 JYES ... ... ....... 1]1YES ...... ...
GOTTO9%14 «J | GOTO91S ol
NO ............. 2, | NO ............. b
NO ........ 2 NO ........ 2 GOTO95 GO TO [4]
YES 2 | YES ....... 14 J YES ... .o 1] YES ...
GOTO814 +J1 | GOTO91S o :
NO ............. 2, NO ............. | —
NO ........ 2 NO ........ 2 GO TO 915 «J GO TO (5]
YES 1,1 YES ....... 171 YES ... 11 YES ............
GOTO814 ) | GOTO91S o
NO ............. 27 | NO ...
NO ........ 2 NO ........ 2 GOTO915
YES 14| YES ....... 14 YES ... ... ... 1| YES ............
GOTOS814 «J | GOTO91S o
NO ... 27| NO .............
NO ........ 2 NO ........ 2 GO TOS815 « GO TO 7]
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904 805 006 007 808 2098 810
What was the name | Is (NAME) s (NAME) stil How okd is In what year did How many How old was
given to your ekiest | male or alive? (NAME)? (NAME) die? years ago | (NAME) when
{next oidest) brother | female? ) did (NAME]) | she/he died?
or sister? i die?
7] MALE ..... 1 YES ........ 1
NO ....... . 2
FEMALE ... 2 GOTO908|
DK ....... . 84 GO TO (8] IF MALE OR DIED
GoTO8) o BEFORE AGE 12
GO TO 8]
[8] MALE ..... 1|YES ......|. 1
NO....... 2,
FEMALE 2 GOTO808 [ —
DK ....... .84 | GOTO[g} GO 10 910 o iF MALE OR DIED
GOoTO[8}| o OK....oovnnnn 0088 BEFORE AGE 12
GO TO [8]
[8] MALE ..... 1 YES ........ 1 s o e e ey
NO ....... .2 ;
FEMALE 2 GOTOS08| « L1
DK ......| .84 GO TO[10] {F MALE OR DIED
GOTO0] « BEFORE AGE 12
GO TO [10]
[10] MALE ..... 1]1YES ........ 1
NO ....... .2
FEMALE ... 2 | GOTOS08 | (SO VU DU S
DK ....... .84 | GOTO[11] GO TOS10 « IF MALE OR DIED
GOTO11] « DK..ovinn. 9968 BEFORE AGE 12
GO TO (1]
11 MALE .....1 | YES ......[.. 1
NO ....... .2 i et
FEMALE ... 2| GOTO®808 N
DK ....... . B4 GO TO {12} {F MALE OR DIED
GO TO[12] BEFORE AGE 12
GO TO[12)
[12) MALE ..... 1]YES ........ 1 Py
NO ...... de 2 1k
FEMALE 2| GOTOB08 o R A
DK ....... 8, | GOTO[13] 80 TO 810 o {F MALE OR DIED
GOTO[13] (o] S 9098 BEFORE AGE 12
GO TO (13}
[13} MALE ..... 1]YES ........ 1
NO ....... .2
FEMALE 2 GOTOS808| b b
DK ....... . By GO TO [14}) GO TO 910 o {F MALE OR DEED
GOTO[14] « (] SO 9988 BEFORE AGE 12
GO TO [14)
[14} MALE ..... 1|YES ........ 1 )
NO ....... .2 3 ; A
FEMALE 2 GOTO908 1 | i
DK ....... .84 GO TO [15) GO TO 810 o IF MALE OR DIED
GO TO(1§} « DK.....o.ouue. 8988 BEFORE AGE 12
GO TO [15)
[15] MALE ..... 11YES .....|.. 1
NO ......| . 2
FEMALE ... 2 GOTO908| i
DK ......| .84 GO TO [16] 80 TO 810 o IF MALE OR DIED
GO TO[14] OK.ovveinnnn. o888 BEFORE AGE 12
GO TO[18}
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11 912 813 914 915
Was (NAME) Did (NAME) die Did (NAME) dis within Was her death due to How many
pregnant when during chiidbirth? two months afterthe end | complications of chitdren did
she died? of a pregnancy or pregnancy or {NAME) give
chitdbirth? chiidbirth? birth to during
her lifatime?
YES 1+ | YES ....... 1 | YES ............. 1| YES ............ 1
GOTO914 .4 | GOTOO1S o
NO ............. 2, INO (... 2
NO ........ 2 NO ........ 2 GOTO 815 «J GO TO [8])
YES 1. | YES ....... 14 | YES ... ..., 1| YES ............ 1
GOTO814 «J | GOTO 815 « i
NO ............. 29 | NO ..., 2 L
NO ........ 2 NO ........ 2 GOTOB15 « GO TO |9}
YES i | YES ....... 141 | YES ........ ... 1]YES ............ 1
GOTO914 «J4 | GOTO915 o i
NO ............. 24 FNO ...l 2 b b _J
NO ........ 2 NO ........ 2 GOTO 915« GO TO [10]
YES 1. | YES ....... 17 JYES ..., 1] YES ............ 1
GOTO814 «J | GOTO 915 « B
NO ............. 2. INO .. ........ht, 2 i J
NO ........ 2 NO (... 2 GOTO 915 « GOTO[11]
YES 1. | YES ....... 15 | YES ...l 1| YES ............ 1
GOTO®14 .J | GOTO9S e i
NO ............. 2, NO ........ ... 2 b d
NO ........ 2 NO ........ 2 GOTO 915 « GOTO[12]
YES 11 | YES ....... 14 | YES ... ..., 1] YES (...t 1
GOTO®14 «J | GOTO91S o
NO ............. 29 I NO ............. 2
NO ........ 2 NO ........ 2 GO TO 915 «J GO TO[13]
YES 1. ] YES ....... 171 YES .. 1| YES ............ 1
GOTOE14 «J | GOTOY15 o
NO ............. 2,1 NO ............. 2
NO ........ 2 NO ........ 2 GOTO 915« GO TO [14}
YES 1.1 YES ....... 17 ] YES ... ...l 1| YES ............ 1
GOTO914 i | GOTO915 o
NO ............. 2.1 NO ............. 2
NO ........ 2 NO ........ 2 GO TO 915 «
YES 1.1 YES ....... 1] YES ... ... ... 1| YES ......v..... 1
GOTO814 -1 | GOTO91S o
NO ............. 2.1 NO ... ... 2
NO ........ 2 NO ........ 2 GOTO915 GO TO [16]
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SECTION 10. HUSBAND'S BAC*Q‘ ROUND, WOMAN'S WORK AND RESIDENCE

QUESTIONS AND FILTERS CODING CATEGORIES
CHECK 502 AND 504: :
CURRENTLY —— FORMERLY [——ri -»1003
MARRIED/ }—  MARRIED/ L—J NEVER
LIVING WITH | LIVED WITH MARRIED AND  ——
AMAN -« A MAN EVER IN UNION L1 -»1008

1002 | How old was your husband/partner on his last biv‘lhday?

1003 | Did your {last) husband/partner ever attend school? YES .ot e 1
NO e e 2 | —1008

1004 | What was the highest (standard/year) he completed at school? LESS THAN 1 YEAR COMPLETED . 00

1 SUBACLASS 1 .........cocnvuns 71

SUBB/CLASS 2 ............... 72

STANDARD 1 .............c.... 01

STANDARD 2 ............. ..., 02

STANDARD 3 .................. 03

| STANDARDI4 ................. 04

! STANDARD S . .........cvniinn 05

| STANDARD 6 .................. 06

| STANDARD 7 .........ovivvnnn- 07

; STANDARDS .................. 08

STANDARD S .................. 08

; STANDARD 10 ................. 10

! FURTHER STUDIES INCOMPLETE. 11

DIPLOMA/OTHER POSTSCHOOL

COMPLETE ................ 12

FURTHER DEGREE COMPLETE .. 13

DONTKNOW . ...........vvvnn 98

1005 | Does your husband/pariner currently work? YES .. i 1

NO e e 2

DON'TKNOW .. ...........eaee 8

1006 | What (is/was) your (last) husband/partner's occu[aﬁon?

That is, what kind of work (doss/did) he mainly dl ?

1008 | Aside from your own housework, are you currently working for YES e 1] —101
money? NO e 21 2

1010 | As you know, some women take up jobs for whigh they are paid in
cash or kind. Others sell things, have a small bysiness or work on

the family farm or in the family business. | YES i e 1] —101
Are you currently doing any of thesa things or ady other work? NO ... ... et e e 2] 2
1011 | Have you done any work In the last 12 months? YES iiiiiiiiiiiieiianeaens 1
i NO . 2] ~102
-]

1012} What is your occupation, that |s, what kind of v411rk do you mainly do?
H
|
!

1015| Do you do this work for a famlly business, are ydu employed by FOR FAMILY MEMBER ........... 1

someone outside tha family or are you self-employed? FOR SOMEONEELSE ,........... 2
SELF-EMPLOYED ............... 3

1016 Do you usually work throughout tha year, THROUGHOUTTHE YEAR ........ 1| --1018
or do you work seasonally, i SEASONALLY/PART OF THE YEAR . 2

or only once in a while? [ ONCEINAWHILE ............... 3| --1018
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
1017 | During the last 12 months, how many months did you work? ey
NUMBER OF MONTHS ...
1018 | During the last 12 months, how many days a week did you usually
work (in the months that you worked) 7 NUMBEROFDAYS .......... -»1020
1019 | During the last 12 months, approximataly how many days did you
work? NUMBER OF DAYS ..
1020 | Do you eam cesh for your work? YES .. i e s 1
PROBE: Do you make money for working? NO .. e, 2| —1023
1021 | How much do you usually earn for this work?
PER HOUR 1
PROBE: is this by the day, by the week, or by the month?
PER DAY . 2
PER WEEK 3
PER MONTH4
PER YEAR 5
OTHER L
(SPECIFY)
1022 | CHECK 502:
YES, =
— O, NOT IN UNION  }—d
CURRENTLY MARRIED |
}—~J v
IYES, LIVING WITH AMAN | Who mainly decides how the RESPONDENT DECIDES ......... 1
v money you sem will be used: HUSBAND/PARTNER DECIDES .... 2
Who mainly decides how the you, someone else, or you and JOINTLY WITH HUSBAND/PARTNER 3
money you sam will be used: somecne else jointly? SOMEONE ELSE DECIDES ........ 4
you, your husband/pariner, you JOINTLYWITH SOMEONE ELSE ... 5
and your husband/partner jointly,
of somsone eise?
1023 | Do you usually work at home or away from home? HOME ...........coiiivinnns P |
AWAY ... e 2
1024 | CHECK 222 AND 223: IS A CHILD LIVING AT HOME
WHO IS AGE 5 OR LESS?
g [
YES — NO L --1026
1025 | Who usually takes care of (NAME OF YOUNGEST CHILD AT RESPONDENT ................. 01
HOME) while you are working? HUSBAND/IPARTNER ........... 02
OLDERFEMALECHILD .......... 03
OLDERMALECHLD ........... . 04
OTHERRELATIVES ............. 05
NEIGHBORS .................. 08
FRIENDS .............c.o0nhn 07
SERVANTS/HIRED HELP ........ 08
CHILDISINSCHOOL ........... 09
INSTITUTIONAL CHILD CARE ..... 10
HAS NOT WORKED
SINCELASTBIRTH.......... 95
OTHER 98
(SPECIFY)
1026 | RECORD THE TIME
HOURS
MINUTES
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TERVIEWERS OB TION
Comments about the
respondant/s:

Comments on Specific
Questions:

Any other comments:

SUPERVISOR'S OBSERVATION

Name of Supervisor: Date:

EDITOR'S OBSERVATIONS

Name of Editor: Date:
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APPENDIX B: Variables included in the asset index

Electricity
Has electricity

Durable goods

Own radio

Own television

Own refrigerator

Own bicycle

Own motorcycle

Own car

Own telephone

Own personal computer
Own washing machine
Own donkey/horse
Own sheep/cattle

Fuel used for cooking

Uses electricity for cooking/heating
Uses gas for cooking/heating

Uses coal for cooking/heating

Uses animal dung for cooking/heating
Uses other fuel for cooking/heating

Source of drinking water

If piped drinking water in dwelling
If piped drinking water in public tap
If drinking water from water
carrier/tanker

If drinking water from borehole/well
If drinking water from
dam/river/stream/spring

If drinking water from rainwater tank
If drink bottled water

Other source of drinking water

Sanitation facility

If has own flush toilet

If uses shared flush toilet
If uses bucket latrine

If uses pit latrine

If has no toilet facility

If uses other toilet facility

Main floor material

If main floor material is earth
If main floor material is wood
If main floor material is tiles

If main floor material is parquet
If other floor material

Main wall material

If has plastic or cardboard walls
If has mud walls

If has prefab walls

If has bare brick walls

If has plastered walls

If other wall material

Frequency of household hunger
If often goes hungry

If sometimes goes hungry

If seldom goes hungry

If never goes hungry

Persons per sleeping room

Number of members per sleeping room

Variables with factor loading > [.50]
Has electricity

Own television

Own refrigerator

Own car

Own telephone

Own washing machine

Uses electricity for cooking/heating
Uses other fuel (wood) for
cooking/heating

If piped drinking water in dwelling
If has own flush toilet

If main floor material is earth

If has mud walls

If has plastered walls

If never goes hung





